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PEMHS
      Community Action Team (CAT)
                          Pinellas Referral Form
Phone	(727) 362-4266		 Fax (727) 538-7283

Referral Source has consent to exchange information:  _____Yes    ____No


Youth’s Name:  ___________________________________________      Date: ___________________________
SS #: __________________________ D.O.B: _________________ Age: _______ Grade: _______       M / F
Parent(s)/Guardian(s): ________________________________________________________________________
Address: _____________________________________________ Phone: _______________________________
Referral Source: _________________________________________ Phone: _____________________________
Referral Source E-Mail Address: ________________________________________________________________
School: ___________________________________________Insurance Type: ____________________________
DIAGNOSTIC INFORMATION:
AXIS I: _______________________________________________________________________
AXIS II: _______________________________________________________________________
AXIS III: ______________________________________________________________________
AXIS IV: ______________________________________________________________________
AXIS V: CGAS is: _______________________________________________________________
Reason for Referral:______________________________________________________________________ _____________________________________________________________________________________
_____________________________________________________________________________________
Significant functional impairments: (Check all that apply)
· At Home
· At School
· Legal (charges: _________________________________________________________________________
· Recent history of crisis stabilization unit admissions (Dates: _____________________________________)
· At risk of alternative school placement or currently in an alternative school placement
· At risk of out of  home placement (check one)
· Residential Treatment Facility
· Juvenile Justice Program
· Foster Care
· Other ___________________________________________________________________
· Less restrictive levels of care have been unsuccessful at helping the child and family improve functioning
· Pending discharge from residential treatment facility to home
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· Currently in foster care awaiting reunifications with family
· In protective services with a permanency goal of remaining with current caregiver
·  Currently In:   ______    Foster Care   ______   Protective Services
· With parent    
· With relative
· With non-relative
Medications, Dosages & Frequencies:____________________________________________________________	
___________________________________________________________________________________________
History of Suicidal Ideations, Gestures, Attempts: __________________________________________________
___________________________________________________________________________________________ 
___________________________________________________________________________________________
History of Aggressive Behavior: _________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________
Current Services Received (include names of Agencies)______________________________________________ ___________________________________________________________________________________________
___________________________________________________________________________________________
Past Services Received (include names of agencies)  _________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________




We are required to obtain the following documents in order to process with this referral:
☐ Release of information signed by the parent/legal guardian
☐ Copy of most recent Psychiatric Evaluation with mental health OR co-occurring diagnosis  
          completed within the previous 12 months
☐ Proof of custody (e.g. copy of birth certificate, court order, power of attorney)












**THIS SECTION TO BE COMPLETED by CAT TEAM STAFF
________Accepted     
CAT TEAM Member Assigned: __________________________________________________ Date _________________
________ Declined
Reason client will not be admitted into CAT Program ____________________________________________________________________________________________________
____________________________________________________________________________________________________         
Comments: ___________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________    
Staff Signature: ________________________________________________ Date: __________________________________

