Intensive

Supervision & Counseling Services
505 SOUTH ROYAL AVE, SUITE A
FRONT ROYAL, VA 22630
Office: 540-636-0068
Fax: 540-635.4006

CLIENT REFERRAL FORM
(PLEASE fill out ALL areas)

NAME: DOB: GENDER: [_] Male [_] Female
SOC. SEC.: RACE: TODAY’S DATE:
PARENTS/GUARDIANS:

ADDRESS:

PHONE: (H) W) (CELL)

SCHOOL: GRADE: MEDICAID NUMBER:

REFERRING PERSON (worker, parent, etc., Please give us your name):
PHONE NUMBER (of referring person):

SERVICES START: SERVICES END (projected):
PROGRAMS/SERVICES

[ ] Intensive In-Home Services: @ $60.00/hour
(Medicaid)

[] Home Based Counseling Hours/week: @ $65.00/hour

[] Mental Health Support @$83.00/unit

[] Parent Coaching Hours/week: @350.00/hour

] Therapeutic Day Treatment School: Medicaid Funded

[] Therapeutic Mentoring Hours/week: @ $45.00/hour

] Transitional Services Phase I, Phase II, Phase III. @ $60.00/hour

[]30 Day Assessment: Assessment: Up to $2500.00

FUNDING INFORMATION

FUNDING SOURCE: (Check applicable)

] viCcCCA

[ ] CSA/FAPT

] SAFE/STABLE FAMILIES
] ADOPTION SUBSIDY

] DSS FUNDS

] MEDICAID




BRIEF LIST OF CLIENT/FAMILY NEEDS
1.

2.

BRIEF LIST OF DESIRED OUTCOME GOALS

Is there a date by which services MUST begin? (IE. Court ordered. Please list)
[JYes []No Ifyes:

Are there any initial meetings you need intake coordinator or ISCS staff to attend prior to beginning services?
[JYes [ ] No Ifyes (Please list):
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ISCS USE ONLY
DATE REFERRAL RECEIVED:
INTAKE ASSIGNED TO:
CONTACTED PARENT/GUARDIAN:
WORKER TO TAKE CASE:

START DATE OF CASE:
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