OMEGA I THERAPEUTIC GROUP HOME
3628 Boulevard
Suite B

Colonial Heights, Virginia 23834

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

Referral Form
Omega I Therapeutic Group Home

RESIDENT REFERRAL & SCREENING FORM

Date of Initial Contact:  ________________

Type of Contact:  (    ) Phone    (    ) In Person    (    ) Other: _______________________

Location of Contact:  (    ) Office    (    ) Other: __________________________________

Referring Worker: __________________________________ Phone: ________________


Referring Agency: __________________________________________________

Resident Name: _________________________  Social Security #___________________

Medicaid Name______________________   Medicaid # __________________________

Resident DOB: ___________________ Age: ___  Gender: _____ Race:________

Current Address: _________________________ City: ______________  Zip: ________

Home Phone: _____________________________   Other: _______________________

School/Work: _______________________________   Grade: ________ IEP? ______

Parent/Guardian Name: ____________________________________________________


Relationship to Resident: ____________________________________________

Address: ______________________________ City: _______________ Zip: __________


Home Phone: ___________________________ Other: _____________________

Presenting Issue/Reason for Admission: _______________________________________
________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Detail History of Psychiatric Treatment: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnosis: 

AXIS I:  
AXIS II:  
AXIS III:  
AXIS IV:  

AXIS V:  GAF=
List any medical problems currently experiencing: ________________________________________________________________________________________________________________________________________________

Current Medications/dosage: ________________________________________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________

List significant medical treatment: ________________________________________________________________________________________________________________________________________________

Outcome of Screening/Follow-Up Plan/Disposition: ________________________________________________________________________
________________________________________________________________________________________________________________________________________________

Preliminary Plan for Services (level of service, start date, length of service): ________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Name of Screening Staff: _______________________________ Date: ______________
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