



Submit referrals via fax to: 619-961-2138 OR via encrypted email to: SDIHOT@telecarecorp.com
CCBH # :                                             	                   				MEDICAL RECORD #:      
Telecare San Diego IHOT Referral 

 
 
	IHOT Staff Taking Referral: 
	[bookmark: Text1]      Referral Date:             Time:      

	Referral Relationship: 
	[bookmark: Dropdown14] 

	Referring Party Contact Information:  
	[bookmark: Text5]Name:       
[bookmark: Text6]Address:      	 
[bookmark: Text7]Zip code:      
[bookmark: Text8]Phone:      
[bookmark: Text9]Fax:      

	Language Preference:  
	[bookmark: Text10]      

	Interpreter/ASL Required:   
	[bookmark: Check1] |_|

	Participant Legal Name:  
	[bookmark: Text11]     

	Participant Address: 

	Address:      	 
[bookmark: Dropdown17]Zip code:                     region: 
Phone:      

	On conservatorship:
	      

	Date of Birth: 
	      

	Age: 
	[bookmark: Text32]    

	Gender (Sex assigned at birth): 
	[bookmark: Dropdown4] 

	Sexual Orientation: 
	[bookmark: Dropdown5] 

	Gender Expression/ Pronouns: 
	[bookmark: Dropdown6] 
 

	Race/Ethnicity: 
	[bookmark: Dropdown11] 
	[bookmark: Dropdown12]

	Marital Status: 
	[bookmark: Dropdown2] 

	Children: 
	[bookmark: Text18]      

	Veteran: 
	[bookmark: Text20]      
	Branch: 

	Employment: 
	[bookmark: Dropdown13] 

	Education: 
	[bookmark: Dropdown7] 

	
	

	[bookmark: Text84]Reason for Referral (include mental health symptoms):      

	Physical Description:      

	[bookmark: Dropdown8]Current Living Situation:                      

	Details for entry (Apt #, gated, gate code, etc):      

	[bookmark: Text26]Family Supports:      

	[bookmark: Text27]Family Contact Information (Name & Relation):      

	Emergency Contact (if different):

	[bookmark: Dropdown16]Family Coach Wanted:                Family Aware of Referral: 

	Outreach Strategies/Community Contacts (i.e., probation/parole):      



 
	Mental Health Dx:  
	[bookmark: Text33]     

	Substance Abuse/Use: 
	[bookmark: Text34]     

	Community Providers Participant Engaged With (PCP/Psych/Therapist):
	     


 
	Is participant taking psychotropic medications?      

	 Hx of Medical Condition(s)/ Current Medical Condition(s) (pregnancy):      

	 Hx of IEP or Developmental Delay:      

	[bookmark: Text45] Do you have any immediate concerns for your safety, or the person being referred?       

	[bookmark: Text46] Are there any safety issues for the IHOT Team (dogs, aggressive bxs, weapons)?      


	
Suicidal Ideation/Attempts 
	[bookmark: Check4] |_|
	[bookmark: Text50]      

	Self Harm, hx or current
	 |_|
	      

	Access to 
Weapons/Firearms 
	
[bookmark: Check5] |_|
	
[bookmark: Text51]      

	Homicidal 
Ideation/Attempts 
	
[bookmark: Check6] |_|
	 
[bookmark: Text52]      

	Hx. Aggressive Bx/Assault/DV 
	[bookmark: Check7] |_|
	      

	Sexual Predator/Offender 
	[bookmark: Check9] |_|
	[bookmark: Text56]      

	Restraining Orders, current or hx
	[bookmark: Check13] |_|
	[bookmark: Text60]      


 
	[bookmark: _Hlk148959666]INPATIENT TREATMENT FACILITIES (Last 1-3 years): 
	DATE 
	REASON 

	[bookmark: Text61]      
	[bookmark: Text63]      
	[bookmark: Text65]      

	[bookmark: Text62]     
	[bookmark: Text64]      
	[bookmark: Text66]     

	     
	      
	     

	INCARCERATIONS (Last 1-3 years): 
	DATE 
	REASON 

	      
	      
	      

	     
	      
	     

	     
	      
	     

	
	NUMBER
	REASON

	Police/PERT/MCRT Involvement:  
	[bookmark: Text72]      
	[bookmark: Text83]      


      
        
                    	                   

FOR OFFICE USE ONLY



	Signature of person completing referral:
	Date:



	Disposition:      





	Assigned to PSC:
	Date:



	Assigned to Family Coach:
	Date:




[bookmark: Text85]ICD 10:      
[bookmark: Dropdown1]DX Code: 
[bookmark: CCBH]CCBH#:      
[bookmark: MR]Medical Record #:      
[bookmark: Dot]Dot #: 
[bookmark: Dropdown15]Accepted: 
Screened by: 	Date:      


FOR OFFICE USE ONLY
Potential Laura’s Law/AOT Status – Entry
	|_| Yes       |_|No
	Potential Laura’s Law/AOT Treatment Referral
	All 9 criteria above must be checked “Yes”

	

	
	Eligibility Criteria for AOT Service
	Guidance for Determining PLL/AOT Status

	[bookmark: Check14][bookmark: Check15]|_| Yes       |_|No
	1. Is 18 years of age or older
	Same as IHOT eligibility criteria

	|_| Yes       |_|No
	2. Is suffering from a mental illness
	Based on diagnostic impression and/or CCBH diagnosis. Suggests the presence of severe and persistent mental illness (not primarily substance abuse, developmental disorder, or acquired traumatic brain injury), which substantially interferes with functioning.

	|_| Yes       |_|No
	3. Clinical determination that the person is unlikely to survive safely in the community without supervision
	Based on diagnostic impression and other available information. Person would not be able to meet basic health and safety needs without supervision and assistance (e.g., clinical, family, or other service provider with regular oversight)

	|_| Yes       |_|No
	4. Have a history of non-compliance with treatment that has either:
· Been a significant factor in his or her being in a hospital, prison or jail at least twice within the last thirty-six months (NOT INCLUDING CURRENT EVENT); or
· Resulted in one or more acts, attempts or threats of serious violent behavior toward self or others within the last forty-eight months (NOT INCLUDING CURRENT EVENT)
	Based on information available from CCBH, participant family, other referring/collateral party, and/or experience in IHOT program. Has treatment non-compliance contributed to the associated events within the specific time-frame? Note: Current incident should not be included in this determination. 
Key issue: has a pattern of non-compliance contribute to these outcomes in the past?

	|_| Yes       |_|No
	5. Has been offered an opportunity to voluntarily participate in a treatment plan by the local mental health department but continues to fail to engage in treatment
	Based on all available information.
Key issue: has a specific effort been previously attempted to voluntarily engage person in treatment services?

	|_| Yes       |_|No
	6. Is substantially deteriorating
	Based on all available information. The person is on a trajectory of substantial deterioration or decompensation.

	|_| Yes       |_|No
	7. Participation in the assisted outpatient program is the least restrictive placement necessary to ensure the person's recovery and stability.
	Based on all available information. Without participant in AOT, it is expected that the person will need inpatient commitment or another placement more restrictive than AOT.

	|_| Yes       |_|No
	8. Is, in view of his or her treatment history and current behavior, in need of assisted outpatient treatment in order to prevent a relapse or deterioration that would likely result in the person meeting California’s inpatient commitment standard, which is being:
A serious risk of harm to himself/herself or others;
OR
Gravely disabled (in immediate physical danger due to being unable to meet basic needs of food, clothing, or shelter)
	Based on all available information. 
Key issue: without AOT, is it expected that this person would likely meet California’s inpatient commitment standard.

	|_| Yes       |_|No
	9. Be likely to benefit from assisted outpatient treatment
	Based on all available information. The individual would likely benefit from participating in an AOT program (instead of expecting no benefit or possibly causing harm due to participant in AOT.
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