OPEN ARMS FAMILY SERVICES, INC.

3628 Boulevard

Suite B

Colonial Heights, Virginia 23834

Phone: (804) 526-2395 Fax: (804) 526-2396

CLIENT REFERRAL & SCREENING FORM

Date of Initial Contact:  _________________     Type of Contact:  (  ) Phone  (  ) In Person 
Location of Contact:  (  ) Office         (  ) Other: _______________________________________

Referring Worker: __________________________________   Phone: ____________________
Referring Agency: ______________________________________________________________

Client Name:  _________________________________   SSN#___________________________
Medicaid Name_____________________________  Medicaid #__________________________
Subscriber # ______________________________
Client DOB: ________________       Age: ______    Gender: _______   Race: _______________
Current Address: ___________________​​​​_____________________________________________   








City

                    Zip
Home Phone: ___________________________________
Other: ____________________
School/Work: _____________________  Phone # ______________ Grade: ___  IEP? Y__   N__
Parent/Guardian Name: ____________________________________________________

Relationship to Client: ______________________________________________

Address: ______________________________________________________________________






 City

                            Zip
Home Phone: _____________________________
Other: __________________________

Presenting Need/Reason for Referral: _______________________________________________
______________________________________________________________________________
______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
Outcome of Screening/Follow-Up Plan:______________________________________________

Disposition Plan for Services:  Check all that apply:

_____ Referred for other support service

_____ Placed on a waiting list

_____ Admitted for Intensive In-Home Counseling service 

Name of Screening Staff: ____________________________________   Date: _______________
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