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Dear Stakeholder,

Here at Whitaker Psychiatric Residential Treatment Facility (PRTF), our mission to provide comprehensive, evidence-based, and trauma-informed services to North Carolina’s youth, who have emotional and behavioral challenges and need secure residential care. Thank you for your interest in our facility and the services that we provide. The purpose of this correspondence is to provide instructions that will assist with completing a referral packet.  

All Referral packets should be completed by the referring Provider/Consumer along with the Child and Family Team. The referral or Universal Residential Application (MCO URA) must be completed and should include supporting documentation, including CCA and CCA-A if applicable, school records, and psychological evaluation including IQ scores if applicable for an application to be processed. After completion, the completed referral packet should be sent directly to Whitaker PRTF. After a review of information submitted in the packet, if the applicant is determined to be appropriate, a Social Worker from Whitaker will contact the referral source to schedule an interview.

Again, thank you for your interest. If you have questions regarding the process, please contact Whitaker PRTF at 919-575-7927 (dial 0 for the operator). 

Thank you,

Whitaker PRTF Admissions Committee 




Authorization of Referral 
Name of COC/MCO: ___________________________________________________________






1. IDENTIFYING INFORMATION 
Name:  ________________________________________________________________________________
[bookmark: Check18][bookmark: Check19]Date of Birth: __/__/____    Sex: |_| Male |_| Female   Height ____ Weight_________
County of Residence: _____________________________________________________________________
Referral Source Provider:  _________________________________________________________________
Referral Source Name and Number:  _________________________________________________________
Address: _______________________________________________________________________________
Phone:  ________________________________________________________________________________
D.S.S. Worker: __________________________________________________________________________
Address: _______________________________________________________________________________
Phone/Fax: _____________________________________________________________________________
D.J.J. Worker: ______________________________________________________________
Address: ___________________________________________________________________
Phone/Fax: _________________________________________________________________
Funding Source(s): Insurance/Medicaid #’s for Treatment Expenses: ___________________________________________________________________________
2. CURRENT STATUS
Legal Guardian: _____________________________________________________________
Address:___________________________________________________________________
Phone:_____________________________________________________________________
Applicant’s Current Placement: _________________________________________________
Address:___________________________________________________________________
Legal Status /Juvenile Court Involvement: ____________________________________________________________________________
____________________________________________________________________________
Current Educational Placement/Exceptionality/Grade Level: ___________________________________________________________________________


List and describe interventions/placements previously tried and which aspects were successful/unsuccessful (include out-patient treatment, residential, hospitalization, etc.)
If there are additional placements, please attach. 
	Treatment Intervention/Placement
	Dates
	Applicant Response

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	


	


	
	

	


	
	




3. DIAGNOSTIC INFORMATION
DSM-V Diagnoses/Date of Diagnosis: ______________________________________________________________________________________________________________________________________________________________________________
Previous Diagnoses of Concern: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IQ (FSIQ, Verbal Comprehension Index, Processing Speed, Working Memory, and Perceptual Reasoning Index)/Level of Functioning Assessments/Dates of Testing:
 Note: If Verbal Comprehension Index is below 75 or Full Scale is below 70 it would be unlikely that the applicant would benefit from the program.  
Date of testing: _____________________________________________________________
VCI______    PRI________ WM________ PS________ FSIQ _______ Adaptive ______

Substance Use /Abuse History: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Sexual Offense/Abuse History: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Gang Affiliation if any: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Primary Symptoms/Behaviors (check all that apply)
	
	Yes
	No
	Unknown
	If yes, describe

	Psychotic

	☐	☐	☐	



	Physical Aggression

	☐	☐	☐	



	Verbal Aggression


	☐	☐	☐	



	Property Destruction

	☐	☐	☐	



	Suicidal or Self-Injurious
	☐	☐	☐	



	Suicidal or Self-Injurious 

	☐
	☐	☐	



	History of Elopement

	☐	☐	☐	



	Sexual Acting Out


	☐	☐	☐	



	Substance Use

	☐	☐	☐	



	Other

	☐	☐	☐	





Strengths/Assets: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical Problems: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications (Dosage): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. ECOLOGICAL INFORMATION 

***NOTE: IDEALLY EACH RESIDENT SHOULD HAVE A VISITING RESOURCE FOR ROUTINE THERAPUTIC LEAVE IN THE COMMUNITY IN A SAFE AND SUPERVISED ENVIRONMENT TO PREPARE FOR SUCCESSFUL REINTEGRATION INTO THE COMMUNITY UPON DISCHARGE. 
Visiting Resource Plan:	
	
	
	
Anticipated Discharge Plan - Whitaker PRTF prepares residents to live in less restrictive environments upon discharge. However, because the problems of our residents are more severe than most, they continue to need intense services (although not in a locked facility) after they leave Whitaker. 
Please be specific about the child’s proposed discharge plan:
	
	
	
	

      Parental/Family Involvement	
[bookmark: Check1][bookmark: Check2]Does this child have family involvement?  Yes  |_|  No |_|
If “yes”, how will this child’s family be involved in treatment during placement?
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Behaviors or conditions that make continued placement in the home community difficult:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

TREATMENT ISSUES
Main Areas of Concern: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


What progress needs to be made for the resident to be successful in the community?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What services will the area program provide while the applicant is in placement?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of Referral: ____________________

Additional information should be included for the referral packet to be reviewed, all starred items must be provided in the packet.  
NOTE: Adolescents who are diagnosed with an Intellectual Developmental Disability should be referred to the STARS Program at Murdoch Center. (Phone Number: 919-575-1070)

*_______	Comprehensive Clinical Assessment (CCA)/CCA-A (Completed within 30 days of Referral) 
 ________       Psychosocial Assessments
*_______	Psychological Testing Including IQ Testing (within the last 3 years – if applicable)
  _______	Admissions Assessment Psychiatric Hospitals or Mental Health Centers
  _______	A detailed Life Chart or a thorough Developmental/Social History
[bookmark: _Hlk535505049]  _______	Discharge Summaries from Prior Treatment Facilities (if applicable)
  _______	Achievement testing (most recent and/or within the last 3 years) 
*_______	School Transcripts (most recent)
  _______	Report cards (most recent and previous report cards for the entire current school year)
*_______	Exceptional Children’s Forms to include all DEC forms (DEC 1-7 and a current IEP (DEC 4) that indicates BED, L/D, OHI, other) * Please note that if a child has been identified as an Exceptional Child (EC), legally they should have a current IEP. 
  _______	Vision and Hearing Screenings (Recent)
  _______	Current Physical and Immunization Records
  _______	Psychiatric Assessment 
  _______	Personality Assessments (if available)
  _______	Discharge Summaries from Psychiatric Hospitalizations (if applicable)
  _______	Neurological Testing (if applicable)
  _______	Speech/Language Evaluation (if applicable)
  _______	Juvenile Court Reports (if applicable)
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