Referral Form

Behavioral Education and Therapy Program 

PI Name:

Unit:

Referral Date:

Tel:

 Fax:

Email:


Supervisor:

Tel:

Email:


Primary Caregiver:

Relation to Target Child:

Address:

City/Zip:





(  ) Home Tel:

 (  ) Work Tel:

(  ) Other Tel:

*Contact this caregiver regarding services?  (  ) Yes       (  ) No    If no, services cannot be provided.

  If yes, best time to contact: (  ) Morning   (  ) Afternoon   (  ) Evening

*Has program been described to caregiver and has he/she agreed to referral?  (  )  Yes  (  )  No

Target Child:
 Name:

DOB:
 
Gender:   (  ) Male    (  ) Female
Other children in household:

Name:

DOB:
 
Gender:   (  ) Male    (  ) Female
Name:

DOB:
 
Gender:   (  ) Male    (  ) Female
Name:

DOB:
 
Gender:   (  ) Male    (  ) Female
Name:

DOB:
 
Gender:   (  ) Male    (  ) Female
Reason for referral: 

Other relevant information (e.g., DJJ involvement, custody issues, other caregiver involvement?):

________________________________________________________________________________



Please check appropriate boxes below for how often behaviors are exhibited by target child:

	
	Multiple times a day
	Once a day
	Multiple times a week
	Less than once a week

	Physical Aggression
	
	
	
	

	Running Away
	
	
	
	

	Property Destruction
	
	
	
	


Please circle any additional behaviors the target child exhibits:

Non-compliance


Lying


Stealing

Verbal Aggression
Suicidal Threats

Truancy



Drug Use

Inappropriate Sexual Behavior
Threats of Physical Aggression

PLEASE FAX COMPLETED REFERRAL FORM TO 239-461-7698
 (FOR B.E.T. USE ONLY)

Date Received:_______


Action: (  ) Accepted for screening     (  ) Rejected: Child too young     (  ) Rejected: Other___________________________________________
Behavior Analysis and Therapy, Inc. ( 2295 Victoria Avenue, Room 354G ( Ft. Myers, FL  33901

Telephone (239) 461-7634 ( Fax (239) 461-7698

