Gifted Enterprises, LLC 

Mental Health Skill-Building Services

Individual Screening & Referral Form


Date of Initial Contact: ______/         /_______
Individual’s Name: __________________________ Date of Birth: ____/  __  /____ Age: ____________
Social Security Number: _____-_____-_____ Gender: __Male/Female_______ Race: ______
Address: __________________________ City: ____________ State: ______ Zip: _________
Phone Numbers: (______)______-________  (home)      (______)______-________(other)
Legal Guardian’s Name & Address (if applicable): ________________________________ 
Presenting Psychiatric/Psychological Needs (to include MH diagnosis): _______________________
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

Current Psychotropic Medications (name and dosage): _____________________________________

_________________________________________________________________________________

_________________________________________________________________________________ 
History of Medical Care/ Current Medical Problems (if applicable): __________________________
_________________________________________________________________________________

_________________________________________________________________________________
HIGHLIGHT or CIRCLE all that apply to individual: History of Psychiatric Hospitalization/ Residential Crisis Stabilization/ Intensive Community Treatment or Program of Assertive Community Treatment/ Psychiatric Residential Treatment Facility (RTC Level C)/ Temporary Detention Order (TDO)

---------------------------------------------------------------------------------------------------------------------

Office Use Only
	Medicaid #: 

	Type of Insurance: 
	Units Available:  

	Confirmation #:
	Method of Screening:
                                     
	Staff responsible for screening:




Mental Health Specialist assigned to case:



_________________
Recommended for MHSS services? _______ YES         _______ NO

Disposition of Individual: _______________________________________________________

