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THE HORIZON HOUSE

5901 Market St.
Philadelphia, PA 19139
FAX:  215-495-0278
ICCMAdmissions@hhinc.org

ICCM Services Referral Form

Identifying Information

Name:












           

First

       Middle

     Last

Street Address:












*If homeless, please provide contact information as to how to reach consumer.

City:



 

State:


 Zip Code:




Phone #













Date of Birth:



 Social Security #:






Financial/ Insurance Information

Medical Assistance: Yes
 No
    

If yes Insurance Plan:






Recipient #:




Medicare:  Yes
 No
       Recipient #:





                    (Please attach copy of insurance card or EVS)

Monthly Income: Required info




Income Source:



Is there a representative payee? Yes/No  

If no payee, would the client be agreeable to one? Yes/No

If yes, payees name:



 

Phone number:





          Address:








Reason for Referral  Note: ICCM does not provide structured day treatment such as IOP or psych rehab. 
DSMIV Dimensions Summary
Axis I:





 Code:




Axis II:




 Code:



Axis III:




 Code:



Axis IV:




 Code:



Axis V: Current:


Highest:


Current Medications
Current Medication              Med Dosage             Med Frequency            Date Started               Med Compliance

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No

	
	
	
	
	Yes/No


Past Medications

Past Medication

Med Dosage       Med Frequency

Notes

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medical Allergies:











Behavior History

Suicidal/Homicidal risk Assessment:

(If yes to any of the following questions please detail in the notes section)

a. Recent/Past serious thoughts of suicide? Yes/No

b. Recent/Past suicide attempts? Yes/No

c. Has there been a persistent feeling of anger/rage that has lead to violence or potential violence? Yes/No

Does the client have a fire setting history? Yes/No

Is there a past of any sexual abuse? Yes/No

Is there any risk of current physical assault? Yes/No

Notes Section:













Past and Current Behavioral Health Treatment (please include all hospitalization dates)
Date of TX
           LOS                   Level of TX
             Type

       TX Provider

 

                    

                                   (D&A or MH)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Treatment Notes:



















































Substance Use History    
 N/A

Substance
      Last Use
      Frequency 
  Average amount     Years of use
       Route

	Alcohol
	
	
	
	
	

	Amphetamines
	
	
	
	
	

	Barbiturates
	
	
	
	
	

	Cannabis
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	

	Hallucinogens
	
	
	
	
	

	Heroin
	
	
	
	
	

	Other opiates
	
	
	
	
	

	Inhalants
	
	
	
	
	

	Sedatives/Benzos
	
	
	
	
	

	Tobacco
	
	
	
	
	

	Other:
	
	
	
	
	


Substance Abuse Treatment History

Treatment facility                        Dates of TX             
           Level of TX           
                 LOS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Vocational History

Current Status:
            No work history 
               Unemployed
        Employed


   Not Applicable
               Enrolled in classes              Wants to work
         Volunteer

                   Stable


     Unstable

Type of Experience

Location

           Dates

                Duties


(work, school, volunteer)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Any other activities, community involvement, hobbies or interests:














































Legal History


Does the client currently have a probation/parole officer? Yes/No



Name:








Number:







Type: Federal/State/County


Are there current charges pending? Yes/No



If yes what type of charges?











What police department or area?











Court date, if known.  _____________________________________________________________


   Nature of legal incident

                            Approx. date             Incarcerated

	
	
	    Yes/No

	
	
	    Yes/No

	
	
	    Yes/No

	
	
	    Yes/No

	
	
	    Yes/No

	
	
	    Yes/No

	
	
	    Yes/No


Client’s Strengths

What are the client’s personal strengths?










































































Community Supports

Please list any friends, treatment, social clubs, etc. who currently provide support.

Referral Source

Agency:








Contact:








Phone #:








Date of referral:







Referral Protocol

   Confidential release for ICCM to communicate with managed care             insurance company, if applicable
   Confidential release for ICCM to communicate with the referring agency

   Past three years of records if available

   Consumer acknowledgement about ICCM referral 

   Psychiatric Evaluation (within 6 months)

   Health and Physical (within 6 months)

    Psychosocial History

    Documentation of Income

The ICCM Team will contact the referral source and the referred individual when the information is received. An initial screening interview will be scheduled at that time. Admission to the ICCM Team is voluntary.

Signature of Person Completing Form

Signature of Person Being Referred
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