CALVERT COUNTY LOCAL CARE TEAM
REFERRAL FORM/CASE SUMMARY
	Date of Referral:       
	Meeting Requested for:

( Assistance with identification of individual/family needs
( Linkage to potential community resources

( Voluntary Placement Agreement Review

	Requested by:

 FORMCHECKBOX 
 Family/Youth 

 FORMCHECKBOX 
Agency/Organization (Please Specify) COMMENTS   \* MERGEFORMAT 

 COMMENTS   \* MERGEFORMAT 

 COMMENTS   \* MERGEFORMAT 
	

	Youth’s Name:      
	Youth’s DOB:      

	MA# or Private Ins:      

	Mailing Address:      
Email Address:

	Parent/Guardian Name (s):      

	Address (if different from youth):     

	Primary Phone #:      

	Secondary Phone #:      

	Ethnicity/Race:
	Primary Language:

	Any special accommodations needed for meeting?  Y/N

	Please specify if yes: 

	

	

	Reason for Referral including Current Behaviors/ Presenting Problems:      

	

	

	

	

	

	

	

	

	

	

	

	

	

	** For handwritten forms feel free to continue providing information on backside of form

	Please list identified child first, followed by all other children AND adults in the home. Indicate whether biological, step parent, partner, sibling or other relative (specify). 

	Name

Relationship

DOB

Gender

School & Grade (if applicable)



	Are there any individuals in the home ages 18 -24 who are unemployed/not enrolled in higher education?  Y / N

If Yes, please Specify:

Do any of the children/adults have a known disability/disorder? ____ N ____Y

If Yes what is Federal Disability code (if known): 
Please describe IEP Services (if any) referred child/student receives: 
Do any children in the home receive 504 Plan:  ____ N  ____Y, Please Specify: 



	Clinical Diagnosis
	DSM V (Diagnostic and Statistical Manual of Mental Disorders):

	

	Date of Diagnoses:        
	 Clinician:
	

	List any prior mental health treatment:      

	List any prior placements (facility/year/length of stay):       


	List any prior community interventions (provider/service/year/length of time):       


	Additional Information:



	Primary Agency/Organization Involved: 


	Contact Information (Phone/Email)       

	Case Manager:


	Contact Information (Phone/Email)       

	Other Agency Involvement: 



	

	Form completed by (Name Printed/Typed):  Contact Information (Phone/Email)


	Signature: 


	Date:      


1) Attach all pertinent materials, e.g. notices, waivers, VPA documents

2) This form shall be used to document all LCT meetings. Please maintain hard copies of form in administrative files.

Return to Calvert County Local Care Team Coordinator – Ariane Odom
P.O. Box 1098 Prince Frederick, MD 20678 

Or via In Person Delivery to 30 Duke Street, Suite 102

Or Via Electronically to Ariane.Odom@calvertcountymd.gov

(410) 535-1600 ext 8807  Fax: (410) 535 5467
Revised 05/16/2018
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