Wraparound Referral Form

Hood River, Wasco and Sherman Counties

Referral Contact
Name: Agency/Organization: ‘
Role/Title: Preferred Contact: []Call[_]Text[ JEmail

Phone Number:

Email:

I have consulted with the youth(14+) and guardian about this referral, and they are in agreement:[_Yes[ |No

Youth Information

Youth Name:

Pronouns:

Birthdate: Age:

Legal Name:
(If different than above)

Race/Ethnicity:

Primary Language:

Preferred Contact:

(Jcall [JText [JEmail

Phone Number: Email:

Oregon Health Plan: [ JYES [INO Other Health Insurance Insurance Carrier:

Prime ID # [JYES [INO

Legal Guardian/Parent Information

Name(s): Relationship:
Primary Language: Pronouns:

Address: Preferred Contact: [ Call [ Text [J Email
Phone: Email:

Current Placement Information (If different from above)

Name(s): Relationship:
Primary Language: Pronouns:

Address: Preferred Contact: [ ]Call[_]Text[ _JEmail
Phone: Email:

Biological Family Information (If different from above)

Name(s): Relationship:

Primary Language: Pronouns:

Address: Preferred Contact: [ ]Call[JText[_JEmail

Phone: Email:

Youth System Involvement (check all that apply)

[IMental Health | [ ISpecial Education |[]Child Welfare | []Intellectual/Development Disabilities
(IEP/504)

[ 1Juvenile [ |Substance Abuse | [ ]Complex [ IMARC [ IOther:

Justice Physical Health

[lInpatient Programs (SAIP/SCIP/PRTS/CSEC) * Youth discharging from an inpatient program will be
automatically accepted if youth/family agree to participate in the Wraparound Process.

Please submit completed referral form for eligibility determination to wraparound@mccfl.org



mailto:wraparound@mccfl.org

Systems and Supports Information

Current School: School Contact:

Grade: | | IEP/504:CJYES [INO Case Manager Contact:

Mental Health Provider: ‘ Address:

Phone: | Email:

Primary Care Provider: ‘ Address:

Phone: | Email:

Dental Care Provider: | Address:

Phone: ‘ Email:

Other Involved Supports: ‘ Address:

Phone: ‘ Email:

Other Involved Supports: \ Address:

Phone: ‘ Email:

Eligibility Criteria

To be eligible for Wraparound, youth must meet all the following criteria:

Youth is under 21 years of age [l Youth agree to complete or submit a Mental
Health assessment upon referral approval

Multi-system involvement ] Youth is experiencing complex needs

(MH, DHS, JJ, DD, Medical, IEP/504)

To be eligible for Wraparound, youth must meet 2 of the following criteria:

Youth is at high risk of harm to themselves ] Significant risk of losing home placement

or others impacting daily living due to complex needs

Significant risk of losing school or daycare ] Atrisk of being placed in a restricted ]
placements due to complex needs environment outside of the community

Significant family stress or environmental [ Care Coordination needs cannot be met by

factors are impacting daily functioning the other systems

Please describe the strengths of youth and family:

Please describe the needs of youth and family:

How can the Wraparound Process support youth and family?

Please submit completed referral form for eligibility determination to wraparound@mccfl.org
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STAFF USE ONLY
Committee Review Date:
[ JAccepted []Deferred

Consent for Wraparound Screening

Youth Information

Name: Legal Name: Date of Birth:

The purpose of this screening is to determine whether your child/youth are eligible for Wraparound services.
Participation in the Wraparound screening process is entirely voluntary. You may refuse to sign this consent for
screening or withdraw consent at any time, but actions taken prior to withdrawal cannot be revoked.

Eligibility for participation in Wraparound is determined through the Wraparound Review Committee. The Wraparound
Review Committee consists of Wraparound team members, Mental Health providers, Department of Youth Services,

Juvenile Justice, Child Welfare, Self-Sufficiency, School Personnel, Developmental Disabilities, Public Health,
Substance Use Treatment, and potentially other invested community partners.

The Wraparound Screening process may include a mutual exchange of information and records to determine eligibility

criteria is met from our Wraparound Review Committee members.

If a youth is not determined to meet Wraparound criteria at this time the Wraparound Care Coordinator will update
youth/family and referring party as well as provide alternative appropriate supports and potential services.

By signing this form, | acknowledge and agree to the following:

e lunderstand that participation in Wraparound is voluntary.

e |consent for myself/ my youth to be screened for Wraparound program eligibility.

e lunderstand that completing the screening does not guarantee acceptance into Wraparound services. If youth is

determined ineligible, alternative community resources may be suggested.

e | consent to the mutual exchange of relevant information with the Wraparound Review Committee for the
purpose of determining eligibility.

e lunderstand that | may withdraw my consent at any time by notifying the Wraparound Coordinator.

Client Signature (14+): Date:
Legal Guardian Name:

Signature: Date:

Please submit completed referral form for eligibility determination to wraparound@mccfl.org
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