
Intensive Behavioral Health Services (IBHS) Out of School Time Referral Form 

 
NAME OF OUT OF SCHOOL TIME PROGRAM REFERRING: 
 

NAME OF INDIVIDUAL MAKING REFERRAL: ROLE: 

EMAIL: 
 

PHONE: 

 

CHILD NAME: 
 

DATE OF BIRTH: 

MEDICAL ASSISTANCE (MA) NUMBER, IF KNOWN: OTHER INSURANCE, IF KNOWN: 

ADDRESS 
 

ZIP CODE 

PARENT/LEGAL GUARDIAN NAME: RELATIONSHIP: 
 

PHONE: 
 

BEST TIME TO CALL: 
 

EMAIL:  PRIMARY LANGUAGE SPOKEN IN THE HOME: 
 

WAS THE PARENT/LEGAL GUARDIAN CONTACTED ABOUT REFERRAL?    YES: ☐       NO: ☐ 
 

IS THE PARENT WILLING TO ENGAGE?   YES: ☐       NO: ☐​  
IF NO, REFERRAL CANNOT BE MADE WITHOUT PARENT AGREEMENT.  IF YES, PROCEED WITH COMPLETING FORM 

 

DESCRIBE CONCERN/S LEADING TO REFERRAL: 
 

DESCRIBE INTERVENTIONS THAT HAVE BEEN TRIED: 
 
 
 
 
ATTACH ADDITIONAL DATA (I.E. ANECDOTAL NOTES, DAILY REPORTS, ETC.) 

 
DOES THE CHILD HAVE AN IEP OR 504?  YES: ☐       NO: ☐       UNKNOWN:  ☐ 

IS THERE DHS INVOLVEMENT?  YES: ☐       NO: ☐       UNKNOWN:  ☐ 

IS THERE JUVENILE JUSTICE INVOLVEMENT?  YES: ☐       NO: ☐       UNKNOWN:  ☐ 
 

 
NAME OF IBHS PROVIDER AGENCY RECEIVING REFERRAL: DATE SUBMITTING REFERRAL: 

PROVIDER ADDRESS: 

PROVIDER PHONE: PROVIDER EMAIL: 

PARENT/LEGAL GUARDIAN SIGNATURE DATE SIGNED: 

 
IBHS OUT OF SCHOOLTIME REFERRAL FORM  APRIL 2025 
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