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Gabrielle’s House

RESIDENT SCREENING AND REFERRAL FORM
RESIDENT DATA
Date of Referral: __________________________
Name: ___________________________________ Date of Birth: ______________________________________
Address: ___________________________________________________________________________________
Phone Number: ______________________________ Referral Source: __________________________________
Parent/Guardian: __________________________________  
Medicaid:  YES________ NO___________________ Medicaid Number: ________________________________            
Social Security: ______________________________Race: _____________________ AGE: ________________
 
BEHAVIOR CONCERNS
Does the applicant display any of the behavior concerns listed below? If so, please rate according to severity: 1 – Severe 2 – Moderate 3 – Mild

____NONE                                    		____Steals 
____Assaultive                                               ____Low Tolerance for Being Touched 
____Exhibits Self-Stimulation Frequently     ____Non-Compliant
____Verbal Threats                                        ____Loses Temper Easily
____Runs Away                                             ____Damages Property
____ Cries/Screams Excessively                    ____Lies
____ Self-Injurious                                         ____ Inappropriate Sexual Behavior
____Other____________________________________________________________________________

REASON FOR REQUIEST OF SERVICES: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

DIAGNOSIS: 
_____________________________________________________________________________________________________________

PRESENTING NEEDS: (PSYCHIATRIC, MEDICAL and SOCIAL CONCERNS) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

MEDICATIONS: _____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

HISTORY OF MEDICAL CARE:
_____________________________________________________________________________________________________________

CURRENT AND PAST SUBSTANCE USE OR ABUSE:
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

AT-RISK BEHAVIORS TO SELF AND OTHERS:
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

DESIRED OUTCOMES OF PLACEMENT
What led you to seek placement at this time? _________________________________________________________________________
_____________________________________________________________________________________________________________

What needs of the applicant do you hope to have met through placement? What future goals does the applicant have? ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

OUTCOME OF INTERVIEW: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Attach any additional Admission Information, if needed.



For Office Use Only.  Do Not Write in This Area

SCREENING COMPLETED BY: _______________________ DATE: _________________
 
 _____Declined

 Date applicant notified of declination: ______________________________ 

Reason for declination: __________________________________________
_____________________________________________________________ 

___Wait List 

Date applicant notified of Wait List Status: __________________________

___Accepted 

Date applicant to begin service: __________________________________

Director Staff Accepting Referral: ________________________________

















CRITERIA CHECKLIST OF ADMISSION/EXCLUSION
For Office Use Only.  Do Not Write in This Area

This packet will be place in the file if the child is admitted. The Program Director will contact you if this applicant is appropriate    
 
Applicant name:						 Date			
   
_______  Must be of female gender
_______ Must be between the ages of 11-17  
_______Must be able to ambulate independently
_______Must exhibit a need for 24-hour Residential Care
_______Must Exhibit a need for the programs and services provided by Gabrielle’s House
_______May have mild to moderate behavioral and/or emotional difficulties which may be inclusive of physical and verbal aggression and oppositional defiant behaviors; but does not endanger herself or others with an IQ of 70 an above
_______May have learning disabilities such as ADD or ADHD, SLD etc. with an IQ of 70 an above



















Gabrielle’s House
DENIAL NOTIFICATION

Reference ______________________
D.O.B       ______________________


Dear __________________________

We regret to inform you that __________________________ will not be admitted to our program.

The denial is due to our exclusion criteria that addressed inappropriate referrals.  Thank you for your interest in our program.

We would like to refer you to the following resources that may be better able to assist you.  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Sincerely,

						
Program Manager

















Gabrielle’s House
ACCEPTANCE NOTIFICATION

Reference ______________________
D.O.B       ______________________


Dear __________________________

Congratulations!

We are happy to inform you that __________________________ will   be admitted to our program.

 
Our team is committed to helping youth become successful. Please call me at: 						 to schedule a time to meet, review Program Rules and guidelines, sign the Admission Agreement and decide upon actual transition-in date.


Sincerely,
						
Program Manager
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