PSYCHIATRIC SERVICES REFERRAL FORM
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	CHILDREN’S ADMINISTRATION
PSYCHIATRIC SERVICES REFERRAL FORM
DIVISION OF CHILDREN AND FAMILY SERVICES
This authorization is valid for up to 180 days from the date of this referral

	DATE OF REFERRAL
[bookmark: _GoBack]     



	Starting Date 
	     
	Ending Date

	     

	Provider Name
	       
	FamLink Provider ID
	     

	CA Social Worker
	       
	Phone Number
	     

	CA Office 
	     
	FamLink Case ID
	     

	Client’s Name
	       
	Client’s Phone Number  
	     



Allowed Hours & Rates  – These are posted on the CA Contracted Provider’s Website: http://www.dshs.wa.gov/ca/partners/contractRates.asp .  If CA is paying for the evaluation or a specific month of counseling, providers cannot accept other funding. 

	SERVICE  REQUESTED
	Hours Authorized 

	☐	Psychiatric Diagnostic Evaluation
(With report)

	     

	☐
	Parenting Evaluation / Parenting Component 
(Conducted in addition to a diagnostic evaluation)

	     

	☐
	Psychotherapy with written report for children only 
Please explain why the client cannot receive services through medical coupons, insurance, or paying a sliding scale fee.  Also explain why the client must receive services from a Psychiatrist, and not through the Professional Services contract.       

	     

	☐
	Medication Management with report
Please explain why the client cannot receive services through medical coupons, insurance, or paying a sliding scale fee.  Also explain why the client must receive services from a Psychologist, and not through the Professional Services contract.  

	     

	☐
	Professional Consultations with CA staff or other authorized parties with report 

	     




****   PROBLEM SUMMARY FOR CLIENT ON NEXT PAGE   ****

____________________________________________________________________
Social Worker Signature                                                                                                                 	Date

____________________________________________________________________
Supervisor Signature                                                                                                                       	Date

____________________________________________________________________
Area Administrator Signature 									Date


Problem Summary for Client   (name)        

     


Also send the provider a referral letter with specific questions or topic you would like addressed in the evaluation or counseling sessions.  Specify in the letter what supporting documents you are including in the referral packet. (ISSP, CASA report, prior evaluation & treatment reports, CA assessments and safety plans, documentation of children’s special needs, etc.)


____________________________________________________________________
Social Worker Signature                                                                                                                 	Date



Effective October 1, 2014
Effective October 1, 2014
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