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DHHS Referral for MaineCare Section 65 M&N

Child and Family Behavioral Health Treatment

Community Based Treatment for Children without Permanency

Date Received in District Office:      

 FORMTEXT 
        
Type of Service Requested:
 FORMCHECKBOX 
 Treatment Child and Family Behavioral Health Services (MaineCare Section 65M)
 FORMCHECKBOX 
 FFT
 FORMCHECKBOX 
 Community-Based Treatment for Children without Permanency (MaineCare Section 65N) 
 FORMCHECKBOX 
 MST           FORMCHECKBOX 
MST-PSB 
 FORMCHECKBOX 
 Shelter



 FORMCHECKBOX 
 Direct 65M/N Provider referral due to Imminent Risk          Date Services Started due to Imminent Risk        
Check only one criteria for Imminent Risk    FORMCHECKBOX 
Behavioral Health   FORMCHECKBOX 
  Child Welfare    FORMCHECKBOX 
  Corrections
Individual Requesting Service:      



Relation to Child:       
Name of Person Completing this Form (if different than above):                                          Title:         

Agency:      





Office Location/Address:      
Phone Number:      

Fax Number:                                        Email address:         
Are 65M services already being provided in this child’s home? Yes   FORMCHECKBOX 
   No     FORMCHECKBOX 
             

Demographics of Child:         Child’s Name (spelled as it appears on the MaineCare Card)
First:        
Middle:        

Last:      
DOB:      
SSN:      
 Maine Care #        
Gender:   FORMCHECKBOX 
 M    FORMCHECKBOX 
 F          Race:      
Child’s Current Residence (Legal Address where child will receive this service)

Street:       
Town:       
State: Maine
Zip:      
Phone:      
Please Check Only One Guardian(s)  FORMCHECKBOX 
  Sole  FORMCHECKBOX 
 Shared  FORMCHECKBOX 
 DHHS Custody  FORMCHECKBOX 
 Own (18-21 Yrs) or Emancipated 
	Legal Guardian
     

	Mailing Address
     
	Phone #      
Cell #      
 FORMCHECKBOX 
 No Phone

	Legal Guardian
     
	Mailing Address

     
	Phone #      
Cell #      
 FORMCHECKBOX 
 No Phone

	DSM-IV or DC 0-3 Written Diagnosis

Axis I                                                          Axis II       


The Department is obligated to offer you the first available provider with an ability to begin service.  You may identify a preferred provider but this provider may not be the first available to begin the service.  Choosing a preferred provider may delay the start of service.
 FORMCHECKBOX 
 No preference

 FORMCHECKBOX 
 Prefer “Name of Provider” _     ___________________________

 FORMCHECKBOX 
 Please do not send information to the following provider’s _     _________________________________________________

In order for Treatment to proceed the following Parental/Guardian Approval must be granted.  (Please initial after each statement and sign below in Parent/Guardian section)

As the parent/guardian of this child (or self, when own guardian), 

1. I agree with the proposed intensive in home child and family treatment service.       
2. I agree to actively participate in this treatment that includes: family meetings, family therapies, individual therapy, as indicated.      
3. I agree to the release of the information contained within this application, but only to a receiving provider agency as part of the treatment planning process.       
4. I have reviewed all information contained in this document and attest that it is true to the best of my knowledge.      
My signature below indicates my approval of all the above-initialed statements.
	Title
	Signature
	Date

	Parent / Guardian 
Youth  (if own guardian)
	
	


	Provider Title/Agency
	Signature
	Date

	 
	
	








PAGE  
2 of 2

01/2008         65MN Referral Form
Mail/Fax Form to: 

District 1 & 2  DHHS/CBHS 161 Marginal Way, Portland, ME 04101

District 3, 4, & 5  DHHS/CBHS 11 State House Station, 35 Anthony Avenue, Augusta, ME 04333 Fax: 207-624-5242

District 6, 7, & 8  DHHS/CBHS  176 Hogan road, Bangor, Maine, 04401

[image: image2.png]


_1163484326.bin

