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Behavioral Health Services Referral 
3545 Long Beach Blvd., Long Beach, CA 90807  
Phone:  562.490.7600 / Fax:  562.997.4450 
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Name Age 

First  Middle  Last
Date of Birth 

Address 
Sex

Street Number  Street Name  Apt/Unit #

Gender Identity
City  State  Zip Code Ethnicity

Phone #  Email Language

Medi‐Cal #  School

Issue Date  Grade

Social Security #  School Phone # 

    Does child have an IEP?    YES   NO IBHIS ID # 

Medi-cal Card Sex      M           F 

Caregiver Name Referring Person Name 

Relationship to Child 

Referring Person Phone # 

Referring Agency/Entity/School

R
e
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n
 f
o
r 
R
e
fe
rr
al
 

Danger to others‐H/I  

Anxious/Fearful

ImpulsiveSelf-harm 

Hallucinations

Eating Concerns

Social Phobia

DefiantCompulsions

Low Motivation

Easily Distracted
Enuresis/Encopresis

Trauma

Attorney
    Phone  Previous Mental Health Services? Yes  Where?

     No

CSW/DPO
    Phone   Previous ChildNet client?       Yes

Other
    Phone                Clinician Preference(s)  

BHS Clinician currently in Home?      Yes

* Please attach minute order or court order if available 
No

Clinician Name  

Birth State

Relationship to Child

Caregiver Phone #

Consent to Text Messages Yes No

Caregiver Language 

Email

Email

Email

Abuse/Neglect

Substance Use

Delusions

Aggressive/Violent

Danger to self-S/I

Grief/Adjustment

Depressed/Sad

Withdrawn/Isolates

Panic Attacks

Peer ConcernsTrouble Focusing

School Difficulties

Nightmares

Sleep Concerns

Autism Spectrum

Intellectual Disability 

Developmental Concerns    

Court Ordered

Other _____________________ 

Other _____________________

Dysregulated

 No 

Email: BHSIntake@ChildNet.net

Hyperactive
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Existing medical conditions?  Notes 

Known developmental delays? 

Release from a psychiatric hospital, jail/juvenile hall, or residential facility within the past 7 days? 

M
ed
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at
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List names of current medication(s) 

 YES       NO  Med Compliant?   

If currently on psychiatric medications, 
how long is the supply good for? 

R
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&
 S
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rs
  Check below for any behavioral, health and/or safety concerns

Current/history of injuring animals 

Recent trauma exposure 

Victim of violence/abuse 

School Issues or IEP in place 

Current substance use/abuse 

Past substance use/abuse 

Bully/Cyberbully victim or aggressor 

Probation involvement 

DCFS involvement 

Unhoused

Current thoughts of self‐harm/Suicide 

Past thoughts of self‐harm/Suicide 

Prior suicide attempts 

Current thoughts of harming others

Past Thoughts of harming others  Past/Recent runaway 

Ca
se

 M
an

ag
em

en
t Check below for any identified or suspected Case Management Needs

O
th
er
 

Does the client require interpretation?      Yes       No 

Does the caregiver require interpretation?       Yes         No

Does the caregiver agree to work with an interpreter?      Yes           No

Custody arrangement

Intake Summary 

 Emergency/Urgent enrollment   Expedited Enrollment  Routine Enrollment  Refer to community agency 

ECM        CGF         WRAP/IFCCS           Program recommendation:           PEI          OCS    

Treatment recommendation:      MAP         TFCBT         ICBT         IPT

Received by     Date assigned Intake Clinician 

Date Received Clinician
 Enrollment 

 Assessment 

Yes No

Details if 'Yes'

Yes No Regional Center Involvement? Yes No

Yes  No

Details if 'Yes'
History of psychiatric hospitalization?  Yes No

Details if 'Yes' (where? when?)

Housing

Financial Security

Physical Health 
Social Support

Education/Employment

Legal/Justice Involvement

Safety

Food/Nutrition Security
Transportation

Date minute or court order requested   

If joint, other parent's name Phone #

PCIT CPP FOCUSGMH
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