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Consumer’s Name


CONSENT FOR CASE MANAGEMENT SERVICES

AND RELEASE OF INFORMATION
Name:











Address: 










Telephone:




 
DOB: 




Referring Agency:









Agency Contact Person:




 Phone:


Consent to Services:

I understand that I am applying for case management services from the Mental Health Case Management Unit of the Worcester County Health Department.  I agree to receive these services, if approved, and to participate in the development of a Service Plan, which I will be asked to sign.  I understand that I may revoke my consent to services at any time by written or verbal request.

Consumer Signature (or guardian):





Date:



Witness:








Date:



Information Release:

I authorize the above referenced referring provider to furnish to the (circle one):  

Wicomico Somerset Regional Core Service Agency or Worcester County Core Service Agency, the information requested on the Mental Health Case Management Pre-screening and the Targeted Case Management Referral forms for review.  This information will be used to make a pre-determination of eligibility for case management services.  As part of pre-determination of eligibility I further authorize the Core Service Agency to contact other agencies from which I may be receiving services.  If found eligible for services, I further authorize the release of this information to the Worcester County Health Department’s Mental Health Case Management Unit for full screening and service eligibility determination and to ValueOptions to determine eligibility for Targeted Case Management services.  I understand that I may revoke my permission at any time by written or verbal request.
Signature (or guardian):






Date:



Witness:








Date:




Date of Birth



Social Security Number




Insurance Information

Please Identify the Type of Insurance Consumer Currently Has:
· Medical Assistance (please provide MA number)





· PAC

· Medicare

· Private insurance

· No insurance coverage
MENTAL HEALTH CASE MANAGEMENT ELIGIBILITY CRITERIA
Please check (√) all that apply.

	1
	BOTH OF THE FOLLOWING

	
	Must be diagnosed with a”serious emotional disturbance” manifested in an individual younger than 18 years of age.

	
	Must be diagnosed according to a current diagnostic classification system (DSM-IV) excluding developmental disorders, substance abuse and disorders classified under the “V” code unless they coexist with a diagnosable psychiatric disorder.


	AND

	2
	THE FOLLOWING

	
	The individual is characterized by a functional impairment that substantially interferes with or limits the minor’s functioning in the family, school or community.


AND
	3
	ONE OF THE FOLLOWING IS MET

	
	Is at risk for needing a higher level of care if necessary services are not delivered

	
	Requires intensive assertive assistance to access necessary mental health services


	4
	THE INDIVIDUAL, AT THE TIME OF INITIAL ELIGIBILITY DETERMINATION, HAS AT LEAST ONE OF THE FOLLOWING (For General Services – a MAXIMUM of 2 visits per month- only one condition needs to be met.  For Intensive Services – a MAXIMUM of 5 visits per month- two or more conditions need to be met):

	
	Participant is not linked to mental health and medical services.

	
	Participant lacks basic supports for shelter, food and income.

	
	Participant is transitioning from one level of care to another level of care.

	
	Participant needs case management services to maintain community-based treatment.

	
	Shelter Plus Care (for uninsured only)


Person completing this form:

____________________________________

______________________ 

Signature




Date
	
	Date referral received:


	Screener’s Signature

	Today’s Date

	Screener’s Title

	

	(  Approved
	· Level I – 2 visits maximum
· Level II – 5 visits maximum

	(  Not Approved
	

	Additional Comments:


	


Required Information:  Briefly explain client’s situation and reason for referral:
If client is at risk of homelessness or is currently homeless; explain why:





























If client is at risk of inpatient treatment; explain why:































If client is being released or recently released from incarceration, what services does client need from case management?




















If client is at risk of incarceration; explain why:
































What entitlement(s) is client expected to apply for/receive?





























   

What services does client need from Case Management and in what priority order should they be addressed?






















































































Any other comments that would be helpful for the case manager to know









































	Parent/Guardian/Social Services/Juvenile Services Contact Information
First Name 












Last Name 











Address 












Phone Number 










Race (Check all that apply)

□ White
□ American Indian or Alaskan Native
□ Black or African American

□ Asian
□ Native Hawaiian or Other Pacific Islander

Ethnicity
□ Not Hispanic/Latino

□ Hispanic/Latino

Marital Status
□ Single

□ Married

□ Separated

□ Divorced

□ Widow/Widower

Living Situation
□ Private Residence

□ Foster Home
□ Residential Care

□ Crisis Residence

□ Children’s Residential Treatment

□ Institutional Setting

□ Jail/Correctional Facility

□ Homeless Shelter

□ Other

Employment Status
□ Competitive Employment Full or Part Time

□ Supported Employment Full or Part Time

□ Unemployed – Looking for Work

□ Retired
□ Sheltered Employment

□ Sheltered Workshop

□ Homemaker

□ Student

□ Disabled - Not in Workforce

□ Not Seeking to Work




Please attach Diagnosis Review or complete the following:

	DSM IV Diagnosis

	Axis I

	

	Axis II
	

	Axis III
	

	Axis IV (check all that apply):

( None 

( Educational problems

( Financial problems

( Housing problems
	( Occupational problems

( Other psychological and environmental problems

( Problems with access to health care system

( Problems relates to interaction with legal system
	( Problems with Primary support group

( Problems related to the social environment

( Unknown

	Axis V

GAF Score
	Changed since last evaluation?

( Increased   ( Decreased   ( Not Changed   (  Unknown/NA


	Psychiatric Medications - Current

	Please list all currently prescribed psychiatric medications
	

	Does consumer take medications as prescribed?
	(No       (Yes  

	Did you notify the consumer’s PCP of this medication?
	( No      ( Yes


	INCOME:

Annual Income:    $  __________________

Monthly Income:  $ __________________

Income Source:        ___________________________

# of Dependants:     _________
	INSURANCE:

PAC:  


(Application Date)

MA: 


(Application Date)

MEDICARE:       FORMCHECKBOX 
  Yes                 FORMCHECKBOX 
  No



	Clinical Indications for (Continued) Outpatient Services:

Please check YES or NO

	Hx Suicide Attempts:
	 FORMCHECKBOX 
YES           FORMCHECKBOX 
NO
	
	Dates/Details:


	Hx of Psychiatric Hospitalization:
	 FORMCHECKBOX 
YES          FORMCHECKBOX 
NO
	
	When/Where:



	Hx of Clinical Deterioration:
	 FORMCHECKBOX 
YES          FORMCHECKBOX 
NO
	
	Explain:

	Hx of Arrests:
	 FORMCHECKBOX 
YES          FORMCHECKBOX 
NO
	
	When/Where:


	Psych. Dx:
	 FORMCHECKBOX 
YES          FORMCHECKBOX 
NO
	
	DSM IV: (if applicable)  ________________________________

	Explain Why Request is Urgent, What Else Has Been Tried; What Services Were Sought but Denied? 

Case Mgmt. – state specific reason(s)
	

	
	

	
	

	
	


	
	Please check all multi-agency involvement:
	Briefly describe services received:



	
	County funded Mental Health
	

	
	Department of Corrections
	

	
	Department of Juvenile Services
	

	
	Homeless Services
	

	
	Local Boards of Education


	

	
	Local Department of Social Services


	

	
	Parole and Probation
	

	
	Protective Services (Adult/Child)
	

	
	Other (self help, support group, etc.)
	


Case Manager Safety:

· Check here if it is recommended that client be seen at the clinic instead of home.  Case management clients are usually seen in their homes, but if the case manager would face a greater than normal risk by seeing the client at home, indicate here.
If selected, explain:
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