WACO CENTER FOR YOUTH

REFERRAL PACKET

INSTRUCTIONS:  Please complete all the pages of this application.  The items listed below are essential to the Admissions Committee’s decision regarding this referral.  If this is a DPRS client, the Common Application Form is required.  

REQUIRED DOCUMENTATION:

· Psychiatric Evaluation



· Social/Family History

· Psychological Evaluation which includes one of the following 

I.Q. tests: 

Weschler Intelligence Scale for Children – III  or IV (WISC)

Standford-Binet – Fourth Edition (S-B,4,)  

Kaufman Adolescent & Adult Intelligence Test (KAIT )


Woodcock Johnson Test of Cognitive Abilities (WJIII)

(Non-verbal, brief, or abbreviated testing WILL NOT be accepted)

· Official Immunization Record

· Last 30 days progress notes (if applicable)

·  Most recent Discharge Summary (if applicable)

FAILURE TO INCLUDE THE REQUIRED DOCUMENTATION WILL RESULT IN A DELAY IN THE ACCEPTANCE AND/OR SCHEDULING OF AN ADMISSION DATE.

WACO CENTER FOR YOUTH

REFERRAL PACKET

Parent/Guardian Name:_____________________________________________________________________
Address:_________________________________________________________________________________ 
City:






County:________________________Zip


          
Telephone: (H)______________________________   Telephone: (W)________________________________ 
Telephone: (C)




      Telephone: (C)






1.   Child’s Name: ___________________________________   Date of  Birth:_______________________

2.     Social Security #:______________________________  Medicaid #:_____________________________

3.     Is the child’s legal guardian a resident of Texas?          Yes__________          No__________

4.     Does the Department of Protective and Regulatory Services  (DPRS) have custody of child?   

                 Yes________            No________                   If yes, Level of Care____________________

LEGAL HISTORY SECTION

5. Has the child been FORMALLY adjudicated delinquent or declared CHINS (Child In Need of Supervision)?

 
      Yes________            No________


6.    Has the child been on probation (formal or informal)? 
      Yes______            No________


Dates


Charges


Probation Officer Name & Phone #

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

7.  Where is the child living right now and for how long? 

___________________________________________________________________________________________________

8. Describe any diagnosed medical condition.










9. If the child is on any medications, please list all by copying below exactly what is printed on the 

        prescription label including dosage, strength and frequency.

        


        

        

10. Medication allergies:____________________________________________________________________

Food allergies: ________________________________________________________________________

Other allergies:________________________________________________________________________

11. Please list all out-of-home placements (psychiatric hospital, emergency shelter, juvenile detention, basic care facility, RTC).

PLACE



REASON FOR PLACEMENT


DATES TO/FROM



       

       

       

       

12. Describe type/frequency/circumstances of behaviors such as verbal, physical, and sexual aggression,  

        depression/self-abuse, property destruction, substance abuse, runaway, etc. that necessitates             

        placement in residential treatment: 

       

       

      

     

       

       

       

       

      

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

       

SIGNATURE/TITLE OF STAFF COMPLETING FORM                                             DATE


SIGNATURE OF PARENT/GUARDIAN                                                                         DATE

SEND TO:  MARILYN MOON                               OR                    FAX TO: MARILYN MOON

                     3501 NORTH 19TH STREET                                                         (254) 745-5126

                     WACO, TEXAS  76708

                     (254) 745-5175 OR  (254) 745-5302





REVISED 04/19/01
                               marilyn.moon@dshs.state.tx.us
 (NAME)

MEDICAL HISTORY

Please complete as part of ADMISSION packet.

This history will aid your physician in obtaining complete and detailed medical information for your record.

CURRENT DIAGNOSIS:

MEDICATIONS:

DOSAGE:

ALLERGIES TO FOOD OR MEDICATIONS:

PAST HISTORY – Any diseases or problems with:

Eyes:






Heart:









Ear, Nose, Throat:




Stomach or Intestines:







Lung-Respiratory:




Kidneys:








Muscle-bone Problems:



Convulsions (Epilepsy):






Skin:
















Childhood Illnesses:  (Measles, mumps, chicken pox, etc.)  Please include dates and age. 





PAST HOSPITALIZATIONS:  (Age or date) – other than psychiatric

OPERATIONS:

SERIOUS INJURIES:  (Broken Bones, etc.)

POISONINGS:

PREGNANCY HISTORY:           Length of Pregnancy:


  Check if adopted:




Did mother have:


Yes


What Month


Type or Reason

Infections





   



   





Bleeding





   



   




Medications





   



   




Injuries





   



   




Exposure to x-ray




   



   




Drugs






   



   





DELIVERY HISTORY:           (If Known)

Birth Weight


  Forceps Used 

  Cesarean Section (Reason) 




Any problems with:   Bleeding? 


 Delay in Cry or Breathing? 





Was baby given oxygen (If so, how long?) 










Other Problems? 













DEVELOPMENTAL HISTORY:     (Indicate age when appropriate)

Rolled over 

 Sitting 
       Walking 

Talking 

Using Sentences 



Toilet Trained 





Average grades in school 



  Any grades failed 






Any problems with:   Speech ?


  Vision? 


  Hearing? 




Have menstrual periods begun? 


  What age? 







IMMUNIZATIONS:     A copy of all official immunization records must be attached.

(Date immunization administered )

DPT 


  
Polio Series 


 
Hepatitis B Vaccine 



MMR 


 
.Varicella: (dates of vaccination or  active disease)
         



           




      Must include month/date/year required
         



           




      Estimate if necessary


          



TB Skin Test:  (If client tested positive, what treatment was provided)  




Is there a history of any tobacco use? 

  How much daily? 






Is there any history of drug or inhalant abuse? 

 What type 


 How often? 



Is there a history of alcohol abuse?  











Is there any history of sexual abuse? 

 What age? 

  By whom? 





Is there unusual exposure to any toxins such as spray, insecticides, fumes, etc.? 





Has client or family member traveled outside of the country (if yes, where and when)? 





Does the client wear glasses or contact lenses? 









Does the client have any other prosthetic devices? (hearing aids, braces, splints, etc.)? 


​
 

SOCIAL/FAMILY HISTORY

Father’s occupation 




   Mother’s occupation 





Are parents separated 



  Divorced 


Remarried 





Client is in the custody of:  Parents 

  DHS/CPS 

  Other 

 (please specify)







Age




Any Medical Problems?

CHILD’S Father





    








    Mother





    








    Brothers 





   







    Sisters





   







Do any biological relatives (such as parents, grandparents, siblings, aunts, uncles, cousins) have any of the following diseases:






      Yes

No


Relation to CLIENT

Drug Abuse





     








Alcohol Abuse




     








Mental Illness





     








Deafness





     








Eye Disease





     








TB






     








Lung Disease





     








Asthma





     








Thyroid Disease




     








Endocrine/Hormone Problems 


     








Diabetes (Type I or Type II?)



     









Anemia





     








Bleeding Problems




     








Kidney Disease




     








Heart Disease





     








Hypertension





     









History of Heart Attack / Stroke


     








 (under age 50)

Birth Defects





     

 






Cancer
 (Type)





     








Other:






     









PLEASE SEND PERTINENT PAST MEDICAL RECORDS.
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5

