I nner Sour ced Solutions, Inc.
Child & Adolescent Psychiatric Rehabilitation Program — Referral Form

This form must be completed in its entirety to allow for medical necessity determination and authorization of services.
Submit to: Admin@I nnerSourcedSol utions.com

DEMOGRAPHIC INFORMATION

Name: Referral Date:

Par ent/L egal Guardian:

Address:

Phone (primary): Alternate: DOB:
Medical Assistance#: SS#: Gender:
Race(s): Primary Language:

Education Level:
* |nnerSourced Solutions, Inc. - . -

DSM-5/1CD-10 DIAGNOSIS

Primary DSM-5 Diagnosis: Additional DSM-5 Diagnosis:
M edical Diagnoses (I CD-10):

Diagnosis#1: Diagnosis #2:

Diagnosis #3: Diagnosis #4:

Medication Name Dosage/ Frequency Prescriber

Presenting Symptoms (include history of SI/HI and any involvement with CPS or DJJ):

Risk for aggressive behaviors, suicide, or homicide: ] N/A ] Yes—explain:

Reason for Referral:

SOCIAL ELEMENTSIMPACTING DIAGNOSIS
Check dl that apply:

|:| None |:| Educationa problems Financial problems
Problems with access to healthcare D Problems with primary support group Problems related to legal system
Housing instability (non-homeless) ] Homelessness ] Occupational problems

N Other psychosocia/environmental problems n Unknown
FUNCTIONAL ASSESSMENT
Assessment Measure: Score:

Inpatient psychiatric hospitalizationsin past 6 months:

L egal involvement in past 6 months:



ADMISSION CRITERIA
All criteria below must be met for PRP admission:

1. The minor has a qualifying PMHS specialty mental health diagnosis and the impairment is expected to improve with PRP services.
2. The minor's mental illness has caused serious dysfunction in one or more life domains (home, school, community).

3. The dysfunction results in: a clear, current threat to the minor's ability to remain in their customary setting; an emerging safety risk to
self or others, or significant social impairment causing serious problems with peer or family relationships.

The minor is at risk of requiring a higher level of care, or is transitioning from a higher level of care.
The minor's condition requires an integrated program of rehabilitation services to develop and restore independent living skills.
The minor does not require a more intensive level of care and is in sufficient behavioral control to safely benefit from PRP.
A documented crisis response plan is in progress or completed.
A current signed Individualized Treatment Plan is in progress or completed.
. PRP services will be rendered by staff supervised by a licensed mental health professional.
LINICAL JUSTIFICATION
Check the applicable clinical justification:

Current outpatient treatment intensity is insufficient to reduce symptoms and functional impairment, prevent clinical deterioration, or avert the need
[ for amore intensive level of care.

© ©o N O~

The minor is transitioning from an inpatient, day hospital, or residential setting, and PRP services are necessary to support successful community
[] transition or prevent the need for amore intensive level of care.

REQUIRED ATTACHMENTS

Current signed Individualized Treatment Plan
Current immunization records

Most recent discharge summary (if applicable)

N

Individuals should bring to their first appointment: photo ID, immunization records, Social Security card, health insurance card, and proof of
Maryland residency if applicable.

PATIENT / GUARDIAN AGREEMENT
| wish to be considered for services with InnerSourced Solutions, Inc.

Patient/Guardian Signature: Date:

REFERRING CLINICIAN ATTESTATION

By signing below, the referring clinician attests that the minor named herein is appropriate for Psychiatric Rehabilitation Program services. Thisreferral
must be signed by atreating psychiatrist, nurse practitioner, or independently licensed mental health practitioner. If the treating clinician holds an
intermediate license, a Clinical Supervisor signature is also required below.

I, , refer

Treating Clinician — Sgnature & Credentials Print Consumer's Name
Clinician Name (print) & Credentials: Phone:
Clinician Email: Date:

Clinical Supervisor Signature (required if treating clinician holds an inter mediate license):
Supervisor Signature & Credentials:

If applicable
Supervisor Name (print) & Credentials: Date:
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