ot)’
(]
Jefferson Center

for mental health

INTENSIVE IN-HOME FAMILY THERAPY
REFERRAL FORM

FFT, MST, FT

Referral Date: Referral Agency:
Referral Person: Referral Person Phone Number:
Household #: State ID#:
Payor Source:

Medicaid [ ] #: Core Funding [] CHP+[ ] #:
Turnabout [ | Private Insurance: Other:
Family Name(s):
Names of Family Members DOB Age MJ/F
Name of Legal Guardian in the home: DOB Age
Home Address
Street Address:
Home Phone: Cell Phone/Message:

Best time to contact:
Parents’ Work Place and Phone:
Is the family or child an open or past client of JCMH? Yes[_] No[ ]

Is there a Probation Officer Yes[ | No[ | Name and telephone number:
Is the child(ren) at risk for placement/hospitalization? Yes [ ] No [ ]

Why is client being referred to In-Home Family Therapy? Please provide detailed information

Current and past services in place for client and or family:

What needs to change during the intensive In-Home Family Therapy Intervention? Please
provide detailed information:

Referring person’s assessment of physical violence in the home within the family and towards
others:



Referring persons assessment of severity/difficulty of the family’s problems using a scale of 1
(easiest) to 10 (hardest) Comments:

Please list any Court hearings that are pending:

What is the precipitating crisis that prompted the referral to Intensive In-Home Family Therapy?
(please provide detailed information)

Relevant clinical information/history of the family/children:

Additional Comments:

Contact the Intensive Family Treatment Team at (303) 432-5250
Fax the completed referral form to (303) 432-5262



