	COLLABORATIVE JUSTICE JUVENILE COURT

INTAKE REFERRAL FORM 
	Case Number: 

	
	Date: 

	Client Name: 
	DOB:
	Age:
	Gender (circle):  M    F

	Address: 
	Phone: 

	Parent/Guardian: 
	Phone:

	Address (if different) 
	

	Insurance Info.: 
	

	Attorney Name:
	Phone:

	Referred by: 
	Phone: 


BASIS FOR REFERRAL

	Issues to Be Addressed (Include unmet needs & treatment recommendations):

	

	Diagnostic Impression:
	Medical Conditions:

	Axis I: 
Axis II: 
Axis III: 
Axis IV: 
Axis V: 
	

	Psychotropic Medication:
	Other Medication:

	Name: 
	Dosage: 
	Name: 
	Dosage: 

	Purpose:
	Purpose:

	Is youth taking meds as prescribed?  Y   N
	Is youth taking meds as prescribed?  Y  N

	Prescribed by: 
	Prescribed by:

	Name:
	Dosage: 
	Name: 
	Dosage: 

	Purpose:
	Purpose:

	Is youth taking meds as prescribed?  Y   N
	Is youth taking meds as prescribed?  Y  N

	Prescribed by:
	Prescribed by:

	Alcohol & Other Drug History:
	Education:

	Type: 
	Frequency: 
	Name of School:
	Grade:

	Type:
	Frequency:
	Special Education: Y  N
	AB3632:  Y N

	Type:
	Frequency:
	Issues/Concerns:

	Current Mental Health Services:

	Individual therapist: 
Agency: 
Contact Information: 
	Family Therapist: 
Agency: 
Contact Information:

	Other: 
Agency: 
Contact Information: 
	Other: 
Agency:

Contact Information:

	Civil Advocacy & Family Needs (Consider housing, financial, other benefits, etc.):

	

	Strengths (Consider recreational activities, hobbies, religious/spiritual involvement, peer group, etc.):

	


COLLABORATIVE COURT INTAKE REFERRAL FORM

CONFIDENTIAL – TO BE SEALED 

FOR REVIEW ONLY BY COLLABORATIVE COURT JUDGE AND 

PRESIDING JUVENILE COURT JUDGE






