*PLEASE FILL OUT ALL INFORMATION FOR TRACKING*
[bookmark: OLE_LINK1]PARC Referral Form

Date of Referral: _________________                                  Wishard MRN #: ____________________
                                                (mm/dd/yy)                                                                                                                       (If applicable)
General Patient Information

 Name:__________________________                ___________________________                               ___________       
                              (Last)                                                                 (First)                                                                      (M.I.)

Gender:        |_| Male     |_| Female          Date of Birth (mm/dd/yy): ___________________             Age_____________

Phone 1 (xxx-xxx-xxxx):  	   Phone 2 (xxx-xxx-xxxx): _____________________________

Address:  __________________________________________________________________________________________

Race: |_| African American/ black          |_| Caucasian/ white                 |_| American Indian or Alaskan Native
 |_| Asian                                        |_| Native Hawaiian or other Pacific Islander
 |_| Other __________________________
 
Ethnicity: |_|Hispanic or Latino	|_|Not Hispanic or Latino	

EMERGENCY CONTACT

Name: _________________________________________________________          Relationship: ___________________
Telephone Number(s): ________________________________     ________________________________
(Required)
REFERRAL SOURCE

Referrer Name:_______________________                __________________________                            ______________
                                                (Last)                                                                       (First)                                                                                           (M.I.)

|_| Medical Records Requested    (Date: _____________)    |_|Received Medical Records    (Date: _____________)    
                                                                     (mm/dd/yy)		                                             (mm/dd/yy)

Referring Agency:__________________________________________________________________________________

	Address:  ___________________________________________________________________________________

	Phone 1 # (xxx-xxx-xxxx):  	___   Fax #  (xxx-xxx-xxxx): ___________________________

Referral Source:	|_| CIU		|_| BU3/ Inpatient	|_| Midtown Triage/Psych ER/OBS
			|_| Child/Adolescent (3171)         	|_| Primary Care
                                  	|_| Other, Please Explain: _________________________________________________________
									


Sent referral thank you letter?	|_|Yes 		|_|No			Date: ____________________
If No, explain:										        (mm/dd/yy)
__________________________________________________________________________________________________
						
Medical History

Type of Review/How did we obtain the Medical History Information: 	
|_| Referral Source	|_| Electronic (EMR/Kite)	|_| Verbal (Family/Friend/Patient) 	
|_| Other, Please Explain: ________________________________________________________

Treatment Provider Agency : _______________________________ 	         Prescriber: _________________________

Most recent appointment or next with prescriber or therapist: ____________________
								        (mm/dd/yy)
Psych history and current symptoms

Hallucinations:        |_| Yes              |_|No                                                          Date Started:______________________
(ex. hearing voices or noises or seeing things that other people do not)                                                                 
Type:        |_| Auditory     |_| Visual       |_|Olfactory          |_|Tactile
Details: ___________________________________________________________________________________________

___________________________________________________________________________________________

Delusions:       |_| Yes         |_|No                                                                         Date Started:______________________
(ex. Believing one is receiving special messages through TV or radio, believing one is being conspired against, believing one has exaggerated power or knowledge)
Details:
______________________________________________________________________________________________________________________________________________________________________________________

Paranoia:       |_|  Yes           |_|No                                                                       Date Started:______________________
(ex. People are out to get you. Intense and irrational mistrust or suspicion, preoccupation with hidden motives, fear of being deceived.)
Details:
______________________________________________________________________________________________________________________________________________________________________________________

Disorganized Thinking:       |_| Yes         |_|No                                                  Date Started:______________________
(ex. Difficulty concentrating, person is hard to understand, has difficulty arranging thoughts)
Details: ___________________________________________________________________________________________

___________________________________________________________________________________________

Negative Symptoms:       |_| Yes         |_|No                                                        Date Started:______________________
(ex. Difficulty expressing or recognizing emotions, lack of interest or motivation, withdrawn)
Details: ___________________________________________________________________________________________

___________________________________________________________________________________________


History of special education?         |_| Yes         |_|No    If Yes, explain: ____________________________________
Heavy Substance Use?                    |_| Yes         |_|No                Possible substance induced?           |_| Yes         |_|No
If Yes, explain: ___________________________________________________________________________________
________________________________________________________________________________________________
Current/ Past Psychiatric Medications (If applicable): 
1. _____________________, Start Date: ____________, Dose: ___________, Frequency: ___________|_| Current
2. _____________________, Start Date: ____________, Dose: ___________, Frequency: ___________|_| Current
3. _____________________, Start Date: ____________, Dose: ___________, Frequency: ___________|_| Current
4. _____________________, Start Date: ____________, Dose: ___________, Frequency: ___________|_| Current
5. _____________________, Start Date: ____________, Dose: ___________, Frequency: ___________|_| Current
|_| Not applicable/No information about previous medications

CASE REVIEW (If needed)
(To be completed at the time of review w/ attending physician)
PARC Attending Psychiatrist/Clinician: __________________________________ Date of Review _________________
[bookmark: _GoBack]                                                                            (Last, First)	                                                                                                            (mm/dd/yyyy)
Additional Notes:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does patient meet criteria for PARC?		|_| Yes		|_| No
If NO, why not? 
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Follow-Up Notes
(Must contact referrer with a decision regarding entry within 48 hours of receipt)
Referral Contacted?           |_|Yes 	 |_|No 				Date of Contact: ________________________
									                                            (mm/dd/yy)
Scheduled for Intake Appt?		|_| Yes		|_| No

	If YES, Date/Time of Intake:	Date ___________________	Time: ____________________
					                 (mm/dd/yyyy)		
additional notes

__________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Example: Response to referral source, further information we need to obtain, who contacted with date and time of contact, other pertinent information, etc
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