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Referral Information
Client Information
Caregiver Information
Level of care:
Has family been notified of referral?
Referring CWS Caseworker
Type of Referral
Reason for Referral
Child Mental Health Information
Child Behavioral Health Screener (CBHS)
Attach most recent CBHS to referral form
Scores warranting a referral:
Current Mental Health Symptoms
Current Mental Health Symptoms
Frequency (never, sometimes, often)
Anger/aggression
Anxiety/nervousness
Attention (distracted easily, fidgety, daydreams)
Depressed mood
Eating problems (increased or poor appetite or extreme weight fluctuation)
Elimination problems (enuresis/encopresis)
Hyperactivity
Irritability
Obsessive/compulsive
Over sexualized behavior
Phobias/fears
Problems interacting with friends or caregivers
Self-harm
Sleep problems
Somatic complaints with no known medical cause
Struggles to regulate emotions
Additional Comments
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