OPEN ARMS FAMILY SERVICES, INC.
3628 Boulevard
Suite B
Colonial Heights, Virginia 23834
Phone: (804) 526-2395 Fax: (804) 526-2396

Consumer Referral and Screening Form

CONSUMER REFERRAL & SCREENING FORM

Date of Initial Contact:  ________________         Type of Contact:  (  ) Phone           (  ) In Person 
Location of Contact:  (  ) Office           (  ) Other: _______________________________________
Referring Worker: __________________________________      Phone: ____________________
Referring Agency: _________________________   Address:_____________________________
Consumer Name:  ________________________________   SSN# ________________________
Medicaid Name: _____________________________  Medicaid #: ________________________
Other Insurance: ______________________________  Subscriber #_______________________
Consumer DOB: __________________    Age: ____     Gender: ______      Race: ______________
Current Address: ________________________________________________________________   
							             City		                  Zip
Home Phone: ________________________		Other: ______________________________
Work: ____________________________   Phone: ____________________________________________
Are you currently receiving MHSB Service?    ____ Yes    ____ No
If Yes, name of agency: _______________________________ Phone: _____________________
Have you received MHSB in the past?  _____ Yes   ______ No       If yes, when? ______________
Have you ever been hospitalized due to your mental health diagnosis? ___ Y _____ N
Please explain: _________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
What is your DSM – IV Axis I diagnosis? _____________________________________________
Why are you requesting MHSB service at this time? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently or have you ever been seen by a psychologist or psychiatrist? ___ Yes ___ No
If so, what is the: 
Name: ___________________________
Address: __________________________
Telephone number: _________________
Please list any psychotropic medications you are currently taking: ______________________________________________________________________________
______________________________________________________________________________
Do you have any current or past medical conditions?__________________________________________________________________________________________________________________________________________________
Do you have a case manager currently working with you?  ___ Yes ___ No       If so,
Agency name: ________________________________ Caseworker’s name: ________________
Telephone: __________________________________
Do you have a Social Worker currently working with you?  ___ Yes ___ No      If so,
Agency name: _______________________________  Social Workers name:________________
Telephone: __________________________________

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 Mental Health Skill Building service  

Name of Screening Staff: _______________________________     Date: ___________________
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