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	CRISIS STABILIZATION AND ASSESSMENT PROGRAM (CSAP-IDD) REFERRAL FORM

	Youth Name: 

     
	CYBER ID:

     
	DOB (MM/DD/YY):

     
	Referral Date:

     

	County of Residence:
     
	Gender Identification:
 FEMALE MALE  
	Referrer:
 MRSS CMO  
	DCP&P Involvement:
 Guardianship Custody   None  

	Submitted by (referrer name):      
	Referrer Contact #:      

	DCP&P Caseworker Name (if applicable):      
	DCP&P Worker Contact #:      

	Referral Information: 

	Reason for Referral (specify why CSAP-IDD services are being requested):

	     

	Treatment History (include services/supports that the youth has received, both past and current):

	     

	Barriers to Community Services (explain why the youth’s needs cannot be met at home/non-clinical living situation):

	     

	Previous Out-of-Home Settings/Hospitalizations (list dates and reason for admission):

	     

	Trauma History: (i.e. history, current family, household, environmental violence, abuse or neglect, or exploitation) 
   YES (if yes, explain):    NO   

	     

	Medical Considerations     Other (Explain) - Include allergies, diabetes, asthma, physical limitations, special sensory needs, etc. as well as medical treatment or monitoring required.  None   

	     

	Immunizations - Is the youth up to date on all immunizations:    UNKNOWN
If no or unknown, explain:   YES     NO  

	     

	Has the youth traveled outside the country within the last 90 days?    UNKNOWN
If yes, specify timeframe and location:  YES     NO  

	     

	Substance Use Challenges     YES - If yes, explain; include both history and current.  NO   

	     

	Legal Challenges     YES  -  If yes, explain; include history/current, probation, etc.  NO   

	     

	Education (check all that apply) 

	 In School
	 Home Instruction
	 Not enrolled in school

	 Educationally Classified
	 Not classified
	 Has current IEP

	      Other (Explain): 

	Current DSM-5 Diagnoses:

	1.      
2.      
3.      

	Date of Diagnosis:      
Diagnosing Clinician and Credentials:       ​​​​​​​

	Current Prescription Medications: (Specify all - Name, dosage, frequency, reason prescribed/diagnosis, start/end dates, prescribing practitioner.)

	     

	Youth/Family Engagement: Describe the youth’s (if able to communicate) and family’s understanding of their strengths, needs, and role in the youth’s care.  What is their understanding about the purpose of CSAP-IDD as a short-term stabilization service? 
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