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4324 York Road Suite 100 Baltimore, MD 21212
Phone: (410)-243-2233 Fax: 410-243-2223
    rlchanginglives@myprpservices.com

[bookmark: _GoBack]PSYCHIATRIC REHABILITATION PROGRAM (PRP) REFERRAL FORM

Date of Referral				

	Name:
	
	DOB:
	

	Caregiver/Legal Guardian:
	
	Relationship:
	

	Address:
	

	Home Telephone #:
	
	Work#:
	
	Cell#:
	

	SSN:
	
	Gender:
	[bookmark: Check1]Male |_|

	[bookmark: Check2]Female |_|

	MA #:
	
	Marital Status:
	
	Race
	



MENTAL HEALTH CARE INFORMATION

	Mental Health Clinic:
	
	Clinician/ Psychiatrist:
	

	Office Address:
	
	Phone:
	
	Fax:
	

	Diagnosis
	




REASON FOR REFERRAL

[bookmark: Check3][bookmark: Check5][bookmark: Check7]|_| Activities of Daily Living    Safety to Self/Others|_|           Vocational Skills|_| 

[bookmark: Check4][bookmark: Check6][bookmark: Check8]|_|Anger/ Temper                        School Performance |_|            Leisure Skills|_|	

[bookmark: Check9][bookmark: Check10][bookmark: Check11]|_|Assertiveness/ Self- Esteem   Sexual Issues  |_|                       Job Performance|_|

[bookmark: Check12][bookmark: Check13][bookmark: Check14]|_|Community Activity             Social Skills|_|                           Legal Issues|_|

[bookmark: Check15][bookmark: Check16][bookmark: Check17]|_|Family/ Natural Support       Substance Abuse Issues|_|     Transportation Assistance|_|

[bookmark: Check18][bookmark: Check19][bookmark: Check20]|_|Financial                              Coping Skills|_|                        Dietary/ Food Prep|_|	

[bookmark: Check21][bookmark: Check22][bookmark: Check23]|_|Home/ Housing                    Trauma|_|                                 Crisis/ Mgt Skills|_|

[bookmark: Check24][bookmark: Check25][bookmark: Check26]|_|Self- Care Skills                    Medication Compliance Skills|_|   Physical Health|_|



	Substance Abuse:
	[bookmark: Check27]Yes |_|
	[bookmark: Check28]No|_|
	Type:
	

	Suicidal:
	[bookmark: Check29]Yes|_|
	[bookmark: Check30]No|_|
	If suicidal history is present, please discuss:
	

	Homicidal:
	[bookmark: Check31]Yes|_|
	[bookmark: Check32]No|_|
	If homicidal history is present, please discuss:
	

	Psychotropic Medications:
	[bookmark: Check33]Yes|_|
	[bookmark: Check34]No|_|
	If yes, please discuss prescribed medications:
	



Referral Name:					            
Referral Signature: 					

Please attach copies of the following: Current Psychosocial; Court Order (if youth does not live with biological parent); Physical Exam; & any other pertinent information to expedite referral process
“Changing Lives One at A Time”
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