REFERRAL FORM
Medically Fragile Foster Care Program

                                     Date: _____________________

______________________________________________________________________________

Last Name



First Name


Middle Initial

DOB:   ______________________    FORMCHECKBOX 
  Male      FORMCHECKBOX 
 Female      Primary Care Physician____________________

SSW: ____________________________SW County: ___________________SW Phone: ___________________

Foster Parents: __________________________________________________Phone:_______________________

Foster Parents’ Address: ____________________________________________County:____________________
Summary of child’s medical condition:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

A checkmark indicates that the following documents are attached with referral. Otherwise, CCSHCN Care Coordinator will note when received. All documents named below to be obtained by the IHP date.

 FORMCHECKBOX 
 DCBS IHP –  Most recent IHP.   If IHP has not been done, attach relevant available medical information and contact information. (If scheduled, date of next IHP: ________________.)   


 FORMCHECKBOX 
 CCSHCN Notice of Privacy Practices  (signed, initialed, dated) 


 FORMCHECKBOX 
 Copy of CHFS custody/guardianship order 
 FORMCHECKBOX 
 Copy/verification of medical card (private insurance, and/or Medicaid)


 FORMCHECKBOX 
 CCSHCN Verbal Release of Information Form


 FORMCHECKBOX 
 DSS-106A-1  Authorization for Medical Treatment

Upon receipt of this referral, the child/youth will be enrolled in the Commission for Children with Special Health Care Needs Medically Fragile Foster Care Program and will be assigned a CCSHCN CUP patient identification number.  

If it is determined by the Medically Fragile Regional Health Services Management Team that this child/youth would benefit from the specialty clinic services available through the traditional CCSHCN Program, then a formal CCSHCN application for services will be completed by DCBS. 
For Commission Use.  


Date referral received: ______________.  Reviewed by RN/PC (Initial & date):_______________ RN assigned:____________________ 


Record opened or updated in CUP and paper chart (initial & date) _________________________________________________________  


Updating CUP record includes notifying prior “responsible party” in CUP, and changing Care Coordinator, with appropriate documentation in the record. 


   CUP Identification Number: ________________________________


							                                                          





M-002


(08/06)








Initial and date when rec’d: ________________





Initial and date when rec’d: ________________





Initial and date when rec’d: ________________





Initial and date when rec’d: ________________





Initial and date when rec’d: ________________





Initial and date when rec’d: ________________








