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Behavioral Interventionist Program Referral 

Referral Information 

Date of Referral  

Person Completing Referral  

Referral Contact Information  

Agency Location/Branch  

 

Child Demographics 

Child’s Name  

Child’s DOB  

DCN/Medicaid 
#/FACTS 

 

Child Race/Ethnicity 
☐ African      ☐ American Indian/Alaska Native      ☐ Asian                               
☐ Black/African American       ☐ Hispanic/Latino        ☐ Multiracial                                  
☐ Native Hawaiian/Pacific Islander     ☐ White/Caucasian       ☐ Other 

Gender 
☐ Cisgender Female       ☐ Cisgender Male       ☐ Nonbinary      
☐ Transgender Female       ☐ Transgender Male   ☐  Agender   
☐ Gender Fluid   ☐ Genderqueer       ☐ Two Spirit   ☐ Prefer not to answer 

Sexual Orientation ☐ Asexual       ☐ Bisexual        ☐ Gay        ☐ Lesbian        ☐ Pansexual                           
☐ Polysexual     ☐ Queer       ☐ Questioning      ☐ Straight  
☐ Prefer not to answer 

 

Caregiver Information 

Caregiver Type ☐ Adoptive       ☐ Biological        ☐ Foster        ☐ Guardianship                                
☐ Kinship       ☐ Relative       ☐ Residential Placement   
☐ Hospitalization Placement 

Caregiver Name  

Caregiver Full Address  

Caregiver Phone Number  

Caregiver Email  

Household Income 

☐ $0-$10,000    ☐ $10,001-$20,000    ☐ $20,001-$30,000                          
☐ $30,001-$40,000    ☐ $40,001-$50,000    ☐ $50,001-$60,000                 
☐ $60,001-$70,000    ☐ $70,001-$80,000     ☐ $80,001-$90,000                
☐ $90,001-$100,000    ☐ $100,001-$110,000    ☐ $110,001-$120,000     
☐ $120,001-$130,000    ☐ $130,001-$140,000                                              
☐ $140,001-$150,000    ☐ $150,001+ 
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Total # in Household ______ children under 18       _______ adults 18+ 
 

 

Professional Team Information 

Case Management County  

Case Manager  

Case Manager Email  

Case Manager Work Phone  

Case Manager Cell Phone  

Therapist Name  

Therapist Phone Number  

Primary Physician Name  

Primary Physician Phone 
Number 

 

Primary Physician Email  

Client Placement Status 
☐ Adopted    ☐ Assisted Living   ☐ Biological   ☐ Foster   ☐ Guardian   
☐ Homeless    ☐ Residential     ☐ Living Independently                           
☐ Relative/Kinship   ☐ One Nights   ☐ Unknown 

 

Child Information & Diagnosis 
 
 
Mental Health Diagnosis (List All) 

 

 
 
 
 
 
Past Trauma History and/or 
Reason for State Involvement 

☐ Child Abuse     ☐ Domestic Violence  ☐ Neglect  
☐ Sexual Abuse  ☐ N/A 
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Residential/Hospitalization 
History 

 

# of days spent & admissions to 
residential/acute facilities prior 
to BI 

_________ days        _________ admissions 

 
 
 
Typical behaviors displayed in the 
home 

 

Does the child have any physical 
disabilities?  ☐ Yes      ☐ No 

 

If yes, what are they and what  
accommodations are made? 
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Other Referral Notes 
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