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:

EmaAuL: 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: (1 No: [J

Is THE PARENT WILLING TO ENGAGE? Yes: (1 No: [
Ir 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: [0  No: [0  Unknown: [

Is THERE DHS invowvement? Yes: 1 No: [0 Unknown: [

Is THERE JuveNILE JusTice INvoveEMENT? Yes: L1 No: 0 Unknown: O

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

PROVIDER ADDRESS:

PROVIDER PHONE: PROVIDER EMAIL:

PAReNT/LEGAL GUARDIAN SIGNATURE DaTE SIGNED:

IBHS Ourt oF ScHooLTIME REFERRAL FORM ArriL 2025



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

IBHS Ourt oF ScHooLTIME REFERRAL FORM AprIL 2025



