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	                Youth Referral Packet 
Instructions

Please complete all the pages of this application.  The items listed below are required before a decision can be made regarding this referral. 

Required Documentation:

Psychological evaluation, which includes I.Q. tests (completed within last two years)
Psychiatric evaluation (completed within the last six months)	
All progress notes and summary from current mental health provider
All discharge summaries from hospitalizations and treatment facilities 

Legal Documentation Required (All documents must be legible):

Copy of Birth Certificate
Copy of Social Security Card
Copy of Immunization Record
Copy of Proof of Custody (if applicable)
 (i.e., Divorce Decree/Guardianship/Power of Attorney)
Copy of Medicaid Card/Insurance Card (if applicable)
Copy of most recent tax return (first two pages only)

Failure to include the required documentation will result in a delay in the acceptance, scheduling or both of an admission date.

For information regarding admissions and waitlist, please contact:

Laurie Mazza                    Lisa Reneau
(254) 745-5302                   (254) 745-5175


For information regarding program costs and fees, please contact:

Christina Salazar
   (254) 745-5122



Youth Referral Packet 1271
Waco Center

Child’s Information
	Child’s Legal Name:
	Date of Birth:

	Social Security No.
	[bookmark: _GoBack]     |_| Male            |_| Female

	Medicaid No.
	Height:                        
	Weight:

	Is the child’s legal guardian a resident of Texas?                  |_| Yes        |_| No

	Does the Texas Health and Human Services Commission (HHSC) have custody of child?      |_| Yes   |_| No
   If yes, Level of Care:                        

	How did you hear about Waco Center for Youth?

	Who is referring the child?   |_| State Hospital   |_| LMHA   |_| CRCG   |_| Juvenile   |_| Private Provider
  If CRCG, who initiated the CRCG? 

	If referred by Juvenile, what was the reason for the referral?  

	Is the child receiving services currently from the LMHA?        |_| Yes       |_| No  

	Has the patient participated in the YES waiver?        |_| Yes       |_| No  


Parent or Guardian Information
	[bookmark: Check27][bookmark: Check28][bookmark: Check29][bookmark: Check30]Are parents separated or divorced?    |_|YES  |_|NO             Remarried?    |_|YES  |_|NO

	If divorced, what is the current custody arrangement (*documentation required):  



	Parent or Guardian’s Name:
	Occupation: 

	Relationship to Child:     biological   adoptive    foster     step    other:        

	Address:

	City:
	County:
	Zip:

	Telephone: (H)
	Telephone: (W)

	Telephone: (C)
	Telephone: (C)

	Email Address:



	Parent or Guardian’s Name:
	Occupation:

	Relationship to Child :       biological   adoptive    foster     step    other:                                                                             

	Address (if different from above):

	City:
	County:
	Zip:

	Telephone: (H)
	Telephone: (W)

	Telephone: (C)
	Telephone: (C)

	Email Address:

	 Step-parent names (if applicable):  

	Please list below every person who CURRENTLY resides in your home.

	Name
	Age
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Is the child currently living with you right now?       |_| Yes      |_| No     If no, where and who is the child living with and for how long?

	What are the main goals or reasons for placing the child in a residential treatment center?

	

	

	

	

	What are the main strengths of your family and your child?

	

	

	

	What barriers or difficulties have your family/child had in participating or accessesing prior treatment services? 

	

	

	

	


Psychiatric History
	Current Psychiatrist: 
	Phone number:

	Current Therapist: 
	Phone number:

	What types of therapies have been tried?  (YES waiver, intensive outpatient, behavioral therapy, parent training/therapy, alternative treatments, etc). 

	

	

	

	Current Psychiatric Diagnoses: 

	

	

	

	

	All  Current Medications :                                                               Dosages:

	

	

	

	

	

	

	*Upon admission, please bring a list of all prior medications. 

	Has medication compliance been a problem?           |_| Yes      |_| No         If yes, explain:

	



List Psychiatric hospitalizations (including other RTCs, intensive outpatient or day programs, acute inpatient):
	                   Facility/Program Name                                                                                       Date 

	

	

	

	

	

	

	*please have discharge summaries faxed to us – per checklist.


 
Has the child had any other out-of-home placements (respite care, other family members, foster care)?
	

	

	

	

	Psychosocial History

	                                                                              Education

	Current School:                                                                Grade:                              Average grades: 

	Do they have any special education accommodations (e.g. IEP or 504 Plan?) |_|YES     |_|NO  
If yes, explain:

	Have they been diagnosed with any learning disabilities? |_|YES     |_|NO  

	Have they failed or repeated any grades?    |_|YES     |_|NO  

	Have they ever had school refusal?  Or had problems with truancy? If so explain. |_|YES     |_|NO  

	Have they been suspended or expelled from school?  

	Legal History

	Has the child ever had any involvement with law enforcement/police or been detained?    If so, explain. 

	

	

	

	Has the child been formally adjudicated delinquent or declared CHINS (Child in Need of Supervision)?                 |_|YES     |_|NO  

	Is the child been on probation (formal or informal):    |_|YES     |_|NO          

	Dates                          Charges                                     Probation Officer’s Name & Phone Number

	

	

	

	Has DFPS been involved  with your child or family in the past?  |_|YES     |_|NO   Are there any open or recently closed cases? If so, what was the disposition/safety plan? 

	

	

	

	Substance Abuse History

	Is there a history of alcohol, drug or inhalant use?     |_|YES     |_|NO  
What type?                                                               How often?                                        Last date of use? 

	

	

	

	Is there a history of any tobacco use or vaping?     |_|YES    |_|NO   How much daily?

	Trauma History

	Have they been exposed  or witnessed  violence? 

	Have they been a victim of abuse (physical, sexual, emotional?)  or been suspected to be the victim of abuse?  |_|YES     |_|NO    If so, when:

	

	Have they been the victim of assault or bullying?:      |_| Yes     |_| No

	Please review list of behaviors listed below and check all that apply/have applied to your child recently (the 12 months) or in the past.  Please describe types, frequency (weekly, monthly, yearly) and dates of incidents as applicable.

	Recent Within the last 12 months
	Behaviors
	When (currently?) 
Detail frequency (daily/weekly/monthly/yearly) Severity

	|_| Recent      |_| Past
	Self-Injurious Behaviors
	

	|_| Recent      |_| Past
	Suidical Ideation (thoughts)
	

	|_| Recent      |_| Past
	Suicide Attempts (list)
	

	|_| Recent      |_| Past
	Running Away (overnight). If so, longest time away? (WCY is an open, not locked, campus.)
	

	|_| Recent      |_| Past
	Psychosis (Visual or Auditory Hallucinations, delusions).
	

	|_| Recent      |_| Past
	Intentional property destruction (ie, punching holes in walls , breaking personal items, etc)
	

	|_| Recent      |_| Past
	Verbal threats of violence
	

	|_| Recent      |_| Past
	Fire setting or cruelty to animals
	

	|_| Recent      |_| Past
	Premeditated/planned physical aggression towards a person. (assaultive behavior, if so against whom?)
	

	|_| Recent      |_| Past
	Homicidal Ideation or attempt
	

	|_| Recent      |_| Past
	Bullying others (family members, peers)
	

	|_| Recent      |_| Past
	Sexually inappropriate behaviors?  (e.g. high-risk sexual activities, pornography, poor boundaries, hyper-sexuality, etc.  We generally only have double or triple occupancy rooms. Will this be a problem?)
	

	|_| Recent      |_| Past
	Impulse control problems
	

	|_| Recent      |_| Past
	Nightmares or night terrors
	

	Are there any other behaviors that would be helpful for us to know about?
	

	
	

	
	

	
	





	
Medical History

	Current primary doctor:                                                                Phone number:

	Describe any diagnosed MEDICAL conditions.

	

	

	

	Medication Allergies:

	Food Allergies:

	List any Operations:

	

	List any Serious Injuries:

	


Developmental History
	Adopted: |_| YES |_| NO      If so, when was child removed from the parents and when was adoption finalized?                                                                

	Is there any current contact with biological family?       |_| Yes     |_| No

	Were there any complications with the pregnancy or delivery? (Prematurity, preeclampsia, forceps, injuries etc?)

	Was child exposed to alcohol, drugs or tobacco during pregnancy?

	Milestones (list age): Rolled Over:                         Sitting:                         Walking:                           Talking:          

	Any concerns with delayed speech/other speech problems?   Please explain:

	

	What age did puberty begin?

	Have menstrual periods begun?       |_| YES  |_| NO       What age:

	Currently sexually active?  |_| YES  |_| NO    If female, what form (if any) contraceptive is used?

	


Review of Systems
	Neurological Problems

	Traumatic brain injury, concussion or injury, or accident with loss of consciousness?    |_| Yes    |_| No

	Seizures/convulsions  (if yes, duration, frequency, and date of last EEG):      |_| Yes     |_| No

	Ear, Nose, Throat:

	Lung/Respiratory:

	Muscle/Bone:

	Heart Problems: (Circle)     Palpitations       Shortness of breath       Congenital heart disease

	Endocrine/Growth problems:    

	Diabetes:     |_|YES    |_|NO

	Dermatological/Skin Problems (including acne):

	Genitourinary/gynecological: 

	[bookmark: Check23][bookmark: Check24]Does client wear glasses or contacts lenses?    |_| Yes    |_|No

	[bookmark: Check25][bookmark: Check26]Does client have any other prosthetic devices (hearing aids, braces, splints)?     |_|Yes     |_| No

	Are there any other medical problems that we need to know about?:

	Has client or family member traveled outside of the country (If yes, where and when)?

	


Family Medical History
	
	Age
	Any Medical Problmes?

	Child’s Father
	
	

	            Mother
	
	

	            Brothers
	
	

	
	
	

	
	
	

	
	
	

	            Sisters
	
	

	
	
	

	
	
	

	
	
	

	Do any biological relatives (such as parents, grandparents, siblings, aunts, uncles, cousins) have any of the following diseases:

	
	Yes
	No
	Relation to Client

	Drug Abuse
	
	
	

	Alcohol Abuse
	
	
	

	Mental Illness
	
	
	

	Deafness
	
	
	

	Eye Disease
	
	
	

	TB
	
	
	

	Lung Disease
	
	
	

	Asthma
	
	
	

	Thyroid Disease
	
	
	

	Endocrine/Hormone Problems
	
	
	

	Diabetes (Type I or II?)
	
	
	

	Anemia
	
	
	

	Bleeding Problems
	
	
	

	Kidney Disease
	
	
	

	Heart Disease 
	
	
	

	Hypertension
	
	
	

	History of Heart Attack, Stroke, Sudden Death
(under the age of 50)
	
	
	

	Birth Defects
	
	
	

	Cancer (Type)
	
	
	

	Other:
	
	
	

	
	
	
	

	

	Signature and Title of Staff Completing Form                                       Date

	Signature of Parent or Guardian                                                              Date



SEND TO:	Laurie Mazza			or		Lisa Reneau
Admissions Coordinator                                     Admissions Assistant                     
3501 N. 19th. Street				3501 N. 19th. Street		
		Waco, TX  76708					Waco, TX  76708
254-745-5302					254-745-5175
		254-745-5126 (FAX)				254-745-5126 (FAX)
EMAIL: laurie.mazza@hhsc.state.tx.us			lisa.reneau@hhsc.state.tx.us

For information regarding costs and fees 
please contact:
Christina Salazar at 254-745-5122
christina.salazar@hhsc.state.tx.us
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