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      	Mary Rumbaugh, Director
Behavioral Health Division
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Clackamas County Wraparound Referral
Clackamas Behavioral Health Division

Date of Referral: ____________________


YOUTH INFORMATION

Youth Name: _____________________________________ Date of Birth: ______________ Age: __________

Race: ________________________  Ethnicity: ________________________  Gender: ___________________

Oregon Health Plan:  Yes   No  	     If yes, OHP #: _____________________________________________ 

Other Health Insurance:  Yes   No      If yes, other insurance carrier: _______________________________

Referred By: ______________________________  Agency/ Role: ___________________________________

Phone: ___________________________________ Fax or Email: ____________________________________



LEGAL GUARDIAN INFORMATION

Name: ____________________________________________ Relationship: ____________________________

Address: __________________________________________________________________________________

Phone: _____________________________________ Fax or Email: __________________________________

Physical Address of Child (If Different):

Name: ____________________________________________ Relationship: ____________________________

Address: __________________________________________________________________________________

Phone: _____________________________________ Fax or Email: __________________________________


SYSTEMS AND SUPPORTS INFORMATION

Systems Involved (check all that apply):  Mental Health   Special Education   DHS Child Welfare  
 Juvenile Justice/ OYA   Developmental Disabilities   Substance Abuse/ Addictions   Complex Physical Health   SAIP/ SCIP   Other: ________________________________   
        

SYSTEMS AND SUPPORTS INFORMATION
Please complete this section to the best of your ability. List all people currently involved with the Youth or Family, Including Family or Community Supports. Please check if you have attached a signed Release of Information, which is voluntary and not required to be screened for Care Coordination. 

Primary Care Provider: ____________________________________________________________________

Phone: _________________________ Fax or Email: ___________________ Signed Release of Information

Current Mental Health Agency: _____________________________ Therapist: _______________________

Phone: _________________________ Fax or Email: ___________________ Signed Release of Information

Current School: _________________________________________ IEP:  Yes   No        Grade: ________

School Contact: ____________________ Phone: _____________________  Signed Release of Information

Other Involved Supports: ______________________________________ Role: ________________________

Phone: _________________________ Fax or Email: ___________________ Signed Release of Information

Other Involved Supports: ______________________________________ Role: ________________________

Phone: _________________________ Fax or Email: ___________________ Signed Release of Information


Goals for Care Coordination: 
 Develop an individualized plan based on strengths and needs   	
 Facilitate multi-system team meetings
 Coordinate system navigation and advocacy	
 Engage family, system partners and natural supports		
 Engage culturally and linguistically responsive supports
 Safety and crisis planning

INTERNAL USE ONLY
Insurance Type (check all that apply):  HSO  OHP Open Card  Private Insurance (OHP 2nd)   Private Insurance (No OHP)   No Insurance   

Date Referral Complete: ___________________                           Date of Determination: __________________                              
                                        Screening Outcome:  Approve   Deny     	 		

Referral Source Notified:  Yes  No                     Family or Legal Guardian Notified:  Yes  No

Care Coordinator: ________________________________________          Date Assigned: _________________


________________________________________________	     ___________________________________        ________________
Signature of Clinician Completing Determination          Printed Name and Credentials	           Date
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