“DBHIDS CBH

DEPARTMENT of BEHAVIORAL HEALTH

o s . el Community Behavioral Health
and INTELLECTUAL disABILITY SERVICES

Philadelphia County Case Management Referral

The Department of Behavioral Health and Intellectual disAbility Services has developed a single referral form for all adult
behavioral health case management services provided in the City of Philadelphia.

Authorization to Obtain, Use and Disclose Health Information must be filled out and submitted with referral. If consent is
not given by an individual, a provider will be unable to process referral. Additional support documentation that is option
but will assist: Bio-Psychosocial, medical evaluations, discharge paperwork, criminal history assessment etc.

PSYCHIATRIC EVALUATION MUST BE COMPLETED WITHIN THE LAST SIX MONTHS AND SUBMITED
WITH THE REFERRAL.

The case management referral must be completed in its entirety. Incomplete referrals will not be processed. The referral
and support documentation should be submitted to the appropriate Case Management Level of Care and Case
Management Provider, see below for more information.

1. Choose level of care based on the below eligibility criteria

PARS, ICM and BCM Eliqgibility Criteria
e Adults 18 years of age or older
e Primary Diagnosis of a Serious Mental lllness (DSM V) (Bi-polar D/O, Schizoaffective D/O, Schizophrenia D/O,
and Major Depressive D/O)
e Treatment History (Shall be established when one of the following criteria is met):
o 6 or more days of psychiatric inpatient treatment in the past 12 months
o Met standards for involuntary treatment within the past 12 months

o Currently receiving or in need of 2 or more human service agencies/public systems (D&A, OVR, Criminal
Justice, etc.)

o Atleast 3 missed community mental health appointments within the past 12 months
o 2ormore face to face encounters with crisis/emergency services within the past 12 months
o Documentation of inability to maintain medication regime for a period of at least 30 days

Substance Use Intensive Case Management Eligibility Criteria
+ Adults 18 years of age or older
+  Primary Diagnosis of a substance use disorder (DSM V) (does not need to have a SMI diagnosis)

Community Treatment Teams (CTT) Level of Care (LOC) Criteria
(Formerly Blended Enhanced Case Management/Non-Fidelity ACT)
+ Adults 18 years of age or older
+  Primary diagnosis of Schizophrenia Spectrum and Other Psychotic Disorders or Mood Disorder.
+ Treatment History (Shall be established when 3 of the following criteria is met):
o Atleast 3 or more acute episodes of psychiatric inpatient
o 30 days or more admission to an acute psychiatric unit or state mental hospital, during the last 12 months
o Currently does not receive mental health services despite documented efforts to engage the member by a
licensed mental health or approved case management provider for at least thirty days, and supporting
documentation that without mental health treatment and support, the member's personal well-being and
stability will be jeopardized.
o Three or more face-to-face contacts with crisis intervention/emergency services personnel within the past
12 months
o Experiencing homelessness, as defined by sleeping in shelters or in places not meant for human
habitation (such as cars, parks, sidewalks, or abandoned buildings)
o Placed on probation, parole or in a jail diversion program within the past 6 months
Individuals either discharged or preparing for discharge from a state hospital.

o Coexisting dia?nosis of substance use disorder, intellectual disability, immunocompromised, or
developmental, medical, and/or physical disability.

O
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2. Choose ONE case management provider agency to send referral.

PARS, ICM and BCM Providers

South East Asian

Management/Southeast Asia
Community

Provider Level of Care/Specialty Provider E-mail address Provider
Agency Phone #
PARS
Hall Mercer PARS HMAdultTCMReferral@pennmedicine.upenn.edu 215-829-3478
ICM
Hall Mercer Intensive Case Management- HMAdultTCMReferral@pennmedicine.upenn.edu 215-829-3478
Homeless
MHP Intensive Case Management- mhpreferrals@mbhasp.org 267-507-3975
Homeless
BCM
Catch Blended Case Management abcmreferrals@catchinc.com 215-336-0477
COMHAR Blended Case TcmReferrals@combhar.org 215-427-6616
Management/Spanish
Speaking Case Managers
Consortium Blended Case ABCMREFERRALS@consortium-inc.org 215-748-8400
Management/Forensic
Specialty
Hall Mercer Blended Case Management HMAdultTCMReferral@pennmedicine.upenn.edu 215-829-3478
Hall Mercer Blended Case HMAdultTCMReferral@pennmedicine.upenn.edu 215-829-3478

Management/Russian
Speaking Case Managers

Interact Blended Case Management icacmreferral@intercommunityaction.org 215-487-2134
JFK Blended Case Management adultbcmreferrals@jfkbhc.org 215-568-0860
Merakey Blended Case Management AdultBCMReferrals@merakey.org 215-248-6851
NET Blended Case AdultBCM@net-centers.org 267-348-3587
Management/Dual Diagnosis
SUD and MH
Northeast Blended Case Management BCMreferrals@neccbh.org 215-831-2800
Community
Center for
Behavioral
Health
Pahrtners Blended Case jessica.lamartin@rhanet.org 215-884-9770
Management/Deaf and Hard
of Hearing Individuals
Path Blended Case AdultBCMreferrals@pathcenter.org 215-728-4380
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Substance Use Intensive Case Management Provider

Provider Level of Care/Specialty Provider E-mail address Provider
Agency Phone #
NET Substance Use Disorder ICM AdultBCM@net-centers.org 267-348-3587
PMHCC Substance Use Disorder ICM referrals_cm@pmhcc.org 215-546-6435
Community Treatment Teams (CTT) Level of Care (LOC) Providers
(Formerly Blended Enhanced Case Management/Non-Fidelity ACT)

Provider Level of Care/Specialty Provider E-mail address Provider
Agency Phone #
CTT Community Treatment Teams https://pmhcc.formstack.com/forms/be

(CTT) Level of Care (LOC)

215-923-8042

CTT BHID Dual Diagnosis-Mental Health https://pmhcc.formstack.com/forms/bhid 215-923-8042

and Intellectual Disability
Community Community Treatment Teams sgraham@cchss.org 215-473-7033
Council (CTT) Level of Care (LOC)

Horizon House
ICCM

Community Treatment Teams
(CTT) Level of Care
(LOC)/Comorbid llinesses and
Forensic Recidivism

ICCMAdmissions@hhinc.org

215-386-3838

Horizon House
TCM

Community Treatment Teams
(CTT) Level of Care (LOC)

TargetedCaseMgmntReferrals@hhinc.org

215-386-3838

MHP Community Treatment Teams mhpreferrals@mbhasp.org 267-507-3975
(CTT) Level of Care (LOC)-
Forensic Specialty Team

WES Community Treatment Teams WESTCMreferrals@drwes.org 215-226-7357

(CTT) Level of Care (LOC)

Additional Instructions

e Complete application in its entirety.

e Only send referral to ONE case management provider

o Ifreferral is sent to multiple providers this may delay start of services

e Ifnot typed, please print legibly, making sure the application is completed in its entirety. Illegible or
incomplete forms will be returned.

e Ifemail is unavailable to you, please call provider for fax and/or mailing address.

Submission of this application does not guarantee acceptance to a case
management program. Case Management Provider will notify you within 5
days regarding status of referral.
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Adult Case Management Only DBH'DS |NTEGRATED INTAKE 2016 p.1

*I-ieferral Contact Address:
*Referral Contact Person

*Agency or Relationship

*Phone *Email Fax:

Please refer to Instructions and Application Guide to complete the application.

Participant's Name
*Gender Select One *Race Select one
*Last *Ethnicity Select One *Sexual Orientation select One
*First Middle *Social Sec. #
AKA *Date of Birth:
*Citizenship I:l u.S. |:|Permanent Resident
AKA Type
See Instructions for the AKA Types. I:lTemporary I:'Refugee DUndocumented Person
Other Language:
*English Speaking DYes DNO DLimited
Current Address BSU Status
Participant BSU # -
CIS #
Highest Level of Education completed:
P A
Insurance Carrier(s): See instructions for insurance categories
Participant’s *Primary Carrier Type: *Secondary Carrier Type:
Phone # Behavioral Physical Behavioral Physical
Uninsured Other Uninsured Other
|Participant's *Primary Coverage Type: *Secondary Coverage Type:
Email
Emergency Contact *Income source(s):
Name: Type *Amount
1 $
Phone # 2 $
Name of Payee (if any):
*Veteran Status: Did the person serve in the miltiary? | |Yes|_ No **If "Yes", is discharge status known? |_|Yes |_|No

**If "Yes", are you eligible for VA Healthcare Benefits? Yes No
Personal ID Forms Do you have government issued documents and/or ID? Please indicate below and clarify anything extraordinary.
Photo I.D. Birth Certificate Social Security Card
Yes |_|No |_|Yes |—|No es No
{ Current Living Environment Provide Code: Select One

a.) If person is presently street homeless, how many days

b.) # times street homeless in past 12 months

c.) Total # of residences in past 12 months

d.) # months at current residence

e.) What barriers exist for person remaining in current residence?
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[ DBEHIDS INTEGRATED INTAKE 2016

p.2 |

IParticipant Name

Date of Birth:

current Hosplﬁ|1zahon?|ncarcerailon lFEysu:al Fleallﬁ, Behavioral

Health, Incarceration, Neither)

Psychiatric Assessment

Facility
Admit Date I 1
Anticipated Discharge Date 1 !

Contact Name:

Contact Phone:

Contact Email:

Contact Title:

ICD 10/DSM 5 Code:

*BH Dx 1

DIAGNOSIS:

“BH Dx 2

"BH Dx 3

*Other Dx

*Other Dx

Recent Hospitalization/Incarceration
# Crisis Response Center/Mobile Emergency Team Visits
# Involuntary Commitments (302s)

# Times Hospitalized - Psych (Include forensic inpatient)
# Days Hospitalized - Psych (Include forensic inpatient)
# Detox Episodes

# Days in D&A Rehab (Residential)

# Days in D&A Rehab (Out Patient)

# Days Incarcerated

Medication Regimen

Last 12 months

T

Last 6 months

a.) Has the person been prescribed medication? Yes No

b.) s the person agreeable to taking medication? Yes No

c.) Does the person take medication that requires bloodwork? Yes No
(If so, which medication?)

d.}) What resources does the person have to ensure medications are taken properly?
(Include human resources, finances, pharmacies, efc.)

e.) Medications Summary: **Dose **Dose **Take_n as “How long
**Medication Name Amount Frequency Prescribed? Prescribed?
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| DBHIDS INTEGRATED INTAKE 2016 p-3]

lParticipant Name Date of Birth:

ADDITIONAL HEALTH INFORMATION: (Alleraies, Hez

Medical | s! Physical Disabilities
Do you have any medical or physical concemns? I:l Yes I:l No
|:|Episodic I:lChronic I:lAcute Recent Treatment? I:l Yes I:l No
DEpisodic |:|Chronic DAcute Recent Treatment? I:lYes |:| No
|:|Episodic |:|Chronic DAcute Recent Treatment? I:lYes D No
a.) Does the person use medication, devices or appliances for a physical disability? I:lYes I:l No
If Yes, please explain:
b.) Does the condition impede the person's daily activity? I:l Yes |:| No
c.) Does the person cooperate with needed medical care? I:l Yes I:I No

d.) What assistance is needed to maintain health?
(Include human resources, finances, pharmacies, efc.)

| *Substance Use/Abuse Issues in last year? Yes No (If yes, complete below)
a.) **Substance Used **Amount **Frequency “*Years of Continuous Use **Method
b.) **Is person currently in D & A treatment? |:|Yes I:I No

c.) *What is person's longest period of sobriety?

| Note: If not in treatment and use is current, PCPC/ASAM may be required. Contact Dmrogram Staff. |
d.) If NOT in treatment, is Participant interested in participating in D&A treatment? I:l Yes I:I No
e.) Is Participant interested in being connected with a D&A support group
(which could include, but is not limited to 12-step programs)? I:l Yes I:l No
f) Ifin a 12-Step program, does Participant have a Home Group? | | Yes | | No [ | nNotin12-Step
g.) Does participant have a Recovery Sponsor? |_, Yes |_| No I_l Desires connection

[With any history of criminal court involvement, the Criminal History and Assessment Form must be completed in entirety.
Forensic System Involvement

a.) Has the person been convicted of a crime? Yes No e.) Is the person required to register
under Megan's Law? I:IYes I:lNa
b.) Has the person ever been convicted of a felony? Yes No f.) Is the person a participant in FDJ Criminal
Mental Health Court? [ Jves [ |No
¢.) Has the person ever been incarcerated? Yes No From: To:
d.) Is the person currently on probation or parole? Yes No Until: (mm/dd/yyyy) / /
Parole/Probation Officer Name Parole/Probation Officer Phone
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IParticipant Name Date of Birth:

Relationship Status”:

|:|Never Married DSeparated |:|Pannered |:|Widowed

|:|Married |:|Divorced A Effective Jan. 1, 2005 Common Law Marriage was abolished
in PA. Prior are grandfathered into data. Please contact
DBHIDS Program Staff for instructions if person had a Comman

Law Marriage
Family Status*: No Children Unknown Total Number of Children Male Female
Children, Pregnant, Pregnant, Total Number of Dependent Children Male Female
not no other with : :
pregnant children additional [f_seeklr.lg. bormanankhousing. .
children will participant have custody of children? Yes No
Does family have an active case with DHS?
Yes [] no Total Number of Custodial Children Male Female

Please provide any necessary clarification to Family Status and/or Child custody. If family works with DHS, this question is required.

Behavioral Risk Factors

(Choose one for each different area)
1=Not atall 2=Occasionally 3=0ften 4=Very often

a.) Suicidal thoughts/behaviors 1|:| 2|:| 3|:| 4|:|

Circumstances
and date of last instance

How much assistance must the person have in this area?

b.) Assaultive/Aggressive behaviors ] 2] 9] 4[]

Circumstances
and date of last instance

How much assistance must the person have in this area?

c.) Fire setting behavior 1|:| ZD 3|:| 4E|

Circumstances
and date of last instance

How much assistance must the person have in this area?

d.) Aggressive or illegal sexual behavior 1|:| 2|:| 3I:| 4|:|

Circumstances
and date of last instance

How much assistance must the person have in this area?

e.) Using the checkbox provided, describe person's ability to be aware of environmental risks.
1. Adequate 2. Needs Planning 3. Needs Intensive Support

1 |:| 2|:| 3|:|

Please explain.

f.) Other identified behavioral risk factors (Optional):
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DBHIDS INTEGRATED INTAKRE 2016

p-5 |

lParticipant Name

Date of Birth:

Meaningful Life Activities

General
a.) Activities of Daily Living

|:|3. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

b.) Ability to use community resources

|:|3. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

c.) Ability to access an activity

|:|3. Needs Intensive Support

DT.Adequate |:|2. Needs Planning

d.) Ability to plan & organize time

DS. Needs Intensive Support

|:|1.Adequate |:|2. Needs Planning

e.) In-home activities and interests:

f.) Out-of-home activities and interests:

Psychosocial

See Instructions !-’ages for Psychosocial CODES

b.) How frequently does the person interact with family or friends?
c.) How long has the person been involved in the above relationships?

d.) Does the person indicate a desire or a willingness to engage in new relationships or activities?

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One
EducationallVocational See Instructions Pages for Ed/Voc CODES

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One

| SociallRecreationallLeisure See Instructions Pages for Social/Recreational CODES

CURRENT Activities: Indicate all codes that apply Select One Select One Select One

DESIRED Activities: Indicate all codes that apply Select One Select One Select One
Current Participant Supports

a.) Does the person have any contact with family, friends, or community supports? | | Yes No

DYES |:| No

*Please share any additional information you think would help in determining supportive services: (This question will appear between
Current Participant Supports and Housing Preferences on the Online application)
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CITY OF PHILADELPHIA
DEPARTMENT OF BEHAVIORAL HEALTH and INTELLECTUAL DISABILITY SERVICES {DBHIDS)
AUTHORIZATION TO OBTAIN, USE AND DISCLOSE HEALTH INFORMATION

Name: E SSN:
Current Location: Contact Name: Phone #
Address: Date of Birth: SIDPP#:

Dates of Treatment:

| have participated in the preparation of the attached application for residential services and 1 authorize the C|ty of thladelphla Department of
Behavioral Health to obtain, use or disclose the following health information:

|:| Application for Transitional Housing |:| Application for Permanent Supported Housing
Medical Evaluation (MA-51) D Targeted Case Management

|:| Psychiatric Evaluation

|:|Criminal Assessment Form |:| PCPC / ASAM

For the purpose I:I Continuity of Care and Treatment Coordination

I:I Qther:

I have been informed that | have the right to withdraw permission in writing at any time. 1 understand that my withdrawal of permission does
not apply to information that was already released, used or shared. (Initial})

This authorization is valid for one year from the date of signaiure.
| understand that this information may be re-released.
| understand that Targeted Case Management is a voluntary, time-limited service provided to assist me.

i have been informed of my right, subject to Section 7100.111.3 of the Pennsylvania Mental Health Procedures Act and subject to the
Pennsylvania Drug and Alcohel Abuse Control Act, to inspect the material to be released.

This form has been fully explained and | understand its conient.

Signature of Client 14 years or older: Date:
Egnaiure of Parent or Person Authorized in lieu of Parent: Date:
Relationship to Chient:

Withessed by: Title: Date:

Verbal Consent, If the client or parent is unable to provide a signature, the following two witnesses attest that the client or parent understood
|the nature of this release and freely gave verbal consent.

Verbal consent was freely given by

On as witnessed by;

+§§gnatm‘e of Witness:

Title or Relationship: Date:

Signature of Witness:

Tille or Relationship: Date:




PSYCHIATRIC EVALUATION

PLEASE COMPLEITE LEGIBLY
NAME OF PERSON D. 0. B. DATE
DIAGNOSES (List Behavioral Health diagnoses first): DSM-5 # orICD10 #
REASON FOR EVALUATION: SITE OF EVALUATION:
PSYCHIATRIC HISTORY

Onset of Psychiatric lliness (If Known):
First Hospitalization (where/when): Most Recent Hospitalization (where/when):
IF Qutpatient Treatment only, First: Most Recent Outpatient Treatment:
Current Source of Treatment

O MH Outpatient Case Management OAssertive Community Treatment (ACT) O Support

O Community Integration Recovery Center (CIRC) O TBD O Other:
Current Symptoms
Personal Appearance: Grooming: Nutrition: Abnormal movements:
Alertness: Orientation: Person - Place - Time -
Concentration: Memory: Speech:
Mood: Affect: Insight: Judgements:
Delusions: Hallucinations:
Suicidality: (specify) Homicidality: (specify)

CURRENT MEDICATIONS: NAME

DOSAGE AND FREQUENCY CURRENT MEDICATIONS: NAME (Continued)

DOSAGE AND FREQUENCY

RECOMMENDATIONS/COMMENTS:

PSYCHIATRIST'S NAME PRINTED

PSYCHIATRIST'S SIGNATURE AGENCY

TELEPHONE#

DATE




APPENDIX B

DBHIDS Codes for Integrated Intake

APPENDIX B

Living Environment Codes

Psychosocial Activities Codes

Educational/Vocational Codes

1 - Living Alone Independently

1 - CIRC/ Transformed Day Services

Social, Recreational, Leisure Activities Codes

1T~ Competiive Private Sector Employment (21+ Nrs/wK)

2 - Living With Others (Largely Independent)

2 - Outpatient — Sees Outpatient Therapist
(professional)

2 - Attending College (7+ credit hours) or High School

SOLITARY ACTIVITIES

3 - CRR Minimum Supervision

3 - Outpatient (IOP) — Intensive Outpatient
Services

3 - Remains at home to care for Dependents

1 - Passive: (e.g., Cards, reading, television, listening to music,
puzzles)

4 - Personal Care Home

4 - Medication Clinic

4 - Competitive Private Sector Employment (20 or less hrs/wk)

2 - Active/Creative: (e.g., Journaling, Story-writing, Drawing,
Painting,

5 - Domiciliary Care or Foster Care

5 - Clubhouse — MH + Vocational

5 - Retired (age 60+)

3 - Exploratory: (e.g., Pursuit of Hobbies or Other Interests)

6 - Living With Others (Largely Dependent)

6 - Addictions - Co-occurring/Drug &
Alcohol Support (Program, Service or
Mutual Support Group) e.g., NA, AA,
Double Trouble, Friends Connection, etc.

6 - Supported Employment (21+ hrs/wk)

4 - Playing an instrument, computer, cooking, scrapbooking, etc.)

7 - Living Alone (Largely Dependent)

7 - Addictions (non- D&A) Support
(Program, Service or Mutual Support
Group) e.g., Gambling, OCD, Over-eating,
Sexual Addiction, etc.

7 - Supported Employment (20 or hess hrs/wk)

5 - Relaxation & Stress Reduction — Exercises, Visualization, etc.

8 - Supported Living

8 - Affirmative Industry Employment (21 + hrs/wk)

6 - Physical Exercise: on your own (e.g., running, yoga, Pilates,
walking, weight training, etc.)

9 - CRR Moderate Supervision

8 - Mental Health Support: Non-Addictions,
non-professional ( Program, Service or
Mutual Support Group e.g., OCD, BPD,
Schizophrenia, etc.)

9 - Affirmative Industry Employment (20 or less hrs/wk)

INTERACTIVE ACTIVITIES

10 - CRR Maximum Supervision

9 - Peer Support — Peer Counseling with
individual Peer Specialist

10 - Transitional Employment (21+ hrs/wk)

(e.g., spending time together, movies, meals together, shared
hobbies or interests, etc.)

11 - CRR Intensive Maximum Supervision

10 - Peer Support — Peer Resource Center
or Drop-in Center

11 - Transitional Employment (20 or less hrs/wk)

7 - Social, Recreational, Leisure Activities with significant
Other(s)

12 - Long Term Structured Residence

11 - Warmline

12 - Attending College (6 or less credit hrs)

8 - Social, Recreational, Leisure Activities with Friends

13 - MR-CLA

12 - Other

13 - Actively Seeking Employment

9 - Social, Recreational, Leisure Activities with Family

14 - General/VA Medical/Surgical Ward

13 - None of the Above

14 - Attending Vocational School or Training

10 - Peer Resource Center or Drop-in Center

15 - Nursing Home

16 - General/VA Psychiatric Ward

17 - Inpatient/Residential D/D Program

18 - Private Psychiatric Hospital

19 - Extended Acute Care Unit

20 - State Mental Hospital

21 - Single Room Occupancy Hotel

22 - Shelter/Mission/Progressive Demand/Safe Haven

23 - Criminal Detention (SCI, County Jail, Other)

24 - Other Institutional Setting (Not Specified Above)

25 - Homeless

26 - Other Community Setting (Not Specified Above)

27 - Children’s Program

28 - OSH Transitional Housing Program

29 - Drug/Alcohol Recovery House

15 - Basic Academic Preparation (GED)

11 - Religious Affiliation

16 - Screening and Evaluation

12 - Membership or Participation in Group Activities

17 - Sheltered Employment

13 - Physical Exercise: utmzing gym membership

18 - Ongoing Volunteer Work

14 - Team Sports Participation

19 - Sheltered Workshop

15 - Other Please explain on form

20 - Prevocational Training

16 - None of the Above

21 - No Vocational or Educational Activity

22 - Actively seeking Volunteer work

23 - Basic Academic Preparation (Literacy or ESL Classes)

24 - Internship

25 - Other -- Please explain on form
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