

[image: image1]Client’s Full Name:  ___________________________________

   Date of Birth: ______________    
Social Security #:______________________________________      
Sex:  ( Male    ( Female     
Client’s Address: _______________________________________    
Client’s Phone Number: _____________ 
Parent(s) Name (if applicable): _________________________  

  Phone Number(s):__________________ 


Parent’s Address: 
__________________________________________________________   

__________________________________________________________
Custody (If applicable): 

· Who has custody of this child? 
Parent(s)
Family Member(s)

CPS
      Other
· Is there A shared parenting agreement? ___________
If yes, Name & Phone number of the other parent: __________________________________

· If the Child is currently living Out of the Home, please provide:

__________________________

_________________________
______________________

 current Caregiver’s name

 
Relationship to Child 


Phone Number
Permission To Leave A Message When reaching Out to the Client/Parent/Caregiver:
( Yes   ( No

Case Worker’s Name:____________________________  Phone:________________  Fax:_______________  

Medicaid Type/Number: _________________________________________________    
Insurance Name & ID Number: ___________________________________________  
Requested Location for Services:      Main/Canton       Children’s Network  
Summit       Portage
· Requesting Additional Assessment:  
· Sexual Abuse assessment     Trauma Eval     Parenting Evaluation  
· Counseling Needed:  
 trauma-Focused   Young child/Play therapy    parenting Issues and/or High conflict divorce    Other Counseling issues

· Suicidal/Self Injurious:______________________________________________________________

· Harm to Others:_____________________________________________________________________
· Help is needed for:___________________________________________________________________


· I understand that myself or my child has been referred for additional mental health assessment or ongoing mental health treatment to be provided by Lighthouse Family Center, Ltd.
· I agree to call the intake specialist at Lighthouse Family Center, Ltd. {(330)305.2753} at my earliest convenience to initiate these services *AND* I give permission for the intake special to contact me about this referral. 
· For assessments, I have a valid Ohio Medicaid Card *OR* I can pay for these services myself out-of-pocket.
· I give permission for Lighthouse Family Center, Ltd. to obtain and/or release information regarding myself or my child to/from The Children’s Network of Stark County, Stark County Job & Family Services and/or Other Referral Sources to facilitate this referral/intake process. 
· This release will terminate 90 days from the date of signature below.  The parent(s)/legal guardian may revoke authorization at any time simply by notifying Lighthouse Family Center, Ltd. in writing.
My authorization is freely and voluntarily given:

________________________________________________________         ________________________

Client/Parent/Legal Guardian’s Signature



    Date
________________________________________________________        _________________________
Signature of Witness




   

    Date
Lighthouse Family Center, Ltd.


Phone: 330.305.2753


FAX: 330.639.1712





Informed Consent & Referral Information For Assessment/Outpatient Treatment








Children’s Network Referral Form.doc 

Created: 11/30/2018  Updated: 04/17/2019

