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INTENSIVE IN-COMMUNITY REFERRAL FORM

Today’s Date: Click or tap to enter a date.

Client Information:
Last Name: Click or tap here to enter text.	First Name: Click or tap here to enter text.
Date of Birth:  Click or tap to enter a date.       Gender:  Click or tap here to enter text.  Language: Click or tap here to enter text.   CYBER ID# Click or tap here to enter text.
Parent/Guardian Name: Click or tap here to enter text.    Home Number: Click or tap here to enter text.
Street Address: Click or tap here to enter text. Cell Number: Click or tap here to enter text.
City: Click or tap here to enter text.   Zip Code: Click or tap here to enter text.   Medicaid ID#: Click or tap here to enter text.
Medications: Click or tap here to enter text.	Diagnosis: Click or tap here to enter text.
Youth Participating in Other Services:    ☐  No   ☐ Yes (Please Specify)  Click or tap here to enter text.
Name of Agency Requesting Services: Click or tap here to enter text.
Telehealth Services Acceptable: ☐ Yes ☐NO
Reason for Referral (goal oriented):  Click or tap here to enter text.

	Service Type & 
Authorization Code
	Authorization Start Date
	Authorization End Date
	Number of Units
	Authorization Number

	☐ BPS/Needs Assessment – 
    H0018TJU1
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	☐ Behavioral Assistant – 
    H2014TJ
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	☐ Master’s Level Clinician – 
    H0036TJU2 (LSW/LAC)
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	☐ Licensed Level Clinician – 
    H0036TJU1 (LCSW, LPC, LMFT)
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.

	☐Parent Coach – 
    CSA29
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.
	Click or tap here to enter text.


*Please attach service request to Cooperative Counseling Services Medicaid ID Provider #0087751*
Name of Case Manager: Click or tap here to enter text. Phone Number: Click or tap here to enter text.
Email Address: Click or tap here to enter text.   Supervisor: Click or tap here to enter text.
Please fax referral to 908-935-0753 attention IIC or email AccessCenter@cooperativecs.com
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