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             DMH ACCS Referral Form


        






ADULT COMMUNITY CLINICAL SERVICES (ACCS)

DEPARTMENT OF MENTAL HEALTH

REFERRAL FORM 
To:           
From:      
(Name & Phone)
Date:       
ACCS Service Type:  

	 FORMCHECKBOX 
 Integrated Team Only
	 FORMCHECKBOX 
 Intensive Clinical GLE
	 FORMCHECKBOX 
 Intensive Behavioral GLE

	 FORMCHECKBOX 
 Supported Independent Environment (SIE)
	 FORMCHECKBOX 
 Intensive Medical GLE
	 FORMCHECKBOX 
 Intensive Behavioral Assessment GLE

	 FORMCHECKBOX 
 Group Living Environment (GLE)
	
	


Location of GLE (if applicable):      
	Person’s Legal name:                                        

	  Preferred Name (if different than legal name):      

	D.O.B.:            
	Age:                           
	EMR:                     
	SS#:      

	Gender:                                                                                                     
	Marital Status:      


	Address:                                                                                                                                                   


	Phone number(s):                   



	Ability to Read and Write:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

                                                     

	Primary Written Language:       
	Primary Spoken Language:                                                       


Goals of Treatment & Reason for Referral:
     
Person/Guardian Stated preferences:

     
Person’s Strengths:
     
Emergency Contact/Guardianship:
	Emergency Contact/Guardian Name:             

	· Address:      


	· Phone number(s):                   

· 

	· Relationship to Person:      


	Type of Guardianship (if applicable, check all that apply):    FORMCHECKBOX 
 Permanent        FORMCHECKBOX 
 Temporary       FORMCHECKBOX 
 Person       FORMCHECKBOX 
 Estate      FORMCHECKBOX 
 Medical

	Guardian Name (if different than person listed above):             

	· Address & Phone Number(s):      


	· Phone number(s):                   

· 

	· Relationship to Person:      


	Rogers Order:   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No 




Risk Behaviors (see attachments for additional information on identified risk areas):
	
	Current
	Historical

	Active on DMH Risk Mitigation list
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Fire setting
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Violence to others    
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Problematic sexual behaviors        
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Self-harming
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Suicide ideations
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	Suicide attempts
	      FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No          FORMCHECKBOX 
 Needs to be assessed      
	          FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No     

	   If yes, date of last attempt:      


Additional Information about Risk Behaviors: 

     
Substance Use (see attachments for additional information on identified risk areas):
	History of substance abuse?
	 FORMCHECKBOX 
 Active      FORMCHECKBOX 
 Not Active       FORMCHECKBOX 
 Needs to be assessed      


Additional Information about Substance Use Behaviors


     
Legal Issues (see attachments for additional information on identified risk areas):
	Legal involvement?
	 FORMCHECKBOX 
 Parole      FORMCHECKBOX 
 Probation        FORMCHECKBOX 
 None         FORMCHECKBOX 
 Other (Explain below) 

	Current charges pending?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No                     FORMCHECKBOX 
 Needs to be assessed      


Additional Information about Legal Issues


     
Insurance type and policy number(s):  
	 FORMCHECKBOX 
 MassHealth (Medicaid):      


	 FORMCHECKBOX 
 Medicare:       



	 FORMCHECKBOX 
 Private (Include name of provider & policy#):       


	 FORMCHECKBOX 
 Other (please specify):      



Income/Benefit source(s) and amount(s):  
	Assets and other income?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   



	( If “Yes,” what type and amount:      


	Person has food stamp benefits:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unknown



	Rep Payee Name & Phone (if applicable):      



Additional Information about Income and Benefits: 
     
Housing:
Current Living Arrangement:       
       FORMCHECKBOX 
 DMH Inpatient      FORMCHECKBOX 
 SIE      FORMCHECKBOX 
 GLE      FORMCHECKBOX 
 Independent Living      FORMCHECKBOX 
 Family      FORMCHECKBOX 
 Homeless      FORMCHECKBOX 
 Other          

Subsidy Source & Amount: 
Diagnoses (Include both Psychiatric and Medical):

Does person have medical problems that require regular care?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Unknown  
Allergies:

Hospitalizations (Past 6 months. Additional information available in attachments):

Significant Supports:

	Name
	Relationship
	Level of Involvement
	Lives with Person?

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     

	
	
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     


Additional Information about Significant Supports:


     
Providers (Include agency and/or provider name, and phone#):
Care Coordinator (i.e., DMH CM, BHCP, One Care, etc.): 
     
Primary Care Physician: 
      

Psychiatrist: 

Clinician/Therapist: 

PACT: 


ACCS Provider: 

Clubhouse or Day Services: 

Recovery Learning Center (RLC)


Probation Officer:

Special Assistance Needs:



Checklist of Attachments
	 FORMCHECKBOX 
 Service Authorization Application
	 FORMCHECKBOX 
 Any Relevant Medical Documents

	 FORMCHECKBOX 
 Community Risk Identification Tool (CRIT)
	 FORMCHECKBOX 
 Any Relevant Psychiatry Documents

	 FORMCHECKBOX 
 Risk Review Summary
	 FORMCHECKBOX 
 Independent Forensic Risk Assessment Reports

	 FORMCHECKBOX 
 MI/PSB Reports
	 FORMCHECKBOX 
 DMH Inpatient Enhanced Clinical Review Documentation

	 FORMCHECKBOX 
 NewMMIS/Revs Eligibility Verification Screenshot
	 FORMCHECKBOX 
 Recent Clinical Documentation

	 FORMCHECKBOX 
 URP
	 FORMCHECKBOX 
 Current Medication List


	DMH Signature

	
	     
	
	     
	

	
	Person Authorizing Referral
	
	Date
	


Confidentiality Notice:  Protected Health Information from the Department of Mental Health

Important Warning:  This message is intended only for the use of the person or entity to which it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law.  If you are not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, the disclosure, copying or distribution of this information is strictly prohibited.  If you have received this message in error, please notify the sender immediately
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