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Mental Health Services 

Corporate Adult Foster Care Referral Form

**This completed form can be faxed Attn: Amy Norsten, Lead AFC Manager at (612) 362 4479 or e-mailed to anorsten@cipmn.org  If you have questions call (612) 490-2042. 

	Client Name:     
	
	
	Date of Birth:     
	

	MI Number:     
	
	
	Social Security Number:     

	Street Address:     
	
	City:     
	Zip:     
	Telephone:     

	Current Address (if different):     
	City:     
	Zip     
	

	Type of Facility:      
	
	Facility Telephone:     
	Facility Fax:     
	Contact Person:     

	Medical Assistance Number:     
	If not currently receiving MA, are they eligible?     

	Other Insurance:      
	
	Insurance Number:      

	Diagnosis
	
	
	GAF Score:

	Axis I:
	
	
	

	Axis II:
	
	
	

	Axis III:
	
	
	Date of GAF Score:

	Axis IV:
	
	
	

	All psychiatric hospitalizations, residential treatment, or nursing home placements in the previous 4 years 

(Note-most recent first). Attach sheet for additional facility placement information.

	Facility:
	Date:

	1
	

	2
	

	3
	

	4
	

	Case Manager:
	Telephone:
	Fax:
	Address:

	Psychiatrist:
	Telephone:
	Fax:
	Address:

	Physician: 

     
	Telephone:

     
	Fax:

     
	Address:

     

	Other providers (e.g. vocational, therapist, day treatment):
	
	

	Agency:
	Contact:
	Telephone
	Service Provided:

	1     
	     
	     
	     

	2     
	     
	     
	     

	3     
	     
	     
	     

	4     
	     
	     
	     


	
	
	
	
	

	
	
	
	
	

	Income Sources: Please enter amounts or check if application has been made recently.

	GA $      
	VA: $     
	Employer (Name & Address):     

	MSA $     
	SSD: $     
	Hours per week:       

	Pension $     
	SSI: $     
	

	A. Problem Areas:
Check all that apply in items 1 through 9 below. For each item checked, please describe in as

much behavioral detail possible and note the corresponding service needs. (this information will

be used to determine difficulty of care for foster care reimbursement; so please be complete):

	
	
	
	
	

	1. Physical / Personal Care
 FORMCHECKBOX 
 Hygiene


 FORMCHECKBOX 
 Enopretic

 FORMCHECKBOX 
 Enuretic

 FORMCHECKBOX 
 TBI                                  
 FORMCHECKBOX 
 Blind



 FORMCHECKBOX 
 Deaf/Hard of Hearing


 FORMCHECKBOX 
 Proper Attire


 FORMCHECKBOX 
 Other Physical Disability

Detail and service needs:

	2. Independent Living Skills
 FORMCHECKBOX 
 Meal Planning/Prep

 FORMCHECKBOX 
 Cleaning

 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Hygiene

 FORMCHECKBOX 
 Other                                 
Detail and service needs:



	3. Psychotropic Medications

List current Medications:

 FORMCHECKBOX 
 Often refuses medication
 


 FORMCHECKBOX 
 Requires supervision of self-medication
 
 FORMCHECKBOX 
 Requires medication administration 


 FORMCHECKBOX 
 Requires much encouragement to take medication 
 FORMCHECKBOX 
Requires assistance in making or keeping psychiatric appointments
Detail and service 

	4. Medical
Note significant medical issues:

 FORMCHECKBOX 
Enuretic

 

 FORMCHECKBOX 
 Enopretic
 

 FORMCHECKBOX 
Non-compliance with meeting medical needs
 

 FORMCHECKBOX 
Requires supervision in taking medications



 FORMCHECKBOX 
 Somatic Symptoms

 FORMCHECKBOX 
Requires assistance in making and/or attending medical appointments 

Detail and service needs:


	5. Use of Emergency System
 FORMCHECKBOX 
Frequent or recent hospitalizations
  FORMCHECKBOX 
At risk of hospitalization
  FORMCHECKBOX 
Frequent crisis calls
 FORMCHECKBOX 
Inappropriate use of emergency/crisis services
Detail and service needs:

	6: Legal Issues
 FORMCHECKBOX 
 On probation or parole

 FORMCHECKBOX 
Other current or past issues


 FORMCHECKBOX 
 On provisional discharge/stay of commitment/ or continuance
Detail and service needs:

	7: Chemical Use
 FORMCHECKBOX 
 Abuse 
 FORMCHECKBOX 
 Chemical Dependence

 FORMCHECKBOX 
 Chemical dependence/untreated or unsuccessfully treated
Detail and service needs:

	8: Dangerous Behavior
 FORMCHECKBOX 
 Physically Aggressive

 FORMCHECKBOX 
 Self-injurious behavior

 FORMCHECKBOX 
 Suicidal Behavior
 FORMCHECKBOX 
 Wanders
 FORMCHECKBOX 
 History of fire setting behavior
 FORMCHECKBOX 
 Destructive to property
 FORMCHECKBOX 
 Irresponsible smoking behavior

 FORMCHECKBOX 
 Polydypsic


 FORMCHECKBOX 
 Other
Detail and service needs:

	9: Other Issues
 FORMCHECKBOX 
 Verbally abusive

 FORMCHECKBOX 
 Sexually vulnerable

 FORMCHECKBOX 
Sexual Perpetrator
 FORMCHECKBOX 
 Dependant

 FORMCHECKBOX 
 Chronic complainer

 FORMCHECKBOX 
 Border IQ


 FORMCHECKBOX 
 History of physical or sexual abuse

Detail and service needs:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	B. GENERAL INFORMATION
	
	
	

	1. Why is placement needed at this time?
	
	

	2. Describe client’s typical behavior around home (and/or in present placement).
	

	3. How does/would client relate to others?      

	4. List current/anticipated daytime activities (school, employment, day treatment, vocational training, etc)

 and describe clients behavior.      

	5. Briefly describe client's current mental status, are they free of a communicable disease?      

	6. Can client ambulate up and down stairs?      

	C: Barriers / Additional Information
	
	
	

	Please describe any other barriers to independent living and provide any additional information, which may
assist in making this placement in adult foster care successful.      

	Please Attach (if available):
1.  Most recent Diagnostic Assessment

2.  Most recent Functional Assessment

3.  Any relevant psychiatric, psychological, chemical dependency, etc.

4.  Release of Information from referring Agency to CIP. (required)

	
	
	
	
	

	
	
	
	
	

	
	
	
	     
	

	Case Manager's Signature (print and sign)
	
	Date
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