SAVANNAH ASSERTIVE COMMUNITY TREATMENT
REFERRAL FORM

Jamie Flanagan, LPC,  ACT TEAM DIRECTOR
JLFLANAGAN@dhr.state.ga.us  
912.341-4411 cell     912-544-9645FAX
24HR EMERGENCIES 912-341-4540 pager 495-2653
****Date:______________
*IS CONSUMER A RAC:    YES_____       NO______(Ga Reg. Only)
*# OF HOSPITALIZATIONS IN LAST 12 MONTHS:________
Referral Agency____________________Unit: ________Still on Hospital/Jail Unit YES       NO

Projected Discharge Date:__________________
Referral Person:
Phone:

Email:______________________________  Phone(Other)________________________
Consumer Basic Information:

Avatar #:________________(Ga Reg Only)
Consumer Name: First:
M.I.________ Last:

Date of Birth:

 Race/Ethnicity 


SSN#_____________________________ Insurance:____________________ 
Gender:

 Marital Status:


Phone Number where Consumer can be reached:


Residential Address:
 County


City:


 State: __________ Zip Code 


Emergency Contact:
Relationship:


                                    Name

Phone Number: 
 Phone Number: (Other) 

Psychiatric History:

Primary Disability: MH ________MR/DD________________AD


(MR/DD Excluded) 

Diagnosis:       Axis I – Primary:   ____________________________________________




  Secondary: ___________________________________________



Axis II – Primary: ____________________________________________





   Secondary___________________________________________



Axis III – Primary_____________________________________________




    Secondary___________________________________________



Axis IV- Stressors_____________________________________________


Axis V – Current: _____________________________________________

List of current medications, diagnosis and frequency:

A. 
 D.  







B. 
 E.  _________________________________


C. 
 F.  _________________________________

If on injection medication give date/name of LAST injection: ____________________________
Due date of NEXT Injection:_____________________

Mental Health Center Involvement: Active {     } Inactive {    }

Local MHC Name:
 Phone Number: __________________________

Primary Contact: 
 Phone Number: __________________________

Psychosocial Stressors/ Events:

Recent Death {   }
Recent Hospitalization {   }

Physical /Sexual/Emotional Abuse {   } 
Legal Issues {   }      

Relapse/ De-compensation {   }
Financial Difficulties {   }

Homelessness {   }
Other (Describe) {   }    

____________________________________________________________________________________________________________________________________________________________

History of Danger to self/Others: suicidal {  } Homicidal {  } Aggressiveness {  }

Behavior Evidence: ____________________________________________________________________________________________________________________________________________________________

****Current Symptoms/ Behaviors: This is our criteria list!
Consumers with significant functional Impairments as demonstrated by at least one of the following conditions: 

{  } 
Inability to consistently perform the range of practical daily living tasks required for                                          basic adult functioning in the community.

{  }
Inability to maintain a safe living situation (e.g. repeated evictions or loss of housing)

******************************************************************************

Consumers with one or more of the following problems which are indicators of continuous

 high-service needs.

{  }
***High use of acute psychiatric hospitals (e.g. three or more admissions last 12 months) or extended hospital stay (60 days within the past year).
{  }
Intractable (i.e. persistent or very recurrent, severe major symptoms (e.g. affective, psychotic, suicidal)

{  } 
Coexisting substance use disorder of significant duration (e.g. greater than six months) or co diagnosis of substance abuse (ASAM Levels I, II.1, II.5, III.3, III.5).

{  }
High risk of recent history of criminal justice involvement (e.g. arrest and incarceration).

{  }
Residing in an in patient bed or in a supervised community residence, but clinically assessed to be able to live in a more independent living situation if intensive services are provided, or requiring a residential or institutional placement if more intensive services are not available.

{  }
Inability to participate in traditional office based- services.

*Complete behavioral evidence for primary symptoms/behaviors marked: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

 Legal History:
(A) Status: Outpatient commitment

Yes {  }
No {  }



Expiration Date: ________________________


Forensic conditional release

Yes {  }
No {  }

(B) Current Charges: (Explain Circumstances) ________________________________________________________________________________________________________________________________________________
(C) Hearing/trials pending:


Yes {  }
No {  }


Dates to be included: ______________________________________________________

(D) Probation / Parole Officer’s Name: ______________________________________________


Phone Number: ________________________________________

Financial History:

(A)    Amount 

{  }SSI
 {  }Medicaid (Type)________________________

{  }SS
 {  }Medicare
_____________________________
{  }VA
 {  }Health Insurance Subscriber:
                                                                              ______________________________________

(B) Guardian:                    Yes {  }                       No {  }

Name:


Address:



City: 
 State: _______________      Zip Code: _________

Phone #:


(C) Representative Payee:  Yes {  }                    No {  }

Employment History:

Employed:        Yes {  }                            No {  }             Date of last Employment: ___________
Name of Company:



Address: 



City
State _________________ Zip Code ____________

Length of Employment
Position: _____________ Insurance Yes { } No { }

******************************************************************************

IF INPATIENT MUST ALSO FAX :THIS IS VERY IMPORTANT FOR TIMELY ADMISSION TO ACT

1- Discharge notes (MD & RN)

2- Social worker bio-psycho-social assessment

3- Psych Evaluation
4- History & Physical

5- Most recent admission reason

6- Any pertinent medication information     
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SAV ACT TEAM REFERRAL FORM
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