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the Mental Health Division, and to:
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| hereby apply for the benefits for which I/client may be eligible under the Mental Health
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MENTAL HEALTH SERVICES
COMMUNITY RESIDENTIAL PROGRAM
REFERRAL FORM USER GUIDE

A. PURPOSE OF COMMUNITY RESIDENTIAL PROGRAM REFERRAL

The referral information provided with enable the Community Residential
Program staff, to determine if any suitable facilities are available for the
client. The Community Residential Program referral formis to be completed by
the referring agencies prior to consideration of the client for placement.

If the client is placed in a Community Residential Program facility, the clinical
information provided will serve as a basis for treatment planning by Mental
Health Services and facility staff. The information will also enable the
designated Mental Health Centre staff to recommend and authorize
the level of care. Failure to fully complete the referral form may result
in a delay in placement.

B. INSTRUCTIONS FOR COMPLETING THE COMMUNITY RESIDENTIAL PROGRAM REFERRAL

Page 1 Client # (MH USE ONLY)
Contact local LTC officers for any previous registration # and enter on form. If no
previous # exists, leave this section blank and MH will assign a new # to the client.

Page 1 Assessment Date (MH USE ONLY)
Enter date on which MH staff recommended a level of care or other service.

Page 1 Level of Assessment (MH USE ONLY)

Check off appropriate box:

(@) New Assessment Where no previous LTC client # exists, the completed
referral represents a new assessment.

(b) Review A review is an assessment of a resident’s care needs and
care plan which may lead to a re-assessment of a resident’s care level
classification.

(c) Re-Assessment A re-assessment is a formal assessment of the level of
care of a resident which may result in a change in the resident’s care level
classification.

(d) Appeal Service Provider disagrees with the assessment of a resident’s
care level.

(e) Correction

Page 1 Health District (MH USE ONLY)
Enter health district # of the catchment area where client is to be placed. This
shall be completed by the Mental Health Centre Director at the time of care
level authorization.

Page 1 Assessor # (MH USE ONLY)
Enter full 6 digit number of the MH assessor recommending the level of care.

Page 1 Family Name
Include any other known name/alias on separate sheet (addendum).

Page 1 BC Residency
Client must be a resident of BC for preceding 12 months or have an approved
residency waiver in order to be eligible for Community Residential placement.

Page1 W/R
Indicate a “W” for those persons receiving social assistance benefits. The “R”
should be used for those persons not receiving social assistance benefits.

Page 1 Capability Status
This is a legally determined status and is made under the Patients Property
Act. This information may be found in the patient record or obtained from the
attending psychiatrist, the client or family members.

Page 1 Committees
A committee is the person legally designated to make decisions for another,
either in regard to their finances (property) or their person, or both.

Page 1 Caution Sheet (MH use only)
Mark “Yes” if there has ever been a Caution Sheet completed. Use Caution
Sheet as indicated in the MHS Clinical Policies and Procedures manual.
Any information on the Caution Sheet must be included in the referral form
information.

Page 1 Allergies (MH use only)
Indicate if any known drug, food or environmental allergies exist. See allergy
information section on page 3 of referral form.

Page 2 Educational/Vocational, Employment History
Indicate all post-secondary education. If N/A, then note last grade completed.
Indicate all vocational training. List all positions of employment and indicate
the years positions held, i.e. 1974-76, or 3 months in 1980.
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Page 2 Hobbies/Interests, Special Abilities
“Special abilities” refers to playing of musical instruments, computer skills,
artistic or athletic talents, etc. Include activities client would like to do.

Page 3 Psychiatric Diagnosis
Use DSM lll terminology, if available.

Page 3 Degree of Mental Handicap (Retardation)
Indicate 1Q level where information available and/or the level of handicap, i.e.
profound, moderate, mild, borderline.

Page 3 Alcohol/Drugs
Indicate whether alcohol or drugs previously or currently interfere(d) with
client’s daily functioning.
Smoking: Indicate excessive or unsafe smoking habits.

Page 3 Allergies
Indicate if any food, drug or environmental allergy exists.

Page 3 Stressful Situations
This could include stressful circumstances in the following areas: interpersonal
relationships, finances, social skills, physical illness, housing, employment,
education, etc.

Page 3 Traumatic Events
Describe traumatic events in client’s life. For example, sexual/physical abuse,
rapes, deaths, etc.

Page 3 Decompensation
Describe signs of decompensation with regard to the areas of behaviour,
personal hygiene, speech, thought content and changes in mood.
For example: deterioration in personal hygiene, aggressive behaviour, hostility,
compulsiveness, withdrawal, retarded or pressured speech, delusions,
hallucinations (auditory/visual), depressed or euphoric mood. Be specific in
describing the signs of decompensation.

Page 4 Problem Reference, List (Back of User Guide)
Read directions on the Problem Reference List. The list is intended to be
used as a reference guide, but may also be used as a checklist if desired. In
the latter case, the list may be retained in the client record. If used for this
purpose, each page must have client identification and date of completion.
This list is intended to assist in the completion of the referral form and is not for
distribution to service providers.

Page 5 Strengths
Indicate positive personality traits and interpersonal strengths.
For example: reliable, dependable, honest, kind, considerate, compassionate,
generous, neat, tidy, clean, works well in groups, self disciplined, perseverant,
insightful, punctual, problem solving skills, tolerant, outgoing, sociable,
perceptive, workmanlike, courteous, trustworthy, responsible, pleasant,
agreeable, stick-to-itiveness, stamina, patience, constancy, charming,
persistent, gracious, plucky, etc.

Page 5 Goals of Residential Placement
Indicate purpose and goals of residential placement. State short and long
term goals in objective, behaviourally measurable terms.

Page5 Summary
This space is available for additional comments or a summary statement.



