	CASSP REFERRAL FORM
	For CASSP Office Use

FTM □

	CONFIDENTIAL
	

	
	

	York County Human Services
	

	100 W. Market St., Suite 401
	

	York, PA 17401
	

	Phone: 717-771-9347 Fax: 717-771-4663
	

	Email:  humanservices@yorkcountypa.gov
	

	

	Individuals completing this referral for a CASSP meeting must also submit a completed CASSP information release form (attached).  The information release must include any other public/private agencies and schools that are involved with the child and/or family. Information contained in this form is confidential, and should be completed with the consent and knowledge of the child and family. 
We reserve the right to change the meeting type as deemed necessary by the Human Services Department.

	*Referrals that are not completed fully may be delayed.*

	

	Child’s Information

	Child’s Name: Last____________________________________________ First ______________________________ M.I. ______

	

	Birthdate: _____/_____/_____  Age: ______   School:                                                          Grade: _____      Gender: M / F      
  IQ = Above OR Below 70

	

	Current Address: Street _______________________________________ City __________________ State ______ Zip ________

	

	Axis I MH Diagnosis: ____________________________   MA Card: Y / N     Family’s Primary Language: ________________

	

	Parent(s)/Guardian(s): 

	                           Name _______________________________________      Phone/Email: _________________________________

	                           Name _______________________________________      Phone/Email: _________________________________

	

	

	Referral Source Information

	

	Person Making Referral: _____________________________     Referring Organization ________________________________

	

	Phone: ____________________________________________     Email: _______________________________________________

	

	Reason(s) for Referral:

	 FORMCHECKBOX 
 Multi-System Planning
	Past Services:           

	 FORMCHECKBOX 
 Moderate to Severe Behavioral/Emotional Health Concerns
	

	 FORMCHECKBOX 
 Moderate to Severe Physical Health Concerns
	Current Services:

	

	Please describe the main challenges that need to be addressed as it relates to the purpose of the referral:

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________

	___________________________________________________________________________________________________________


