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COOPERATIVE COUNSELING SERVICES OUTPATIENT REFERRAL FORM                                      
Referral Date:  Click or tap to enter a date.	
**PLEASE PROVIDE DISCHARGE PAPERWORK/TREATMENT HISTORY ALONG WITH THE REFERRAL FORM AS WE CANNOT PROCEED WITH SCHEDULING UNTIL ALL REQUIRED DOCUMENTATION IS RECEIVED. THANK YOU! **

Required Attachments:
· Release of information from referral source.
· Discharge summaries from IOP, PHP, inpatient, residential, or ER within the last 6 months (include dates of service, diagnosis, meds, and aftercare plan).
· Most recent psychiatric evaluation, neurological evaluation (if applicable), medication list, and insurance information. 
Referral Source:
Name of Referring Agency: Click or tap here to enter text. Referral Contact’s Name: Click or tap here to enter text. 
Phone: Click or tap here to enter text.                      Referral Contact’s Email: Click or tap here to enter text. 
How did you hear about us? Click or tap here to enter text.
	
Client Demographic Information:
First Name: Click or tap here to enter text. Last Name: Click or tap here to enter text.
D.O.B.  Click or tap to enter a date. Gender: Click or tap here to enter text.  Ethnicity: Click or tap here to enter text.
Primary Phone: Click or tap here to enter text.	Secondary Phone: Click or tap here to enter text. 
Address (street): Click or tap here to enter text.  City: Click or tap here to enter text.  Zip: Click or tap here to enter text.
Email Address (REQUIRED): Click or tap here to enter text. 
Primary Language: Click or tap here to enter text. 
Bilingual Required: ☐ Yes ☐ No	If YES, Language: Click or tap here to enter text.   
Does the client/family have an 18+ Translator Available? (If referring for Psychiatric Evaluation or Medication Management, please note that we currently DO NOT have Spanish‑speaking psychiatric providers): ☐ Yes ☐ No 

Family Information:
Parent/Guardian Name: Click or tap here to enter text.
Living Situation/Custody Arrangements: Click or tap here to enter text. 
Is youth's parent/guardian aware of this referral? ☐ Yes   ☐ No  
Other service agencies involved: ☐DCPP (Name:_______________________________)
 ☐ CMO (Name:_______________________________) ☐ CMRSS (Mobile Response Name:_______________________________)
☐ CST (Child Study Team Member Name: __________________________)

Handicap Accessibility Required: ☐ Yes   ☐ No          
Insurance Information:
Insurance Carrier: Click or tap here to enter text. Insurance ID #: Click or tap here to enter text. 
*Please attach copy of private insurance card in order for us to verify your benefits.  CCS also provides a sliding scale.
*If 3560 Medicaid, please attach the PerformCare Provider Authorization letter for all 3560 Referrals. 
Submit service request under:
· CCS Medicaid ID Provider #: 65266368-269484
· Service Code: CSC02 
· Individual Therapy & Medication Management is typically 2 units per visit, for 12 weeks (48 units for 90 days).

Reason for Referral
Referring For: ☐ Individual/Family Therapy  ☐ Psychiatric Evaluation  ☐ Medication Management 
Preferred Location: ☐ Middlesex ☐ Mountainside ☐ Virtual
Presenting Concerns and Diagnoses (REQUIRED):  Click or tap here to enter text.
Reported Behaviors
 CHECK ALL THAT APPLY 
☐ *Suicidal Ideation    ☐ *Homicidal Ideation  ☐ *Suicide Attempt ☐ Self-Harm ☐ Auditory/Visual Hallucinations
☐ Difficulty Sleeping  ☐ Excessive Worrying  ☐ Frequent Crying ☐ Withdrawn ☐ Panic Attacks
☐ Trauma ☐ Harmful/Cruelty to Animals ☐ Fire Setting Behaviors
☐ School Avoidance ☐ Excessive Tardiness ☐ Excessive Absences ☐ Peer Conflict 
☐ Hyperactivity/Impulsivity ☐ Disruptive ☐ Teasing/Bullying ☐ Physical Aggression ☐ Verbal Aggression ☐ Destruction of Property
☐ Unable to Follow Directives ☐ Withdrawn ☐ Inappropriate Sexualized Behaviors 
☐ Threatening ☐ Violent ☐ Elopement ☐ Gang Involvement 
☐ Substance Abuse: (drug of choice) __________________________________________ Alcohol ☐ use ☐ abuse
Diagnosis of Autism: ☐ Yes ☐ No		If YES, is client verbal?: Click or tap here to enter text.
Current Medications (N/Y) and Prescribing MD: ☐ No   ☐ Yes, M.D. and please list:  Click or tap here to enter text. 








Mental Health Treatment History:
Past Counseling History? ☐ Yes ☐ No
If YES, Type of Counseling: ☐ In-home ☐ Outpatient ☐ Partial ☐ Residential ☐ In-Patient
Recent Treatment/Hospitalizations (Where, When, and Why?): Click or tap here to enter text.
Has the youth/will the youth be discharged successfully (Hospital, PHP, IOP, Residential)? ☐ Yes ☐ No
If youth is receiving IIC Services, please provide: IIC Agency: Click or tap here to enter text. IIC Provider Name: Click or tap here to enter text.    IIC Provider Phone Number:  Click or tap here to enter text. 

Please email to: AccessCenter@cooperativecs.com or
Fax referral to (908) 935-0753 (Attention: “Outpatient”) 
*Please note that incomplete referrals will be returned and may result in delays in scheduling.
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