Crisis Assessment and Referral Form




Crisis Residence
Hennepin County Medical Center

P: 612-352-5600

F: 612-352-5609

	Referral Source:
	
	
	
	

	Current Address:
	
	
	
	

	
	
	
	Race:
	

	
	
	
	Insurance:
	

	Phone #:
	
	
	PMI#: 
	

	Contact Person/Family Members:
	                                                       


Psychiatrist/Nurse: ______________________________________________________________
Therapist: _______________________CM/Social Worker: ______________________________
What problems are being experienced that require this level of care? _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is this person willing to accept voluntary treatment? 
YES

NO

Goal(s) for attending: _____________________________________________________________
Risky Behaviors (e.g., self-harm, suicidal ideation, homicidal ideation):_______________________________________________________________________
Mental Health Problems:

_______________________________________________________________________________

History of Violence:

_______________________________________________________________________________

History of Sexual Offense: 

_______________________________________________________________________________

Support Network:

_______________________________________________________________________________

Level of Functioning: _______________________________________________________________________________
Brief History and Information Obtained from Collateral Contacts:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Issues/Limitations:

_______________________________________________________________________________



For Crisis Residence Staff
         Patient Rights


Advanced Directives


Program Guidelines
	Intake Scheduled For:
	

	Program Start Date:
	


Strengths and Vulnerabilities:

_______________________________________________________________________________

Cultural Considerations:

_______________________________________________________________________________

Name:  





Med Rec #:





Account #








