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MEMORANDUM OF UNDERSTANDING BETWEEN
THE NEW YORK CITY DEPARTMENT OF HOMELESS SERVICES AND
THE NEW YORK CITY DEPARTMENT OF HEALTH AND MENTAL HYGIENE

EMO%E%)UM OF UNDERSTANDING (“MOU” or “Agreement”), effective as of
\\A , 2018 (“Effective Date™), between the New York City
Departmé tjof Social Services / Department of Homeless Services (“DHS”), with offices at 33
Beaver Stréet, New York, NY 10004, and New York City Department of Health and Mental
Hygiene (“DOHMH?”), with offices at 42-09 28™ Street, Queens, NY 11101 (collectively referred
to as “the Parties”).

WITNESSETH:

WHEREAS, pursuant to §551 and §556 of the New York City Charter, DOHMH is the
local social service district that performs all functions and operations performed by the City that
relate to the health of the people of the City; and

WHEREAS, as part of its operations, DOHMH manages the Single Point of Access
(*“SPOA”) Program, which connects mentally ill New Yorkers to mental health services; and

WHEREAS, pursuant to §612 of the New York City Charter, DHS is the local social
service district that is responsible for administering housing support and ancillary services for
eligible homeless individuals, including homeless individuals with mental illness; and

WHEREAS, in a joint effort to link mentally ill DHS clients to DOHMH mental health
care services, DHS wishes to share client information with DOHMH to facilitate client
participation in the SPOA Program; and

WHEREAS, the Parties wish to enter into an agreement to set forth the conditions under
which DHS will share client information with DOHMH for the purposes set forth herein;

NOW, THEREFORE, the parties agree as follows:

ARTICLE 1. TERM

This term of this Agreement shall be from the Effective Date until either party elects to terminate
the Agreement as provided for herein.

ARTICLE 2. SCOPE

A. GENERAL

The purpose of this Agreement is to set forth a framework by which DHS staff and/or contracted
shelter staff (“DHS Staff””) will electronically submit SPOA applications to DOHMH on behalf
of DHS clients with mental health issues as demonstrated by a documented history of severe
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mental illness and/or by presenting with behaviors that warrant additional psychiatric supports or
mental health services.

B. DHS OBLIGATIONS

1. DHS staff shall submit the SPOA application on behalf of individuals entering and
residing in DHS shelters who present mental health issues. The data elements collected
about DHS clients that may be shared are limited to the information required to complete
the SPOA application as detailed in the attached Exhibit A for hard copy submissions, or as
detailed in the attached Exhibit B, for submissions through DOHMH’s secure, online SPOA
application system. Exhibit B is hereby included for reference, and shall not be used in lieu
of Exhibit A when submitting hard copy SPOA applications via encrypted email.

2. DHS staff will submit SPOA applications by utilizing DOHMH?’s secure, online

application or by encrypted email to SPOA@Health.NYC.Gov on an ongoing basis, as
necessitated by DHS client need. DHS staff will answer follow-up questions from
DOHMH as necessary to facilitate DOHMH’s processing of DHS client SPOA
applications.,

. DHS staff may submit the SPOA application without client consent on the legal bases

detailed in Article 3.

C. DOHMH OBLIGATIONS

DOHMH shall:

1.

Receive and process SPOA applications for purposes of assessing eligibility and making
referrals for mental health services. '

Provide feedback to DHS staff on submitted SPOA applications where necessary in order
to facilitate care coordination pursuant to Article 41 of the New York Mental Hygiene
Law. Such feedback shall be limited to the minimum amount of information necessary.

ARTICLE 3. LEGAIL BASIS FOR DISCLOSURE OF CONFIDENTIAL INFORMATION

A. Confidential information relating to DHS clients may be disclosed to another agency

without consent of the individual when the public welfare official providing ‘such
information is assured that the confidential character of the information will be
maintained, the information will be used for the purpose for which it is made available,
and such purpose is reasonably related to the purposes of the public welfare program and
the function of the inquiring agency, and the information will not be used for commercial
or political purposes. Since DHS clients are Public Assistance recipients, disclosure of
the information should be limited to purposes directly connected with the administration
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of public assistance. Such purposes include establishing eligibility and providing services
for applicants and recipients. 45 C.F.R. §205.50(2)(1)(1)(A); N.Y. Soc.Serv. Law §§ 136;
and 18 N.Y.C.R.R. §357.2(a), § 357.3(2).

The confidential character of the information will be maintained in accordance with the
guidelines established in Article 4, below. According to the Substance Abuse and Mental
Health Services Administration (“SAMHSA”) and the Office of National Drug Control
Policy 20-30% of those experiencing chronic homelessness are also facing a serious
mental illness. To assist homeless clients transition into stable and permanent housing,
DHS must also address barriers to such housing, such as severe mental illness. This
overlaps with the goals of DOHMH to protect and promote the health of New Yorkers.
DOHMH will receive demographic information for purposes of providing mental health
care outreach, which is a service to Public Assistance recipients. Finalily, this information
will only be used to connect DHS clients with additional public assistance available
through DOHMH, and will not be used for commercial or political purposes.

Pursuant to New York State Public Officer’s Law §96-a, governmental agencies may
disclose client-provided Social Security Numbers absent individual consent to other
governmental entities for administrative purposes. The disclosure of client SSNs between
DHS and DOHMH is necessary to maintain comprehensive demographics for each client.
The purpose of the disclosure satisfies the exception that permits the disclosure of the
SSNs for administrative purposes absent individual consent.

ARTICLE 4. CONFIDENTIALITY

A. All information obtained, learned, developed or filed by either Party in connection with

this Agreement, including data contained in official DHS files or records, shall be held
confidential by the Parties pursuant but not limited to the provisions of the Social
Services Law of the State of New York, the New York Mental Hygiene Law, and any
applicable regulations promulgated thereunder and shall not be disclosed by either Party
to any person, organization, agency or other entity except as authorized or required by
law. All of the reports, information or data, furnished to or prepared, assembled or used
by either Party under this Agreement are to be held confidential, and the Parties agree
that the same shall not be made available to any individual or organization without the
prior approval of the non-disclosing Party.

DOHMH shall not use the data obtained under this Agreement for any purpose other than
those listed in Article 2 of this Agreement.

The Parties agree to use and ensure the use of appropriate safeguards to prevent misuse or
unauthorized disclosure of any confidential information and to implement administrative,
physical, and technical safeguards that feasonably and appropriately protect and secure
the confidentiality, integrity, and availability of any electronic or hard copy of
individually identifiable information that is created, received, maintained, or transmitted
pursuant to this Agreement. - :
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D. The provisions of this Section shall remain in full force and effect following termination

of this Agreement.

ARTICLE 5. EFFECT OF UNAUTHORIZED DISCLOSURE

A. The parties agree to report any unauthorized use or disclosure of confidential or
protected data, not provided for by this Agreement of which it becomes aware. The
parties further agree to immediately report any data security incident of which it
becomes aware, including a breach of unsecured protected data.

i

it

In the event of any unauthorized disclosure data, the party responsible
for unauthorized disclosure of data (Responsible Party) shall
immediately commence an investigation to determine the scope of the
disclosure and immediately inform the other party (Affected Party) in
writing following discovery of such incident, but no later than 30
calendar days after discovery. The Responsible Party is responsible for
providing a written incident report, within forty-eight (48) hours after
the incident is discovered, that details the circumstances surrounding
the unauthorized disclosure and the names of the individuals involved,
if known. A breach is considered discovered on the first day on which
the Responsible Party, its contractors, subcontractors or any agent
thereof, knows or should have known of such breach. The HRA
Privacy Officer and/or the General Counsel should be immediately
notified of any unauthorized disclosure of any HRA client identifiable
information.

HRA’s Privacy Officer will determine if a data breach has occurred
after reviewing the outcome of the investigation. In the event of a data
breach, the Responsible Party is required to notify the affected
individuals within a reasonable amount of time, but no later than sixty
(60) calendar days after the discovery of the breach or earlier if so
required by law, except where a law enforcement official determines
that a notification would impede a criminal investigation or cause
damage to national security. Notification shall be in a form and format
prescribed by Affected Party and shall meet the requirements of
applicable local, state and federal law. The Responsible Party shall be
responsible for all costs associated with providing notification to all
affected individuals when notification is required by law.

B. The Responsible Party recognizes that irreparable harm may result to Affected Party,
and to the business of the City, in the event of any breach by the Responsible Party
of any of the covenants and assurances contained in this Agreement. In the event of a
breach of any of the covenants and assurances contained herein, the Affected Party
shall restrain the Responsible Party, its contractors, subcontractors or agents thereof,
from any continued violation, including but not limited to termination of access to
any identifiable client data. '
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C. A breach of this Article shall constitute a material breach of this Agreement for
which the Affected Party may terminate this Agreement as indicated herein. If for
any reason term of this Agreement is violated, all Affected Party data shall be either
destroyed or returned, unless otherwise authorized by the Affected Party.

ARTICLE 6. TERMINATION

Each party shall have the right to terminate this Agreement, in whole or in part, upon thirty
(30} days prior written notice to the other Party, or immediately for cause upon written notice
to the other Party.

ARTICLE 7. MODIFICATION

This Agreement may be modified upon mutual agreement between the parties set forth in
writing and signed on behalf of each of the Parties. It may not be modified orally.

ARTICLE 8. NOTICES

All notices and requests hereunder by either party shall be in writing or by telephone and
directed to the address of the parties as follows:

DHS Contact:

Attn: Jason Hansman

NYC Department of Homeless Services
33 Beaver Street

New York, NY 10004

DOHMH Contact;

Attn: Mary McGovern

NYC Department of Health and Mental Hygiene
42-09 28" Street '
Queens, NY 11101

ARTICLE 9. ENTIRE AGREEMENT

This Agreement contains all the terms and conditions agreed upon by the parties hereto, and no
other agreement, oral or otherwise, regarding the subject matter of this Agreement shall be
deemed to exist or to bind any of the parties hereto, or to vary any of the terms contained herein.

[SIGNATURE PAGE FOLLOWS]



IN WITNESS WHEREOF, the parties have duly executed this Agreement on the date last
below written, . '

'THE CITY OF NEW YORK
DEPARTMENT OF SOCIAL SERVICES/
DEPARTME OMELES SERVICES

By:

J

Vincent Pullo

ACCO

THE CITY OF NEW YORK
DEPARTMENT OF HEALTH AND MENTAL HYGIENE

By:
[Print Name]
ROCHE,
(Print TifieV Notary Pubt, gpoe CATTS
Quah¥&01m4?450:.:;\;ew York
|
Commisn g,ghests Couny
1, 2022



STATE OF NEW YORK )
85
COUNTY OF NEW YORK )

On thi€ fi\aayo ( - 20¥ﬁ€for ¢ personally camN \W“ D ,
to me kadwn and known to\ )ne to“be mt‘/m of the HUMAN RESOURCES
ADMINISTRATION/DEPARTMENT OF SOCIAL SERVICES of the CITY OF NEW
YORK, the person described in and who executed the foregoing instrument, and she/he
acknowledged to me that she/he executed the same for the purpose therein mentioned.

NOTA}I}/ |

R et ORI
SHARON JAMES-LEDONCE

Cosmmissioner of Dgeds
Gity of New York No. 2330

Certificate Filed in New York Co%
Commission Expirea May 01, 20_ (.~ j 3

g : T R .Q‘
)i qﬁﬁi‘;h.'.'.ﬁ.";'“.».-a.:’h«“.;:&.:mt}:%mww .
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ACKNOWLEDGEMENTS:

STATE OF NEW YORK)
COUNTY OF NEW YORK) -
th 7 g LA
On this Hﬂ day of j U A 201_,lbefore me personally came - ( ’/‘ Aok )
CritN Pd\: [ K/ , to me known and known to me to be

of the DEPARTMENT OF SOCIAL
SERVICES/ DEPARTMENT OF SOCIAL SERVICES of the CITY OF NEW YORK, the
person described in and who is duly authorized to execute the foregoing instrument on behalf of
the Commissioner, and he acknowledged to me that he executed the same for the purpose therein
mentioned.

NOTARY PUBLIC

STATEOF )

COUNTY OF

A .
Onthis | ¥ *day of T U he 201 _,Ibe?';re me personally came
; 1 AN A K;'fqto me known and known to me to be the
A Min > T A7 s s, of THE NEW YORK CITY
DEPARTMENT OF HEALTH AND MENTAL HYGIENE, the person described in and who is
duly authorized to execute the foregoing instrument, and acknowledged to me that she/he
executed the same for the purposes therein mentioned.

NOTARY PUBLIC Somm
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NYS OMH Single Point of Access (SPOA)
Care Coordination /ACT/FACT Program Application Cover Sheet

Send this cover sheet to DOHMH along with the complete Universal Referral Form packet for all SPOA applicants

| Date of Submission: For CC/ACT/FACT Assistance Call 347-396-7258
I0: ALL COMPLETE SPOA PACKETS must include:
NYC DOHMH : [ This Cover Sheet with Signed Consent
SPOA Program The Universal Referral Form (URF)
42-09 28" Street, Queens, NY 11101 CC/ACT/FACT Referral Summary
Fax: 347-396-8910 Ph# 347-396-7258 D Most Recent Comprehensive Psychosocial
Summary Email: SPOA@Health.NYC.Gov D Most Recent Psychiatric Evaluation
EROM:

Referring Agency/Program:

" Referring Worker's Name:

Contact Phone: Fax:

Referring Worker E-mail:

Other Case Managers . Contact Info

Borough Where Applicant Is/Will Reside (circle one): Brooklyn Manhattan Queens Bronx Staten Island
Regarding;

Applicant's Last Name; First Name:
Applicant's D.O.B.;

Level of Service Reguested (Check one): () Non-Medicaid Care Coordination OQACT Q FACT

O Medicaid Health Home Care Coordination

IYPE OF REFERRAL (Check ali that apply):;
Priority Referral: [JAOT [J Potential AOT [ State PC [J Acute Inpatient Unit ] CPEP/ER
[ Correctional Health  [CJMobile Crisis Teams [CIMental Health Courts
[J OMH Residential Treatment Facilities T1OMH Links
Community Referral:[JTransfer JPROS [JDHS [JPsychiatric Outpatient Residential [JOther

Coordination /ACT Program & Health Home Requested (If applicable):

CONSENT TO RELEASE INFORMATION

(Please keep original on file)
| authorize the disclosure of the Care Coordinalion/ACT/FACT Application and all refated supporting documents, including confidential medical
and mental health information, to NYC Depariment of Health and Mental Hygiene 42-09 28'" St. Queens NY 14101 for the
purposes of Care Coordination/ACT assessment and placement assistance for a pericd of one hundred and twenty. | understand that | may
tevoke this authorization at any time. My revocation must be in writing. | am aware that my revocation wlnat be effective if the persons |
have authorized to use andfor disclose my protected health information have already taken action because of my earlier authorization.

I autherize Department of Health and Mental Hygiene to check the Health Home Portal and PSYCKES for the purpase of determining if | am already
enrofled in a Health Home and/or to inform assignment to Care Coordination/ACT Program.

I understand that | do not have to sign this authorization and that my refusal to sign will not affect my abilities to obtain freatmenit nor will it affect my
eligibility for benefits. )

Applicant’s name (printed) Signature of Applicant Date

Witness' name {printed) Signature of Witness Date
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SPOA CARE COORDINATION /ASSERTIVE COMMUNITY TREATMENT (ACT)
FORENSIC ACT (FACT) AUTHORIZATION FOR RE-RELEASE OF
INFORMATTON

This autherization must be completed by the paticnt or hisfher personal representative to use/disclose protected health information, in accordance
with State and Federal laws and regulations. No HIV or HIV related information will be re-released.

PART 1: Authorization to Re-Release Information

Description of Information to be Used/Disclosed:

You have been referred for Mental Health Care Coordination or Assertive Community Treatment (ACT) or Forensic Assertive
Community Treatment (FACT) services. In order to review your referral, NYC Department of Health and Mental Hygziene (DOHMH)
New York City’s Adult Single Point of Access (SPOA) program must review information from your referral source (including your
psychiatric and psychosocial evaluations) to discuss this application so that the right services may be provided for you.

If you are found eligible for Care Coordination or ACT or FACT services, DOHMH will then need to share information with the
assigned Care Coordination or ACT or FACT agency that is contracted through the New York State Office of Mental Health and/or

New York City’s Department of Health and Mental Hygiene. The assigned program would be one of the fol lowing types of services:

Health Home Care Coordination, Non-Health Home Care Coordination, or Assertive Community Treatment (ACT) or Forensic
Assertive Community Treatment (FACT). The information that will need to be shared with the assigned program includes your
educational, medical and mental health assessments, including: psychiatric evaluations, psychosocial assessments, medical exams, TB
test results and discharge reports. All of this information is included in your “Universal Referral Form™ (URF).

On this authorization form, you are being asked to consent to have your psychiatric and psychosocial evaluations released by your
referral source to DOHMH. You are also being asked to consent to have DOHMH re-release the information included in your
“Universal Referral Form™ to the Care Coordination or ACT or FACT agency that will be assigned to provide you with services.

You are also being asked to consent to have the assigned Care Coordination, ACT or FACT provider check the Health Home Portal

for the purpose of determining if you are already enrolled in a Health Home and/or Care Coordination Program.

Purpose or Need for Information:
1. This information is being requested:
] by the individual or histher personal representative; or
1 Other (please describe)
2. The pumpose of the disclosure is (please describe):

It is understood that the psychosocial and psychiatric evaluations provided by my referral source, will be used by
DOHMEH to evaluate me for possible referral to Adult Mental Health Care Coordination, Assertive Community Treatment (ACT) or Forensic
ACT. Ifdeemed cligible, I will be referred for the appropriate level of service, the information in my Universal Referral Form (URF) will be
provided to the  respective Care Coordination, ACT or FACT provider, and I will be enrolled in their program.

A. Tauthorize DOHMH the New York City’s Adult SPOA program to review the URF application, psychosocial and psychiatric information
(*Confidential Information™) provided by my referral source, and if I am determined to be cligible, I authotize DOHMH as the New York
City’s Adult SPOA program to make recommendations for an appropriate program for my possible enroliment. IfT am eligible, I also
authorize DOHMH to use and disclose my Confidential Information to the Assigned Care CoordinationfACT/FACT Program. I also
authorize the assigned Care Coordination or ACT provider to check the Health Home Portal to determing if T am already enrolled in a Health
Home and/or Care Coordination, ACT or FACT program. I understand that:

1.  Only the Confidential Information described above may be used and/or disclosed as a result of this authorization.
2. My Confidential Information i cannot legally be disclosed without my permission.

3. If my Confidential Information is disclosed to someone who is not required to comply with privacy laws, rules, or regulations, then
it may be re-disclosed and would ro longer be protected.

4. " I have the right to revoke {izke back) this authorization at any time, by, writing to DOHMH as the New York City Aduli Singte Point
of Access. 1am aware that revocation will not be effective if the persons I have authorized 1o use ard/or disclose my Confidential
Information have already taken aclion because of my earlier authorization,

5. Fdo not have to sign this authorization and that my refusal to sign wilk not affect my abilities to obtain treatment from NYC DOHMHE
and New York State Office of Mental Health, nor will it affect my eligibility for benefits,

6. I'have a right to inspect and copy my own Confidential Information and ensure that it is used and/or disclosed in accordance with the
requirements of the applicable privacy laws, such as HIPAA.




CARE COORDINATION /ASSERTIVE COMMUNITY TREATMENT (ACT)
AUTHORIZATION FOR RE-RELEASE OF INFORMATION

B. Patient Signature: | have been given the opportunity to ask questions if I do not understand any of the information on this form. 1 certify
that I authorize the use of my Confidential Information (including my medical and mental health information) as set forth in this document.

Signature of Patient or Personal Representative Date

Patient's Name (Printed)

Personal Representative’s Name (Printed)

Description of Personal Representative's Authority to Act for the Patient {required if Personal Representative signs Authorization)

I hereby revoke my authorization to use/disclose information indicated in Part 1, to the Person/Organization/Facility/Program whose name and
address is:




NEW YORK CITY DEPARTMENT OF

HEALTH AND MENTAL HYGIENE

ealth Mary T. Bassett, MO, MPH

Commissioner

Care C ination ACT C rvi
AL
Fax Complete URF Packet to: 347-396-8910 or Email (Encrypted) to SPOA@Heaith.NYC.Gov

The Universal Referral Form (URF) including SPOA Coversheet. Please answer all questions; type
answers when possible or write legibly. [ndicate if information is Unknown (U/K) or Not Applicable (N/A),
Most Recent Comprehensive Psychosocial Summary .

Most Recent Comprehensive Psychiatric Evaluation signed by a Psychiatrist or a Psychiatric Nurse
Practitioner, within the last 30 days if referral is from an inpatient setting

Authorization for Re-release of URF application to assigned Care Coordination, FACT or ACT Program

Do not include any HIV or HIV related information (diagnosis/medications) in this application

Note: The Applicant’s social security number (SSN) is voluntary
i i i Call DOHMH at 347-396-7258

Service Being Requested:

O Non-Medicaid Care Coordination O Assertive Community Treatment (ACT)
O Health Home Care Coordination (Medicaid) O Forensic Assertive Community Treatment (FACT)

Section A: Demographics

1. Name:
First: Last:
2. DOB: 3. 8ex; OMde O Female
4. Medicaid # (if applicabie): Seq. #: O None O Unknown‘
HMO (if ineligible/inactive the date when insurance was last active):
Select Agency: _
Health Home Assignment: Care Coordination Agency:

(Please contact your Lead Health Home in order to run all applicant’s names through the Health Home portal to
determine if referring applicant has already received assignment to a Health Home for Care Coordination or to
make referrals for Medicaid Health Home Care Coordination)

5. Primary Language:

O 1. American Sign Language O 6. French O 11. ltalian O 16. Russian O 21, No Language
O 2. Cantonese O 7. German Q 12. Japanese O 17. Spanish O 22. Unknown

O 3. Chinese O 8. Greek O 13. Mandarin © 18. Urdu O 23, Other {specify):
O 4. Creole O 9. Hindi O 14. Polish G 19. Vietnamese

O 5. English O 10. Indic O 15. Portuguese O 20. Yiddish

DOHMH Revised 10/16 Page 1 of 10



Applicant’'s Last Name:

6. English Proficiency: O Does notspeak English OPoor OFar OGood O Excellent

7. Social Security Number:
If not provided, indicate reason: O Applicant declines to 'provide O Applicant does not have a SSN

8. Applicant Address (If applicant is homeless note the shelter/drop in center or place he/she may be
contacted):
Tel # :
If applicant is hospitalized and being discharged to a different address; or if the applicant is
homeless and moving into housing, please indicate new address/contact information:
Tel#:
9. Whatis the applicant’s Race/Ethnicity? (Check all that apply)
(114, White, European American” {15. Chinese [ 10. Guamanion/Chamomro ~ [J15. Unknown
[J2. Black, African American {18. Filipino (111, Samoan [7116. Gther Pacific Islander
[13. American Indian or 17, Vietnamese [O12. Japanese []17. Other {specify):
Alaskan Native [18. Other Asian [ 13. LatinofLatina
£14. Asian Indian 9. Native Hawaiian ] 14. Korean

Section B: Family Contacts

1. Marital Status: (Check one)

O Single, never married O Cohabiting with significant other or domestic partner O Cutrently married
O Divorcad / Separated O Widowed Q Unknown Q Other.

2. Family/Friend/Emergency contact(s): (Include name, address, telephone number and relationship)
Name: Address: Tel# Relationship:
Name: Address: Tel# " Relationship;

Name; Address: Tel# Relationship:
Name: Address: Tel# Relationship:
Namne: Address: Tel# Relationship:

Section C: AOT

1.AOT: OYesO No IfYes: Effective Date: Expiration Date: [CJVoluntary or [ Involuntary
AOT Contact Person: Phone #
* 2. If applying for AOT, has the AOT team been notified?: oYes oNo oMot Applicable
AQT Office Contact Person: AOT Contact Phone #:

*Please note: The AOT office must be aware of the potential application for AOT.

Section D: Characteristics

1. Current Living Situation: (Check one})

DOHMH Revised ' Page 2 of 11
105.16 .



Applicant's Last Name:

O 1. Private residence alone C 9. MH crisis residence

O 2. Private residence with spouse or domestic partner © 10. Inpatient state psychiatric hospital

O 3. Private residence with parent, child, other family O 11. Inpatient, general hospital or private psychiatric

O 4. Private residence with others O 12. DOH adult home

© 5. MH Supported Housing (Supporéed Housing or © 13. Drug or aleohol abuse residence or inpatient setting
Supported SRO) O 14. Correctional Facility

O 6. MH Housing Support Program (Congregate Support O 15. Homeless, sireet, parks, drop in center, or undomiciled
or Service Enriched SRO) C 16. Shelier or emergency housing

O 7. MH Apartment Treatment program _ O 17. Unknown

O 8. MH Congregate Treatment program  18. Other {specify):

2. Has the applicant ever been homeless? O Yes O No

3. Has an HRA Supportive Housing application (HRA 2010e) been submitted within the last 6 months
for this applicant? '
O Yes CNo © Not Applicable QO Unknown

4. Does the applicant have a current housing determinationfapproval? O Yes O No

5a.lf you answered “Yes” to Question 2, complete the following. (Include dates of present episode of
homelessness, provide name of shelter, drop-in center, street, etc., under “Location”. List
most recent locations first)

Date: Location:
Date: Location;
Date: Location:
Date: Location:

Sb. Where did applicant reside prior to current episode of homelessness? (Indicate name of facility if applicable)

O 1.Own aparimenthouse O 4. Community residence O 7. Adult home O 9. Unknown

O 2. Single room occupancy O 5. With friends O 8. Inpatient psychiatic O 10. Other (specify)

O 3. With family O 8. Jail/Prison facility

Facility Name: _ Address: ___

5c. Length of occupancy (in months):

5d. Reason for leaving:

6. Current Employment Status: (Check one)

O 1. No employment of any kind O 2. Competitive employment (employer paid) with no formal supports
O 3. Other O 4. Unknown

7a. Income or benefits currently receiving: (Check all that apply)

[11.Wages, salary or seff employed 5. Veteran benefits
I:IZ. Supplemental Security Income {SSI) : 6. Worker's Compensation or disability insurance
3. Social Security Disability Income (SSD) 7. Medicaid
4.S0¢. Sec. retirement, survivor's, dependents 8. Hospital-based Medicaid
(SSA) _ 9. Medicaid Pending
DOHMH Revised Page 3 of 11
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Applicant’s Last Name;

10. Family Planning Medicaid [0  nofaultorthird party insurance
11. Medicare [J14. . None
12. Public assistance cash program, TANF, Safety, [ 15. . Ineligible (Reason)
temporary disability [ Other:
13. Private insurance, employer coverage, O

7b. For any current benefits checked in Question 7, indicate the type and amount per month:
Type of benefit: Amount per month: Tvpe of benefit: Amount per month;

1. 3.

2. 4,

7c. Describe any special payee arrangements and the name and address of Representative Payee:

8. Current Criminal Justice Status: (Check all that apply)

1) Applicant is not Under Criminal Justice Supervision
2) CPL 330.20 order of condition and order of release
3) In NYS Dept. of Correctional Services (State Prison)

4) On Bail, Released on own recognizance (ROR), Conditional Discharge, or other alternative to
incarceration

5) Under Probation Supervision (PO/Contact)

C 000

6) Under Parole Supervision (PO/Contact)

7) Under arrest in jail, lockup or court detention

8) Released from jail or prison within the last 30 days
9} Unknown

10} Other {specify):

OO0 CcCOoO0OC

DOHMH Revised Page 4 of 11
10.5.16 .



Applicant's Last Name:

Section E: Clinical

Clinical Disorders and other conditions that may be focus of clinical attention (do not include any HIV or
HIV related information in this application)

Diagnosis (if none, please indicate) DSM Code

General Medical Disorders, as well as any Chronic Disorders. [f none,|please indicate with N/A.
Do not include any HIV or HIV related information in this application

4. Psychosocial and Environmental Problems: (Check all that apply)

{11. Problems with primary support group [J6. Economic problems .
[_J2. Problems related to the social environment 7. Problems with access to health care facilities/referrals
[]3. Educational/Occupational problems [38. Problems refated to legal systemicrime
[]4. Insurance or Benefit problems [19. Unknown
[15. Housing problems [T110. Other (specify)
5. Current Psychotropic Medications: If none prescribed, please check O
Name Dosage Schedule
DOHMH Revised | Page 5 of 11
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7. Current Medications for Physical lliness:

Applicant’s Last Name;

{Do not indude any medications specifically used in the treatment of HIV)

Name

Uosage

If none prescribed, please check ©

schedule

8. Applicant Adherence to Medication Regimen: ( Check one)
O 1. Takes medication as prescribed
O 2. Takes medication as prescribed most of the time
O 3. Sometimes takes medication as prescribed
O 4, Rarely or never takes medication as prescribed

Q 5. Applicant refuses medication
O 6. Medication not prescribed
O 7. Unknown

O 8. Other {specify)

8. What level of support is required for compliance with medication regimen? (Check one)

O None, Independent

O Reminders O Supervision

O Dispensing

O Not applicable O Unknown

10. Does applicant have a medical condition that requires special services such as special medical
equipment, medical supplies, ongoing physician support and/or a therapeutic diet?

O Yes
11. Name of Treating Medical MD or facility:

O No If Yes, please describe:

12. Medical Tests:
Has applicant been tested for TB in the past year? O Yes

13. Physical Functioning Level:

Fully ambutatory

Needs help with toileting
Climbs one flight of stairs

Phone #:
C No
Yes No Yes No
O O Canbathe self o O
O O Canfeedself o O
0 Can dress self ¢ O

Section F: Utilization

1. Applicant Services within the last 12 months: (Check all that Apply)

O 1. None O 9. Emergency mental health (non-residential)
O 2. State psychiatric center inpatient unit g 10. Prison, jail, or other court mental health
senvice
O 3. General hospital unit or certified psychiatric 0O 11. Local MH Practitioner
hospital
‘0 4. Mental health housing & housing support G 12. Assisted Qutpatient Treatment (AOT)
O 5. MH outpatient clinic, PROS, IPRT O 13. Self help / Peer support services
O 6. Alcohol/Drug abuse inpatient treatment (e.g. O 14. Community Support Program non-
clubhouse, vocational services) residential mental health program
D 7. Alcohol/Drug abuse outpatient treatment 0 _15. Unknown
O 8. ACT, Care Coordination or other case O 16. Other (specify)
management
Naine of Program:

DOHMH Revised
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Applicant’s Last Name:

2. Psychiatric Services utilization including current hospitalization if applicable. (Indicate the number of
utilizations for each. Include “0" if none. “UK” if unknown)

Psychiatric Hospitalization Psychiatric hospitalizations in Arrests in the
In Last 12 months:; the last 24 months: last 12 months:
Emergency Room/mobile Crisis Emergency room/mobile crisis
Visits for psychiatric conditions visits for psychiatric conditions
In the last 12 months: in the last 24 months:

3. To degree known, list all psychiatric hospitalizations (including current), psychiatric emergency room
vigits and mobile crisis visits within the last two years. OMH Residential Treatment Facilities are
considered inpatient. (This information is required to determine eligibility for service).

Hospitall/ER/Mobile Crisis Admission Date  Discharge Date Source of Data
{If currantly hospitalized,
axpectad Discharge Date)

4a. Indicate any mental health or substance abuse program the applicant attends, had previously
attended in the last 24 months, and/or if program is part of the discharge plan: (e.g., mental health
clinic, substance abuse treatment program, day treatment, vocational services program). Indicate
whether program is: € = Currently attending or P = Previously attended .

Telephone

Dates Program Name Contact Name Number

CorP

4b. For inpatient and RTF (Residential Treatment Facility) referrals, the discharge plan for outpatient

medical and mental health services must be listed below:
| Appointment
Purpose Program/Clinic Name Contact Name Telephone PP
Number Date
DOHMH Revised Page 7 of 11
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Applicant’'s Last Name:

Section G: Well Being

1. High Risk Behavior: (Check one response for each)
0=no known history
1=not at all in the past 6 months
2=one or more times in the past 6 months, but not in the past 3 months
3=one or more times in the past 3 months but not in the past month
4=one or more fimes in the past month but not in the past week
S=one or more times in the past week

U=unknown 0 1 2 3 4 5 U

a, How often did applicant do physical harm to self? o o O O O 0O ©°

b. How often did applicant attempt suicide? o o O O O O ©°

c. How frequently did applicant physically abuse another? c O O O O O o©

d. How frequently did applicant assault another? cC O O O O O ©

e. How frequently was applicant a victim of sexual abuse? o ¢ O O O O o0

f. How frequently was applicant a victim of physical abuse? o O O O O O ©

g. How frequently did applicant engage in arson? O O OO O O 0O 0

h. How frequently did applicant engage in accidental fire-setting? O O O O O O 0

i. How often did applicant exhibit the following symptoms?:

j. Please comment below on any above selections:  Homicidal attempts 6 6 0 6 O O ©
Delusions 0 o O ¢ o 0 o©
Hallucinations 0 O O O O 0O ©
Disruptive behavior O O 0O O 0O O ©
Severe thought disoder © O O O O O O
Other (specifybelowk: © © O O O O O

2. Does applicant have current or history of substance abuse? O Yes O No

If yes, complete the questions below.

0=no known history

1=not at all in the past 6 months

2=one or more times in the past 6 monihs, but not in the past 3 months

3=one or more times in the past 3 months but not in the past month

4=one or more times in the past month but not in the past week

S=one or more fimes in the past week

=daily

U=unknown
0 1 2 3 4 5 6 U

a. Alcohol O O @) O O O 0 O

b. Cocaine O O O O O O O @

¢. Amphetamines O O O O 0 O O @}

d. Crack O Q O 0 O O O O

e. PCP O O O O O O O O

f. Inhalants O O O O O O O O

g. Heroin/Opiates O O O O O 0 Q C

h. Marijuana/Cannabis O O O O O O O O

i. Hallucinogens O O O o .0 O O O

j. Sedatives/ypnoticsfanxiolylics O O 0 O O O O O

k. Other prescription drug abuse O C G O O O Q Q

I. Tobacco O O O O O O O O

m.Other {specify) 0] C o ¢ O O O O

DOHMH Revised Page 8 of 11
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Applicant’s Last Name:;

3. Co-occurring disabilities: (Check all that apply)

[C11. None L15. Impaired ability to walk [ 11, Deaf
[J2. Diug or alcohol abuse 6. Tobacco (1 12. Bedridden
[12.Cognitive disorder [C17. Wheelchair required [ 13. Amputee

[ ]3.Mental retardation or
developmental disorder
(4. Blindness

Section H: Referral Source

[C] 8. Hearing impairment
[19. Speech impaiment
[310. Visual impairment

[ 14, Incontinence
[ 15. Other (specify):

1. Referral Source:
O 1. Familyflegal guardian

O 2. Seff

O 3. Schoolfeducation system

O 4. State-operated inpatient program

O 5. Local hospital acute inpatient program
O 6, Criminal justice system

Q7. Sccial services

O 8. PROS

O 8, Physician

O 10. Emergency room {psychiatric & general hospital)
O 11. Hospital medical unit

O 12. Quipatient mental health service

2. Referring Agency Information:
Agency Name;

O 13. Private psychiatric inpatient hospital
O 14. Residential treatment facility

O 15. Community residence

O 16.ACT

O 17. Mobile Crisis Team

O 18.AOT

O 19, Non-Medicaid Care Coordination

O 20, Health Home Care Coordination

O 21. Child BCMACM/SCM

© 22. OPWDD

O 23. Shelter

O 24. Other (specify)

Program/Unit Name;

Primary Contact:

Primary Contact phone number: Fax number:

Street Address:

City: State; Zip:
Email: Date:

NOTICE REGARDING DISCLOSURE OF CONFIDENTIAL INFORMATION
This information has been disclosed to you from confidential records which are protected by state law.
State law prohibits you from making any further disclosure of this information without the specific written
consent of the person to whom it pertains, or as otherwise permitted by law. Any unauthorized further
disclosure in violation of state law may result in a fine or jail sentence or both. A general authorization
for the release of medical or other information is NOT sufficient authorization for further disclosure.

DOHMH Revised -
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Applicant’s Last Name:

Referral Summary for Care Coordination/ACT/FACT

To be completed for an application for all referrals. Use additional ‘pages if necessary.

1. Reason for the referral ;

2. Community Mental Health Services tried in the past 2 years: Type of services (Outpatient Clinic,
PROS, Assertive Community Treatment, Care Coordination, etc.) and outcome, i.e. rarely attended,
never attended refused services.

3. What community based supports and interventions/strategies (e.g. Care Coordination, ACT, Mobile
Crisis Team, AQT, etc.) have been attempted within the last 12 months to engage and/or link applicant
to community mental health services?

4. To justify FACT assignment, applicant must have had criminal justice involvement within the past 12
months and the referrat source must describe how the applicant’s criminal justice involvement is
related to his/her serious mental iliness and non-adherence to medication and treatment.

5. Medication compliance/non-compliance and consequences:

8. Brief statement regarding applicant’s current level of functioning including mental status, relationship
with family, community supports, efc.:

7. Health/Medical Status, including impact on applicant's overall functioning (Do not include HIV related
information):

Worker:
Print Name Signature Date
Title: Phone #:
DOHMH Revised Page 10 of 11
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Applicant’s Last Name:

NEW YORK STATE OFFICE OF MENTAL HEALTH
CRITERIA FOR SEVERE MENTAL ILLNESS AMONG ADULTS

To be considered an adult diagnosed with severe and persistent mental illness, Criteria A must be met. In
addition, Criteria B or C or D must be met.

A

Designated Mentat lliness Diagnosis

The individual is 18 years of age or older and currently meets the criteria for a DSM IV psychiatric
diagnosis other than alcohol or drug disorders (291.xx-292.xx, 303.xx), organic brain syndromes (290.xx,
293.xx-294.xx), developmental disabilities (299.xx, 315.xx-319.xx), or social conditions (Vxx.xx). 1CD-9-
CM categories and codes that do not have an equivalent in DSM IV are also not included as designated
mental illness diagnoses.

AND
S8l or SSDI Enroliment due to Mental lliness

The individual is currently enrolled in SSI or SSDI due to a designated mental illness.
OR

Extended Impairment in Functioning due to Mental lliness
The individual must meet 1 or 2 below:

1. The individual has experienced two of the following four functional limitations due to a designated
mental iliness over the past 12 months on a continuous or intermittent basis:

a. Marked difficulties in self-care (personal hygiene; diet; clothing. avoiding injuries; securing
health care or complying with medical advice}.

b. Marked restriction of activities of daily fiving (maintaining a residence; using transportation;

day-to-day money management; accessing community services).

¢. Marked_difficulties in maintaining social_functioning (establishing and maintaining social
relationships; interpersonal interactions with primary partner, children, other family members,
friends, neighbors; social skills; compliance with social norms; appropriate use of leisure time.)

d. Freguent deficiencies of concentration. persistence or pace resulting in failure to complete
tasks in a timely manner in work, home, or school settings (ability to complete tasks commonly
found in work settings or in structured activities that iake place in home or school settings;
individuals may exhibit limitations in these areas when they repeatedly are unable to complete
simple tasks within an established time period, make frequent errors in tasks, or require
assistance in the completion of tasks).

2. The individual has met criteria for ratings of 50 or less on the Global Assessment of Functioning Scale
(Axis V of DSM IV) due to a designated mental iliness over the past twelve months on a continuous or
intermittent basis.

OR

Reliance on Psychiatric Treatment, Rehabilitation, and Supports

A documented history shows that the individual, at some prior time, met the threshold for G (above), but
symptoms and/or functioning problems are currently attenuated by medication or psychiatric rehabilitation
and supports. Medication refers to psychotrepic medications which may control certain primary
manifestations of mental disorder, e.g., hallucinations, but may or may not affect functional limitations
imposed by the mental disorder. Psychiatric rehabilitation and supports refer to highly structured and
supportive settings which may greatly reduce the demands placed on the individual and, thereby,

minimize overt symptoms and signs of the underlying mental disorder,

DOHMH Revised . Page 11 of 11
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02 - Universal Referral Form

Expand Daladls

" Eliont Informatioh

Level of Service T T e e e
ACT - Forindividuals with Serious Mental lness (SKI) | ing C» fia, Ti it Biraln Injury (TBI), end Persons with Developmental Disabitities (OD1)
thal serigusly impairs their funcligning in the o ity and with & d d hislory of lack of engag Iradibonal qutpalient sendces. Priodty is given
lo poopla with schizophrenia, other psycholle diserders, bipolar disorder, andfor major or chronic depression. Priority is glven to individuals with cantinuoyus
high sarvica needs that are not baing met in more traditional settings. Individuals with primary diagnosis of per ity disorders or use are nol
appropriate for ACT.

FACT For individuals with Serious Mental liness (SM|) fexcluding Dementia, Traumatic Brain Injury [TBI), and Persons with Developmantal Dizabilities (DD
Lhat serigusly impairs their functipning In the community and with a documenled hislory of lack of gag Iraditional outpatienl sences, Prionity is given
lo people with schizophrenia, olher psyeholic disorders, bipofar disorder, andfer major or chronic depresslon. Pricrity is given ts individuals with continusus
high service: needs thal aro nol belng met in more aditions! settings. Prosence of current or recent criminal justee involvement within in the last 12 months,

including parote, probation, mutiple arests andfor Incarceration, Criminal justice involvement is relaled to the presence of serious menla! lness {SMI) or
isads of non-compliance with

IMT - Intensivie Moble Trestment {IMT] tuams offer fiexible treatment and suppon senvices for individuala who have had recent and frequent contact with the
bghavioral health, erimins! juslice, and homel Y The individirat does not need Lo meel the critoria for Sevare Menta! iness (SMR) and Cementia, TEI and DD
are NOT Automatic axcluslons. The programs mobllity and fiexibility, and its focus on cross sy coordinalion and patient engag 1t aim to provide a unique
servica that can best meat tha needs of Individuals with lack of engagement in traditionat culpalient ervicas. IMT teams stay connected lo individuals regaradless

of their lzcation in sheller, on the sireet, In bauging, hospel or jail.

Cara coordination - For people with Serious Menlal insss (SM1) (excluding Dementia, Traumatic Braln Injury {TBY, and Persons with Developmental Disabtities (DD
whe are ineligible for Medicaid who have not successiully engaged in community based services.

* Lavel of Q assertive Community Trealmenl {ACT)
. Service Q Foransle Assertive Cx ity T (FACT) -
Requasted O Intensive Maile Treatmenl (IMT}
icaid Care Coordinat

Neon-M.

9]
Q) Health Home Care Coardination
O LevelofServico ChangeRequest

FDoeshecient O Yes OTe O R ™

have care :
- coardinatlgn? .
. Demegmphice T T T T T T T e e e e e
"FistNemo  [est T T T Tlost - [ClestSPOA ] i
}_M&a?ns - __. . T e e e emmmee e Wy MBme T T ___ —
* Baie of B 'Jh@;_@ e - | Gonder [alle]

. Humbar

* Highest Q' Nofomal education er Kindergarien only
Education O Grammar school (Grades 1 1o 5)
Level on O Junler high school (Grades 8 to 8)
Encollment O Some high schoal {Grades § o 13
O GED orTASC

O High school diploma
Business, vocational, or fechnical training
Q) Some college bul no dagrag
Associate’s degren
Q Bachelor's degres
Q Graduats degres
Unknown i
noo .. OQome L A
i Marits! Status  ©O Single, naver marmied
' 2 Gurrenily married
Cohabitaling with sig other/d: lic partner
: © Widowed
, (o) Separated
O Pending divarca
: © Divorced
; C Unknown
Other

ty American Ii':Eia-n_or_ Aln;ka?tNaUV'eDTks:anEIélad(_or:i_fn&nmaunwn [T Mative Hawslian o Pacific Islander

g?;lay? alat - ] ywhie I other O unknown :

Wy I. e e S _T"'Idwi\lgiﬁlgﬁ;{lé'“'O_i.rﬁkwj:l;ﬂ;mm‘ P i

“* Medicaid IO i
; Medicaid ID

Secondary

Relationstip
to persan
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02 - Universal Referral Form Page 2 of 4

e T e —— I

CMumber T . T
Language - - -
* Primary [ i
Language T o e o
-* English 1
Froficiency . .. . e e i
AOT . . oo L. o
T AOT status ] o T |
AOT Borough [ | Co
Other info : |
t |
: i
1
1
i i
1. !
. L .. - oo i
* Known past ' TS i
histery of AQT . i
Crlminal Justico . . . . L . e e
* Criminal L1 No past history of criminat justice invelvement I3 Pending matier in Griminal Courl O Pasl parole
f#ﬂ:;mem [3J cument probation ] Pending matler in Family Court [ Past county jail
O Cumently on parole O Past adult criminal canviction{s) [J Griminal Justica tnvolvement more Ihan 12 manlhs
3 Current delention - [ail O criminal Justice Involvement within past 12 months [] Cument Ovder of Protection
O Curren detention - prison [ Pastjuvenite delinquent finding{s) 0 other
O currenily invoived in a Diversion Program £ Past probation o O unknewn _
NYSID # (if l | . }
Has person j .v
beon arrgsled 7" ] I
" inthe lasl 12 J
Lomonths? .. I O,
. Specilic
" charge fif
koowny ——— - B,
Cliont |
[nfarmalion
Mohgs

" "Entplayment and Bonafis

* Guroni O Pald competilive full-ime {35+ hraiweek)
employment (O Paid competilive parttime

I
slalus Temporary, seasonal, or per diem !
O Intemship or volunteer
© Transitional employment J
Nonae i
A Unknown i
_ O omer : . o o :
* Current L £amed incoma ti.e. employment income) I Retirement Income from Sociat Security i
Isr.:onme El unemployment Insurance £ Pension or retirement income fram a former job
Ources [ supplemental Security Income: (551} O chitd suppont
O Soclat Security Disabllity Income {$SD1} O Aimony and olher spousat support
O va Benstits [ Trust
D Prvale disability insurance [ Unknoran
O workers Compensation O None of the abova
.. Temporary Assistance for Neody Faiios (TANF) ] Othar source e e

Hahﬁin'g

* Cument iving situston
Has Ihe individual resided in mora (han one borough within the 155l 3 monihs? [
* Whers did persenive prior to curment houslng situation? .

** Last Known Location
Streel Address
Sweel2

'"Borcugn

" Physical Hoalth Diagnosis - T/
Physieal Health Diagnosis [T Asthma O High bood pressure
] GOPD (Chranic Obstructive Pulmonary Diseasej 1 Obesity

1 metabotic Syndroma T Liver Dispase/Cimhosis
[ Coronary heart disease D none of the sbava

[ piabetes O unknown

U High cholesterol .3 oher
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02 - Universal Referral Form

A dh

Medlcation § iT)
" Applicant adherence io medicalion fegimen

* 1 glignt c.urrenlly connected io ireatmant (i e, going fo mental haalin clinic, seeing a’
peychiatrist, has a dinic assigned, ete.)?
CO-Occurring Disabllities
Dogs Ihe applicant have a oo—oc.curﬁng d:sabuhm

Does the applicant have & medical condilion that requires special services [I &, special
mediga! equipment, medical supplies, ale.}?

had any psychiatric hospitali:
Emorgency Room
*Has apprcant ad any BR visits for psychiatric candilions in the last 5 yoars?

Mobile Crisis

“ Has applicanl hod any mobife crisis vislts in the last 5 years?
Mental Hoalih ngrams
* Has applicant altended any menisl  heatth prvgfems {i.e. menlal health clinics, ACT,
Care Ceardinalign, PROS, OPD, #ie:.) in the last 5 years?
gu_bltalﬂa_u_sg ngrams
“Has apphcant atlended any
_progrem andrarqiy_tmﬂnlsnu in tha Iast El yuars?

Armosts }
Has appt.lcant had any arrasts in the' Iasl 5 years?

*Has

inhe last 5 years?

s fi.e. sut

Incaccoraiions
“ Any mcarceralions in the |ast 5 years?

Risk Assessmant

Page 3 of 4

O Tokes medicalion a5 proscabed

O Takes medication as prescribod most of the Ema

Somelimes 1akes medication 85 prescrbed

o Rarely takas medications s prascribed

O Nover takes medication as prescribed

O Refuses medication

O Muodication nat praseribed

) Unknown
O omer

3 Nene 0 ralr requirest O} Bodrida

| Cognitive disorder (&} Hearing impairment 3 Ampuleg

0 Mentat Developmenta! di CF Speech impaimment [J Incentinence
£ plindness O visual impairment [ Other

E£1 impatred ability to walk
|

Ytiizations

O Deat

* Pleasa idenlify which risk bohaviors (he appiicant Fias engaged in:

Flease axplain any of the abova seleclod:

Substance Use
- Reporled Substance Use
; chacco Usa
* Has the apphcant used obacce within the past 6 months?

Jusiiffeation ~

O Physically abused andior assaulled 3 childiadull
G Engaged in arson

I3 Was a victm of physical or sexual abuse

B wanders or runs away

O translentmoves trequently

O High recidivism of incarcaration

O we engagement sfter mulliple referrals

] Auempted or committed homicide

O ciner

] Exprossed suicida Ihteat

0] Atempted sulcide

O physically harmed self

[3 Taken praperty wio permission
Damaged or destroyed

[0 Homelessnass

O Crealed a public disturbance

1 verbally assaulied a.no1hsr person

O The d assaull or p

L PE

O No, quit within the last 6 months
Ng, quit more than & months ago

O Ko, never

O Unknewn

O yos

" Provide 2 brief : s cument Ievel
({including mental siafs, relanonshfpwhh family, community supporls. health, ete.)
and jusiification for level of senvice requasted

[J Been suspectod of sexual abusa of a chidiadal

Notes _
Notes [
|
T = e ST T = ‘I . s — B i e T S P P T T . A T
- - e ‘ ¢ r . . —— ) d
di nta arn d with o app E£1 Consenl and Release Fomms

Please chock the documents that YOur are maching (on the next page):
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1 peychosocial Evaluation

a Psychiatnic Evaluation

1 Managed Care Lave! of Care Delermination

O H Censenl {Required if HIV-related dala 5 disdlosed)

Please (l:nh;;la the masir;ccntve}s_iorTchE:par_ﬂng nits vla the "Attachetf Docy e ‘tah (_:_:_11!11:' lepa] gpage.
_.__ __URFstatus

" The status of this forn from the DOHMH SPOA team will be shown here. When the statis changes, att emali will be sent (o the address provided under the previous Referral
nformationform. L e e e e ————

URF Stats Délormination :
* Inticates required held

<< Back Net>> | Sava ) Cancel |
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