 IOL Child and Adolescent PHP Referral Form 		2

[image: Hartford, Connecticut: Research & Treatment Opportunity for Excessive  Clutter – Children of Hoarders]
Child & Adolescent Partial Hospital Program Referral Form 
The Child and Adolescent Day Treatment Program provide various levels of outpatient care, providing an increased level of support to youth and families during a challenging time.  The levels of care include Partial Hospital Program or PHP and Intensive Outpatient Program or IOP for ages 11-18 (18 if the youth is still in High School).
	Partial Hospital Program (PHP) provides care 5 days a week for 4 hours per day for approximately one month, inclusive of group therapy, medication management; family support and individual check ins.  This level of care is typically helpful for those who are experiencing acute symptoms of mental health challenges.  Patients start at PHP level of care and step down to IOP level of care once completing the first month.  Hours of program are 12pm-4pm during the school year and 9am-1pm during the summer.
	Intensive Outpatient Program (IOP) is provided as a smooth continuation of care from PHP, but with less hours required per week in preparation for ultimately stepping down to outpatient level of care (generally individual therapy and medication management although can vary depending on personal needs).  IOP care includes attending program 5 days a week for 3 hours per day for about 2-5 weeks depending on individualized need.  Hours of program are 1pm-4pm during the school year and 9am-12pm during the summer.
	Family engagement and involvement is a key component for youth to be successful in program. The program provides support to families, inclusive of consistent communication and family sessions during PHP and IOP levels of care.  We ask for a family session at least once per week during PHP and then it is tailored depending on level of need during IOP.
Due to the high intensity of support needed during this time, youth and families are expected to engage fully in the program.  Attendance is expected consistently in order for the team to be able to support and provide the best treatment.  Due to the limited timeframe of this program we request attendance and treatment be the priority during the 8-10 weeks that the youth and family are engaged in PHP/IOP.  The program will ask that any other appointments, activities, obligations, or vacations are scheduled outside of program time.  A child/adolescent who exhibits inconsistent attendance, without a reasonable excuse (e.g., sick, family emergency, etc), may be discharged from the program prematurely and will be up to the family to establish aftercare plans.  
PHP/IOP level of care is best suited for those who are willing to engage in group processing with peers.  Those with a high level of aggression towards others, significant developmental delays, and problem sexual behaviors have not done well in this setting.  We recommend you consider an alternative treatment modality so the youth and family can be successful in their treatment. 

[bookmark: _GoBack]                     Clinical Supervisor  ᴥ   Laura.Bramucci@hhchealth.org   ᴥ  860-545-7666
 Interim Program Manager  ᴥ PatriciaC.Graham@hhchealth.org ᴥ  850-545-7657
200 Retreat Ave, Hartford, CT 06106 



	Referring Provider/Program Information

	Date of Referral: 
	
	Referring Provider:
	

	Referring Provider’s Facility Name: 
	

	___Emergency Room    ___Inpatient    ___Residential    ___Outpatient Therapist/Psychiatrist    ___School     ___PCP     ___Other

	Email:  
	
	Phone:
	
	Fax:
	

	Patient Demographics

	Patient Name (Last, First):
	
	Preferred Name:
	

	Patient Age:
	
	Date of Birth:
	
	Patient Preferred Language:
	

	Race:
	
	Ethnicity:
	

	Gender at Birth: 
	
	Gender Identity:
	
	Pronouns:
	

	Is DCF legal guardian?                       
	Yes___ No___
	If yes, please include contact information below:

	DCF Worker:
	
	Phone:
	
	Email:
	

	Legal Guardian’s Name/Relationship (If more than one legal guardian please list all):

	1
	                Name
	Phone
	Email

	
	
	

	Relationship
	Preferred Language
	Address: City/State/Zip

	
	
	

	2
	               Name
	Phone
	Email

	
	
	

	Relationship
	Preferred Language
	Address: City/State/Zip

	
	
	

	3
	              Name
	Phone
	Email

	
	
	

	Relationship
	Preferred Language
	Address: City/State/Zip

	
	
	

	INSURANCE

	Patient’s Insurance Company:
	
	ID#:
	

	Policy Holder’s Name:
	
	DOB:
	

	TRANSPORTATION

	If patient has Husky A, are they/family comfortable with using a medical cab?
	Yes___    No___

	If patient does not have Husky A, can family transport to and from program?
	Yes___    No___

	The program may offer round trip transportation to those living in Hartford and Wethersfield.  The program provides one-way transportation to program for those living in Newington & Rocky Hill.  
Van transportation is based on current availability.


	If Qualified, Please Select From Program Van Transportation Options:

	Round Trip
	Yes___   No___
	One-Way:           
	_____ to program 	____ from program

	


Reason for Referral (Brief, Concise Summary):

	

	Current Symptoms (narrative format - please describe in as much detail as possible):

	





	Familial/Guardian Concerns/Stressors (ex. Separation, Divorce, Co-parent):

	





	Substance Use History (Include frequency, last use, first age of use):

	Current

	Type
	Frequency
	Last Use
	Age of First Use

	
	
	
	

	
	
	
	

	
	
	
	

	Past

	Type
	Frequency
	Last Use
	Age of First Use

	
	
	
	

	
	
	
	

	
	
	
	

	History of Mental Health Treatment (include year and names of provider/agency)

	Medication Trials:
	

	Psychiatric Diagnoses:
	

	Psychiatric Hospitalizations:
	

	Outpatient Mental Health Treatment:
	

	History of Self-Harm (By what means/methods)

	



	History of Suicide Attempts (By what means/methods)

	







	
Additional Info:

	




	Medical Conditions/Developmental Concerns/Surgeries/Life-Threatening Allergies

	



	Current Medications

	Medication
	Dose
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	DCF Involvement (Include past and present)

	




	[bookmark: _pu9c6b5xm72k][bookmark: _y9vln1bj0uts]History of Physical Aggression (Include at which age and in what context)

	





	Current Living Environment (Resides with etc.)

	




	Educational Services

	Current School
	
	Town:
	
	Grade:
	

	 504: 
	Yes___ No___
	IEP:  
	Yes___ No___   (Please include a copy of the IEP with referral if readily available.)

	Full Scale IQ  (if available)
	

	Additional Information

	





Please Submit Referrals To: 
Sayonara.Rodriguez@hhchealth.org    
Fax: 860-545-7049
 Thank you for submitting the referral, we look forward to assisting your patient during their time of need. 
Last updated 8/28/2023
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