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Referral For Children’s Mental Health Case Manager 
 

Name of child: __________________  Date of Birth: ________________Race_______________ 
 
Parent Desires Referral:  Yes / No    Date Referral Agreement Reached: ___________________ 
 
Parent Signature ________________________________________Date__________________ 
 
Parent’s Names: _______________________________________________________________ 
   
School District_________Grade:____ School Attending_________________________________  
 
Home Address:_________________________________________________________________  
 
Phone Number Home: ___________________    Work:_________________________________ 
 
Description of Need: ____________________________________________________________ 
 
Special Education Involvement (Diagnosis if known):___________________________________ 
 
_____________________________________________________________________________ 
 
Other Problems: ________________________________________________________________ 
 
Previous Interventions: __________________________________________________________ 
Other Pertinent Information: (i.e. other household members, court involvement, social service 
involvement):__________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Expectations:__________________________________________________________________ 
 
Comments:____________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
_____________________________   ______________________________  ________________ 
Referring Person’s Signature                Print Name                                             Date 
 
_______________________      ________________________    _________________________ 
Title/Position   Telephone   Employer  

 
 
 
Revised 8/18/14 (BR)     Send or Fax and any diagnostic/psychiatric evaluations to 320-591-1601 
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