Fax to Rainbow Child and Family Services: (702) 543-5109
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RAINBOW CHILD & FAMILY SERVICES
                     RCF REFERRAL/INTAKE FORM
Client Name: ______________________________________
Date of Referral: ___________
DOB: ______________________ SEX: ________ Medicaid #: ________________________

School/Treatment Center Attended:_________________________________________________________________

Grade: ____________   Release Time: _________________ Cross Streets: _________________________________
Person Making Referral: _______________________________________________________

Agency/Relationship: _________________________________________________________
Address: ____________________________________________________________________

Phone: ______________________________________     Fax: _________________________
Legal Guardian: ____________________________________   

[   ] Biological Parent [   ] Adoptive Parent   [   ] Foster Care/Kinship Care   [   ] Residential TX   [   ] Hospital   [   ] Other

Address: ____________________________________________________________________
Phone: ______________________________________   Fax: __________________________
Name of Caregiver: ____________________________________________________________
[   ] Biological Parent [   ] Adoptive Parent   [   ] Foster Care/Kinship Care   [   ] Residential TX   [   ] Hospital   [   ] Other

Address of Placement: __________________________________________________________
Phone: _______________________________________ Fax: ___________________________
Reason for Referral: ___________________________________________________________________________
____________________________________________________________________________________________
Psychiatric Hospitalizations (Include Dates): ________________________________________________________
____________________________________________________________________________________________
Assessment: [   ]Completed (date): ______________ [   ]Needed        [   ]Scheduled): _______________________
Diagnosis: ___________________________________________________________________________________
Current Medications (Please include dosage):
 ________________________________________________





      
  ________________________________________________





             
  ________________________________________________
Any Known Allergies: _________________________________________________________________________
	CURRENT TREATMENT BENG RECEIVED
	WITH WHOM AND HOW OFTEN

	[   ] Individual Therapy [   ]Group Therapy    
	

	[   ] Family Therapy
	

	[   ] Psychiatric Care/Medication Management
	

	[   ] Residential TX
	

	[   ] Day TX/Early Intervention
	

	[   ] PSR [   ] BST   [   ] Other
	


Services Requested:  [   ] BST   [   ] PSR   [   ] Crisis Intervention   [   ] Therapy

