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	Children’s Administration   --  Region 2
PSYCHOLOGICAL  SERVICES  Referral  Form





	Starting date
	     
	
	Ending date (maximum 180 days)
	     

	Provider Name
	     
	
	Famlink Provider ID
	     

	
	
	
	
	

	Social Worker
	     
	
	Phone #
	     

	Office
	     
	
	Case #
	     

	
	
	
	
	

	Client’s Name

(For children also give caregiver’s name)
	     
	
	Client’s Phone
	     


Allowed Hours & Rates   --  These are posted on the CA Contracted Provider’s website, and are based on which county holds the contract.  http://www.dshs.wa.gov/ca/partners/contractRates.asp   --  If CA is paying for the evaluation or a specific month of counseling, providers cannot accept other funding.
	
	SERVICE  REQUESTED
	Hours Authorized 

	 FORMCHECKBOX 

	Psychological Evaluation
(Testing with interpretation and report)

	     

	 FORMCHECKBOX 

	Neuropsychological testing battery & neuro-behavioral status exam with interpretation & report.  --   (Conducted in addition to the work done under the Psych Eval above.)


	     

	 FORMCHECKBOX 

	Additional time added to the above for complex Parental Capacity Evaluations.  
(Advance approval from Regional Administrator required for Region 2 providers.)  

	     

	 FORMCHECKBOX 

	Counseling with written report

 FORMCHECKBOX 
  Individual Psychotherapy

 FORMCHECKBOX 
  Family Psychotherapy    --     Child present?    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Group Psychotherapy  (unrelated individuals)
Please explain why the client cannot receive services through medical coupons, insurance, or paying a sliding scale fee.  Also explain why the client must receive services from a Psychologist, and not through the Professional Services contract.       

	     

	 FORMCHECKBOX 

	Consultation with CA staff or client for interpretation or advice on a specific case.

	     


****   PROBLEM SUMMARY FOR CLIENT ON NEXT PAGE   ****
_____________________________________________________________________________________ _____
Social Worker Signature                                                                                                                 
Date
___________________________________________________________________________________________
Supervisor Signature                                                                                                                       
Date
____________________________________________________________________________________ ______
Area Administrator Signature 








Date
_____________________________________________________________________________________ _____
Regional Administrator Signature  (or designee).  Only for addtl hours.



Date

Problem Summary for Client  (name)        
     
Also send the provider a referral letter with specific questions or topic you would like addressed in the evaluation or counseling sessions.  Specify in the letter what supporting documents you are including in the referral packet. (ISSP, CASA report, prior evaluation & treatment reports, CA assessments and safety plans, documentation of children’s special needs, etc.)
__________________________________________________________________________________________

Social Worker Signature                                                                                                                    Date
Routing:  After signing, a copy to each of the following: case file, provider, & Fiduciary
.



Rev 5/30/12
Questions email:   CAR2ContractsSection@dshs.wa.gov   
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