Reaching Our Community’s Kids
Thank you for considering R.O.C.K. After-School/Day Treatment, Psychosocial Rehabilitation or Basic Skills Training as a treatment option for your child.  R.O.C.K. will need a copy of a comprehensive assessment which must have been completed in the last twelve months by a Qualified Mental Health Professional (QMHP) as well as a copy of the most recent “Intensity of Needs” assessment, i.e. the CASII. In most cases, the information will be reviewed and a decision will be made within two days as to the appropriateness of your child. This form and all other information should be faxed to (702) 438-9729. If you have any questions about the program please call (702) 837-3788.

Referring Person: ____________________________ Contact phone: ____________________
Child’s name: ______________________________ Date of birth: ________________________
Primary caregiver: __________________________ Relationship to child: __________________
Address: ______________________________________________ Phone: _______________
School attending: ________________________________________ Grade: ________________
Custody: _______________________________________ If non-parental custody, level of family
Involvement: ___________________________________________________________________
Reason for referral: ______________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Diagnosis: _____________________________________________________________________

Medications: ___________________________________________________________________

Physician managing medication: ____________________________________________________

Therapist: _____________________________________________________________________

Previous treatment: ______________________________________________________________

Primary goal for treatment: ________________________________________________________

Program Requested:  __________________ Frequency (days/hours a week): ________________

The Child and Family Team have met concerning this referral and are in agreement of these services.
_________________________________________

______________________________

Signature/Title






Date

6/16/2011

