TIDES FAMILY SERVICES NEXO Clinic
WE NEVER GIVE UP ON A KID... NEVER! Referral Form

0

Identified Child’s Name: DOB: Gender: OIM [OIF
Race: Hispanic/Latino: Family’s Primary Language:
Mother’s Name: Legal Guardian? [ Yes 0 No DOB:
Full Address: Phone and email:

Father’s Name: Legal Guardian? O Yes J No DOB:
Full Address: Phone and email:

School Name: School Address: Tel:
School Contact Name: Contact email: Tel:
Does the child live with the parent(s)? [lYes [INo
Does the child take psychotropic medication(s)? [1Yes [INo Name: Dose:
Prescriber:

If no, adult responsible for the child’s care: | Relationship:

Address: | Phone:

Any known/suspected safety concerns in the home? LINo  CIYes (please explain):
Any known/suspected safety concerns w/youth (e.g., weapons, gang, etc.)? LINo  [IYeS (please explain):

Does the Child Have Insurance? [Yes CINo

Name of Insurance: Policy Number:

YOUTH PARENT(S)/GUARDIAN(S)
CIAnger Control [IPsychosis [IDevelopmental/Cognitive Delays
ClAnxiety CJRunaway /AWOL CIFamily Relationship(s)
CIBullying (i.e. Victim / Aggressor) [dSchool - (i.e. truancy, behavior) OInvolvement/Engagement. w/Youth’s Care
[JConduct Disorder [ISexual Offending Behaviors [JMental Health Needs
[IDaily Functioning/Self-Care Skills [JSexually Reactive Behaviors [JOrganization/Household Maintenance
[IDanger to Others (i.e. firesetting, homicidality) [JSocial/Peer Relationship Functioning CIPhysical/Medical Needs
CIDepression [ISubstance Use [CJResidential Stability/Basic Needs
[JDevelopmental/Cognitive Delays USuicidal/Self-Injurious [ISafety & Abuse Concerns
[CIEating Disturbance Trauma: [dSocial Resources/Network
[IHigh Risk Sexual Behavior(s) [IDiagnos(es): [ISubstance Use
Ulimpulsivity/Hyperactivity [ISupervision/Discipline Skills
[1Oppositional (Transportation
CIPhysical/Medical Needs [IDiagnosis:




