Mason Thurston Wraparound Initiative

Referral Form

	Referral Date: 
	Time:  
	Referred by: 

	Affiliation:    
	Phone:  

	Family’s Address:   
	City/Zip  

	Phone:           



	

	Name of Child in need of Services:    

DOB:

	Name of Parent(s)/Primary Caregiver(s):  

Has parent been contacted/aware of referral? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
                                     
	Phone:  

	Name of Legal Guardian if Different:  


	Phone:  

	


	Family Strengths/Interests/Activities   


	Reason for Referral:  


	Safety Concerns?  




Is there a parent, caregiver or natural support available to participate in the wraparound process? 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                                     
Families who meet criteria for Multi Systemic Therapy (MST) are encouraged to utilize MST, which provides in-home intensive supports for 4-6 months, BEFORE referring to wraparound, which provides a facilitator and family partner in a team-based process for 12-18 months for families who are found eligible.  MST and wraparound share funding sources and cannot operate simultaneously.

 Please complete the section below to make a determination of referral to MST or wraparound.  If MST is not in place currently and the child/youth does not meet the criteria, please continue and complete the rest of this referral form.  If the child/youth meets the MST criteria, please contact the MST manager to get started on that referral process.  

Is the family currently receiving intensive services such as:

FFT/Functional Family Therapy      FORMCHECKBOX 
  
FIT/Family Integrated Treatment    FORMCHECKBOX 
 
Other:__________________________________

Systems and Issues known to be involved with the Child/Youth:

To be considered for MTWI screening, Child/Youth must be involved in or show risk (exhibit behaviors) for involvement in the legal/justice system, in addition to having a mental health or drug/alcohol need AND be involved in 2 or more child serving systems.
Legal/Justice: Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
                                      

Contact: 

At risk for Legal/Justice reasons: 

Mental Health:     Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                                       

Behavioral Health Resources (public mental health) Enrolled?  

Other/Private Therapist?  

Contact:

Drug and/or Alcohol Issues: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
                                      

Program Enrollment: 

Contact: 

At risk for Drug/Alcohol reasons:

Division of Children & Family Services: Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  
Social Worker? 

Contracted Provider Services?

Contact: 

Division of Developmental Disabilities:  Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
                                      
Case Manager?

Current Services?

Contact:

School Challenges: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     

Truancy? 

Suspended/Expelled: Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
                                      

        Reason (if known): 

Current IEP/504/ Behavior Plan/Contract: Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 
  Unknown  FORMCHECKBOX 
                                    

Contact: 

Medicaid Recipient/Eligible Yes    FORMCHECKBOX 
  No  FORMCHECKBOX 
                                      
Family and Natural Support Contact Information:

Please list any involved family members and natural supports that you are aware of. Include natural support contact information if available, and list any known contact restrictions:

	Name
	Relationship
	Address/Phone
	Comments

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please fax completed form to Catholic Community Services at 360-489-0402

Agencies, Schools or Parents/Caregivers self-referring may also mail referral form or deliver in person to:

Catholic Community Services

148 NW Rogers Street

Olympia, WA 98502

Contact CCS at 360-878-8248 for assistance or questions about this referral form

	
This Box for

MTWI Use Only    Referral #  

                           


Has the family:


Requested Multi Systemic Therapy (MST)? � FORMCHECKBOX ��    Approved  � FORMCHECKBOX ��  Not Approved � FORMCHECKBOX ��                       


Been a recipient of MST?  � FORMCHECKBOX ��                            


Currently receiving MST services?  � FORMCHECKBOX �� 


Does the Child/Youth Meet Criteria for MST ?


Age 12-17  � FORMCHECKBOX ��   No Acute Mental Illness � FORMCHECKBOX ��


Youth to remain with caregiver for at least (next) 6 months � FORMCHECKBOX ��  No Autism Spectrum Disorder � FORMCHECKBOX �� No Developmental Disab. � FORMCHECKBOX ��  Medicaid Recipient/Eligible � FORMCHECKBOX ��





If all of the above MST criteria have been checked, please contact MST manager Robert Gaul 


at  Behavioral Health Resources 360-704-7170.





Race (circle 1):  White   African-Am   Asian-Am   


Native-Am   Bi-racial (specify):  _____________________


Hispanic origin?:     Y      N  
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