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Eliada Homes Inc.
Day Treatment
Referral Checklist
Date: __________________
To: ____________________________   Fax: __________________________
Re:  DayTx-Referral         
Thank you for referring your client to our DayTx program. We will staff your referral with our multidisciplinary team within 3-5 business days. The following documents are required to evaluate the referral for clinical appropriateness:
_____	An Evaluation, current within 6 months with the recommendation for Day Treatment Services. That could include any of the following: (CCA, Psychological Assessment, or Hospital Psychiatric Assessment/Evaluation) An Addendum to the Evaluation is required to be completed within 30 days of referral.
	
_____	Completed Eliada Homes, Inc. Application (please note “n/a” or “none” for categories that do not apply.   Please have releases signed for referring agency and legal guardian.  

_____	Documentation from previous school indicating evidence that less restrictive services in the educational setting have been unsuccessful. Required by eligibility criteria in Day Treatment service definition: 
Examples:  
· Functional Behavioral Assessment 
· Functional Behavioral Plan 
· Current Individual Education Plan (IEP)
· Current 504 Plan
· Behavior Plans
· Discipline Records
· Documentation of Previous Interventions 

_____	Copy of Medicaid/ Health Choice Card (If child is covered by any private insurance, provide a legible copy of the front and back of the insurance card)


**PLEASE NOTE:  Transportation to Day Treatment is not provided by Eliada**

           We look forward to hearing from you and thanks again for referring your child to Eliada.

     				
Eliada Day Treatment Intake
828-348-3381
referral@eliada.org


Helping Children Succeed
referral@eliada.org
Phone: 828-254-5356 ext 381
Fax: (828)-259-5384
[bookmark: _GoBack]www.eliada.org 


Eliada Homes, Inc.
DAY TREATMENT SERVICES
ADMISSION CRITERIA
Eliada’s Day Treatment program serves high-risk clients with a history of emotional and/or behavioral problems who are in need of a specialized treatment and educational placement. All referrals are reviewed by a multidisciplinary team (Clinical Supervisor and Program Director with input from Medical Director, Chief Operations Officer and Nurse Manager as needed) to determine appropriateness for placement.
**PLEASE NOTE:  Transportation to Day Treatment is not provided by Eliada**
Eliada’s Day Treatment program can serve clients who:
· Meet medical necessity criteria for Day Treatment
· Have a DSM-IV Axis I diagnosis.
· There is evidence that less restrictive mental health rehabilitative services in the educational setting have been unsuccessful as evidenced by documentation from the school, i.e. functional behavioral assessment/plan, individual education plan, 504 plan, behavior plans.
· The child exhibits behavior resulting in significant school disruption or significant social withdrawal.
· The child is experiencing mental health symptoms related to his/her diagnosis that severely impairs functional ability in an educational setting which may include vocational education.
· There is no evidence to support that alternative interventions would be equally or more effective, based on NC community practice standards.
· Are 6-15 (acceptance  of older ages will be reviewed on a case-by-case basis)
· Have an IQ greater than 70
· Need a structured treatment service during regular school hours
· Are adjudicated either dependent or delinquent (unlawful behaviors reviewed on an individual basis)
· Have a history of violence (reviewed on an individual basis)
· Have the ability to learn from the cognitive behavioral treatment modality
· Have a co-occurring substance abuse or developmental disorder (reviewed on an individual basis)
· Have serious physical health problems, i.e. asthma, diabetes, physical disabilities (reviewed on an individual basis)

Eliada’s Day Treatment program cannot serve clients who:
· Are younger than 6 or older than 17
· Have an IQ less than 70
· Are juvenile sex offenders (as evidenced by an adjudication or the presence of severe risk factors related to offending)

To make a referral to Eliada’s Day Treatment program, contact
Intake at 828-348-3381 or at referral@eliada.org


Eliada Homes, Inc.
Application for Services

 PRTF       Residential Treatment Level III       Day Treatment          Therapeutic Foster Care     

Student’s Name: _________________________ Preferred Name: _____________ 

Date of Birth: _________________         	Race: __________________

 Male   Female	 SSN:         -           -    
	Current Living Arrangement:

Height/Weight:
	Where is the student currently living?
When is placement needed? 



	Legal Custodian: 
Name, Address,  Phone, Email
(Best way to contact)
	
	Parent: 
Name, Address,  Phone, Email
(Best way to contact)
	

	
Case Responsible Agency: 

____________________

____________________

	Case Responsible Professional (required): 

	
	Email Address:

	
	Address: 

	
	Office Number/Cell/ Fax Number:

	Supervisor’s Name:

	Phone #                                                   Email Address:

	Director’s Name: 

	Phone #                                                   Email Address:

	MCO:

Care Coordinator:

	

Name:

Phone #                                                   Email Address:


	Primary Care Physician:
	





	CURRENT STATUS

	I. CURRENT BEHAVIORS/PRESENTING PROBLEMS AND REASON FOR REFERRAL

	 __________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________


	


A.  Diagnoses
By Whom (required)?
_________________ 

What Date?
_________________
	Axis I: Indicate which is Primary (R) & Additional (A) 

	
	

	
	

	
	Axis II: 

	
	

	
	Axis III: 

	
	Axis IV: 

	
	Axis V: 

	

B. Medications

Prescriber:
_________________
	Medication: List all current medications
	Dose
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Is the student compliant with medications? 





STUDENT NAME: 	RECORD NUMBER:

	II. CURRENT STRESSORS (Please check those that apply and describe in related sections)







	Legal Problems
	□ Yes
	□ No
	Physical Assault
	□ Yes
	□ No
	Addiction
	□ Yes
	□ No

	Medical Problems
	□ Yes
	□ No
	Relationship Problems
	□ Yes
	□ No
	Abuse History
	□ Yes
	□ No

	Sexual Assault/ Rape
	□ Yes
	□ No
	Separation/Loss
	□ Yes
	□ No
	Other
	□ Yes
	□ No






	III. HEALTH CONCERNS and MEDICAL CONDITIONS

	
A. Physical disorders
     or diseases 
	Please describe the nature of the disorder or disease, as well as necessary treatment: 
___________________________________________________________________________________________
___________________________________________________________________________________________
________________________________________________________________________  Contagious Disease?


	B. Disabilities
(senses, physical, other)
	Please describe the nature of the disability and any necessary accommodations: 

	

C. History of Seizures,
Head Injury, or Other 
Traumatic Injury
	Please provide any history of seizure disorder, head injury, or other traumatic injury sustained by the student.  
Are there any on-going medical concerns or treatments related to these events? 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________





	IV. LEGAL INVOLVMENT 

	


A. Charges: List all past, current, 
and pending charges
	Charge: Attach any applicable court documents or description of events
	Date
	Outcome

	
	

	
	

	
	

	
	

	
	

	
	

	
B. Probation
	Is the student currently on probation?  Yes   No 
If yes, please describe the length and all applicable terms: _____________________________________
_____________________________________________________________________________________




	V. EDUCATIONAL INFORMATION

	A. School information


	Last School Attended:__________________________________________________________________

School district/LEA:____________________________________________________________________

Grade Level:_________________________________________________________________________
History of Truancy:  Y   N
In past year has skipped school…  1-5 days   6-10 days    11-15 days   more than 15 days

	Please describe any additional academic-related information of which we should be aware (i.e. suspensions, expulsions, IEP, etc.): 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
What are the client’s educational and vocational goals? (i.e. high school, college, GED, vocational training)____________________________
___________________________________________________________________________________________________________________
What are the client’s school/class behaviors?______________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________


	
B. IQ Information

	Special Ed?   Y   N     IEP:  BED   EMD   SLD   OHI   504 Plan  Other: ________                
Date IEP/504 Plan expires ________________________________________________________ 
Current IQ Score (Required): FSIQ-          VCI-            PRI-               WMI-                PSI-
Test Administered:
Date Administered:



STUDENT NAME: 	RECORD NUMBER: 

	RELEVANT HISTORY

	VI. SOCIAL HISTORY/ FAMILY DYNAMICS

	Please provide a brief description of the student’s social history.  Include information on family dynamics, family mental health history, and any significant events leading up to the student’s involvement in mental health treatments: 

___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________


	



VII. ABUSE HISTORY
	Has the client been a victim of abuse?    Yes   No   If yes,  Physical   Sexual   Emotional
Has the client been a victim of neglect?  Yes   No
How old was the client? ______   Was DSS involved? _____
What was the legal outcome? ___________________________________________________________________
Please describe the nature of the abuse/ neglect, including the perpetrator, duration of abuse/ neglect, etc.: 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________




	VIII. PLACEMENT HISTORY

	



List all hospitalizations
	Name of Hospital

	Reason for Hospitalization
	Reason for discharge
	Admission
Date
(mm/dd/yy)
	Discharge
Date
(mm/dd/yy)

	
	
	
	


	
	

	
	
	
	


	
	

	
	
	
	


	
	





	



List all other levels of 
Mental Health services
	Placement Name/ 
Level of care
	Reason for placement
	Reason for discharge
	Admission
Date
(mm/dd/yy)
	Discharge
Date
(mm/dd/yy)

	
	
	
	


	
	

	
	
	
	


	
	

	
	
	
	


	
	








STUDENT NAME: 	RECORD NUMBER:



	IX. HISTORY OF AGGRESSIVE BEHAVIOR

	
A. Please describe the nature of the student’s acting out behaviors:
□  Verbally aggressive   Frequency:_________     Description:___________________________________________________________
            __________________________________________________________________________________________________________
    □  Physically aggressive  Frequency:_________   Description:___________________________________________________________
                  Has this behaviors resulted in injury to others? Criminal Charges? Please describe? ___________________________________
    □  Property destruction: Frequency: ________      Description:__________________________________________________________    
___________________________________________________________________________________________________________
        □  Cruelty to animals      Frequency:_________   Description:___________________________________________________________
            ____________________________________________________________________________________________________________
    □  Fire Setting                Frequency:_________   Description:__________________________________________________________
            ____________________________________________________________________________________________________________
          

B. Aggression is:  impulsive   planned   instrumental   triggered by fearfulness  

C. Where is the client aggressive:________________________________________________________________________________

D. Known triggers, please describe: ______________________________________________________________________________
_____________________________________________________________________________________________________________
E. Main targets of aggression: □  Peers    □  Authority figures    □  Family members   Please be specific: _______________________
_____________________________________________________________________________________________
										
F. Please describe the most recent episode of aggression: _________________________________________________________
____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________





	X. HISTORY OF SELF INJURIOUS AND SUICIDAL BEHAVIORS (Check all options that apply)

	

Self-Injury
	 Cuts on body
	 Conceals cutting surfaces

	
	Preferred cutting surfaces:                                       Preferred Cutting Implement: 

	
	 Other forms of self injury (please describe) ______________________________________________________
____________________________________________________________________________________________
Has self-injury ever required medical attention? Explain. ______________________________________________
____________________________________________________________________________________________



	



Suicidal Characteristics
	
Check all that apply: 
	 Suicidal Ideas
	 Suicidal Gestures
	 Suicidal Plans

	
	
	 Suicide Attempts
	 Number of previous attempts: _________________

	
	Describe: __________________________________________________________________________________
___________________________________________________________________________________________


	
	Methods used in previous attempts (please describe) ________________________________________________
____________________________________________________________________________________________


	
	Were attempts planned?       Yes   No   Sometimes                                        

	
	Does the client know someone who has committed suicide (describe relationship to child): ___________________
____________________________________________________________________________________________







STUDENT NAME: 	RECORD NUMBER: 




	
XI. History of Running   
	 Runs away from home or placements
In the past year, How many times has the student run? ____  Impulsive or planned? _______________________
Average duration of run: ________________________________________________________________________
Where does the student go and what do they do? _____________________________________________________
____________________________________________________________________________________________
How do they return home/placement?_____________________________________________________________




	

XII. Substance 
        Abuse
        History
	Type of Substance used
	Frequency
	Last Use
	Type of Substance used
	Frequency
	Last Use

	
	 Marijuana
	
	
	 Inhalants
	
	

	
	 Cocaine
	
	
	 Hallucinogens 
	
	

	
	 Crack
	
	
	 Alcohol
	
	

	
	 Heroin/ Opiates
	
	
	 Tranquilizers
	
	

	
	 Amphetamines 
	
	
	 Other ___________________
	
	

	










	

Has the client received Substance Abuse treatment? _______________________________________________________
____________________________________________________________________________________


	
XIII. Sexualized 
         Behaviors

	Please describe any sexualized behaviors exhibited by the student (i.e. exposure, sexual acting out, predatory behaviors, etc.): _____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________






	
XIV. Psychotic 
        Behaviors



	Has the client experienced any hallucinations or paranoid ideation:   Y   N  
If yes, what type?  Auditory  Visual   Other  
Please describe the nature of the hallucinations and/or paranoia, including the frequency and treatment provided. 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________





	XV. STRENGTHS & INTERESTS

	Please describe the strengths and interests of the client: ____________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
What are the client’s informal supports: __________________________________________________________________________________
___________________________________________________________________________________________________________________


	XVI. CULTURAL NEEDS

	Please describe any cultural needs of which we should be aware when working with your client (i.e. racial, ethnic, cultural, religious, linguistic, dietary, etc.): ______________________________________________________________________________________________________
__________________________________________________________________________________________________________________








STUDENT NAME: 	RECORD NUMBER: 

	XVII. DISCHARGE PLAN/ PERMANANCY PLAN

	Please describe the permanency plan you have for this student:
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________









	XIX. FUNDING: *Include copies (front and back) of all insurance cards applicable to the student.

	Please check all applicable funding sources available for the student.  Include all applicable numbers (subscriber, group, etc.) associated with each funding source.  For private insurance, include the SSN and DOB of policy holder. 

 Medicaid: ___________________________________   Health Choice: ___________________________________

 Private Insurance: ________________________  Policy Number: ________________________________________
     Subscriber/ Group #: ___________________________________           Policy Holder Name: ___________________________________
     Policy Holder SSN: _____________________________________           Policy Holder DOB: ____________________________________
    (Attach all applicable information on any additional private insurance associated with the student.) 







I hereby apply for services on behalf of the child for whom I hold legal custody and/or placement authority. I certify that the information contained in this application/assessment is true and accurate to the best of my knowledge.


______________________________________________________________		_____________________________
Custodian Signature								Date


______________________________________________________________		_____________________________
Referring Professional/ Agency							Date





How did you hear about us (please check all that apply)?

· Office/Co-Workers
· Community Agencies
· MCO/LME (please specify the MCO/LME)________________________________
· Eliada Homes Flyer
· Eliada Homes Website
· Eliada Homes Facebook page
· Email
· Family or Friends
· Media 
· Other:_______________________________________________________




Eliada Homes, Inc.
Addendum to Application for Day Treatment Services

Student Name:	__________________________________________ Estimated DOA: _________
Current Services:
	Service
	Date Started
	Est. Discharge Date
	Student Compliance
Yes or No
	Family Compliance
Yes or No

	IIH
	
	
	Y     N
	Y     N

	MST
	
	
	Y     N
	Y     N

	CM
	
	
	Y     N
	Y     N



Current Status of IIH/MST/CM service with the student and family
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Unfinished Business/Tasks from IIH/MST/CM
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If IIH/MST/CM is not working, what are your specific recommendations/plans with the family?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Student’s Triggers:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Effective Strategies:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Court/DJJ Involvement: Describe completely.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Safety Plan: 		Attached:  Yes  No
Behavior Plan: 	Attached:  Yes  No

Other Comments and Recommendations: Attach additional sheets or continue on reverse
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________





Form Completed By: ________________________________________________Date:________
					Print Name and Credentials










Eliada Homes, Inc.
Funding Disclosure for Treatment Services
Submit to Intake Office 2 weeks prior to scheduling admission.
If private insurance, must have denial or verification of services prior to final admission decision.

Student Name: ____________________________	Date of Birth: ________________________
Legal Custodian Name: _____________________________Phone:_______________________
SERVICES:


S:\Intake Coordinator\Admissions Paperwork\On-Campus Programs Admissions Docs\2. General Admission Docs\Funding Disclosure Form 1.11.18
  PRTF					  Therapeutic Foster Care
  Level III Residential 			  TFC Respite
  Day Treatment				  Comprehensive Clinical Assessment
  Outpatient Therapy			  Psychiatric/Medication Management 
    
  Medicaid only	  Health Choice only	Medicaid and Private Health Insurance
ID #: ____________________________

PRIVATE INSURANCE:
Attach a copy of the front and back of current insurance card(s), and complete the following information.
Primary Insurance:_____________________________________	Effective Date: ___________
Phone for Behavioral Health Dept: _________________________________________________
Policy Holder Name: ____________________________________________________________
Policy Holder Address: __________________________________________________________
ID# _____________________________	Group# ___________________________________
Policy Holder SSN: ____________________	Policy Holder Date of Birth: ____________

Secondary Insurance:____________________________________	Effective Date: ___________
Phone for Behavioral Health Dept: _________________________________________________
Policy Holder Name: ____________________________________________________________
Policy Holder Address: __________________________________________________________
ID# _____________________________	Group# ___________________________________
Policy Holder SSN: ____________________	Policy Holder Date of Birth: ____________
  Not covered by any private insurance plan.
  Medicaid only	  Health Choice only	Medicaid and Private Health Insurance

____________________________________	  ___________________________________
Parent/Guardian/Legal Custodian		Date		   Parent/Guardian/Legal Custodian		Date


_________________________________________		_____________________________
Referral Agency Professional					Date
Eliada Homes, Inc.
AUTHORIZATION TO DISCLOSE HEALTH INFORMATION


13 of 2


 (
12/13/2016
)
Client Name  	

Date of Birth_ 	


Client Record  # 	  Client SS # (Optional) 	


I
(Legal Guardian/Client)

(Name of Provider)
from the records of the above named client to:

hereby authorize to disclose specific health information

(Recipient Name/Address/Phone/Fax)





for the specific purpose(s):



Specific information to be disclosed:





I understand that this authorization will expire on the following date, event or condition:


I understand that if I fail to specify an expiration date or condition, this authorization is valid for the period of time needed to fulfill its purpose for up to one year, except for disclosures for financial transactions, wherein the authorization is valid indefinitely.  I also understand that I may revoke this authorization at any time and that I will be asked to sign the Revocation Section on the back of this form.  I further understand that any action taken on this authorization prior to the rescinded date is legal and binding.

I understand that my information may not be protected from re-disclosure by the requester of the information; however, if this information is protected by the Federal Substance Abuse Confidentiality Regulations, the recipient may not re-disclose such information without my further written authorization unless otherwise provided for by state or federal law.
I do □ do NOT □ give specific consent to release substance-abuse information.

I understand that if my record contains information relating to HIV infection, AIDS or AIDS-related conditions, alcohol abuse, drug abuse, psychological or psychiatric conditions, or genetic testing this disclosure will include that information.
I also understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment, payment for services, or my eligibility for benefits; however, if a service is requested by a non-treatment
provider (e.g., insurance company) for the sole purpose of creating health information (e.g., physical exam), service may be denied if authorization is not given.  If treatment is research-related, treatment may be denied if authorization is not given.
I do □ do NOT □ give specific consent to release HIV/AIDS-related information.

I further understand that I may request a copy of this signed authorization.


  
(Signature Legal Guardian/Client)	(Date)	 (Witness-Signature of Staff)





NOTE: This Authorization was revoked on
(Date)				 (Signature of Staff)


REVOCATION SECTION


I do hereby request that this authorization to disclose health information of


(Name of Client)

signed by

on
(Name of Legal Guardian/Client Who Signed Authorization)	(Date of Signature)



be rescinded, effective


(Date)

. I understand that any action taken on this authorization prior to the


rescinded date is legal and binding.



(Signature of Legal Guardian/Client)	(Date)	 (Witness - Signature of Staff)	(Date)







VERBAL REVOCATION SECTION


I do hereby attest to the verbal request for revocation of this authorization by


(Name of Legal Guardian/Client)



on
(Date)

.   The legal guardian/client has been informed that any action


taken on this authorization prior to the rescinded date is legal and binding.




(Signature of Staff)	(Date)	 (Signature of Witness)	(Date
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