259 Monroe Ave										Compeer Office Use Only
Rochester, NY 14607-3632							Date received		by_____ www.rochester.compeer.org							Date logged in		by_____
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CompeerCorps:  Vets Helping Vets
										
							
	
REFERRAL DATE:

	



CLIENT INFORMATION
	Client Name:
	Date of Birth:_____/_____/_____
                     Month/ Day / Year

	Current Address:
	City:
	State:
	Zip:

	Phone:
	E-mail address:
	
	



LIVING SITUATION
Lives with (self, spouse, parents, foster parents, relatives, friends, group home, inpatient, etc.) 
______________________________________________________________________________
Names, relationship to client and birth dates of those in same home
(group home or inpatient need not complete)
	Name:
	Relationship:
	Birthdate:

	Name:
	Relationship:
	Birthdate:

	Name:
	Relationship:
	Birthdate:

	Name:
	Relationship:
	Birthdate:

	Name:
	Relationship:
	Birthdate:

	Legal Guardian Name:
	Phone:

	Address (if different):
	City:
	State:           Zip:
	


For those not living with family:
	Contact with family:  Frequently     Occasionally     Never

	If contact, family member name(s):

	Relationship to client:
	Phone:

	Address:
	City:
	State:
	Zip:



EMERGENCY CONTACT
	Name:
	Relationship to Client:

	Phone (Day):
	Address:

	Phone (Evening):
	City:
	State:
	Zip:




PSYCHOSOCIAL INFORMATION
	Access to transportation?  Yes     No
What type?  Car     Bus     Other________________________________________________
Are there any special needs for transportation? If yes, please explain (i.e. wheelchair access, etc.):


	Current involvement in programs (e.g. Day treatment, work, volunteering, community recreation) - please list:


	Interests/Hobbies/Activities

	Arts:
	Sports:
	Movies:

	Crafts:
	Outdoor Activities:
	Drama:

	Sewing:
	Gardening:
	Games:

	Reading:
	Fitness Activities:
	Music:

	Animals:
	Dancing:
	Shopping:

	Dining Out:
	Volunteering:
	Church/Temple:

	Collecting:
	Cooking
	Other:

	Describe client's strengths and positive attributes:


	Please describe the client's interaction skills in the following settings:

	Group:
	1:1:

	Structured:
	Unstructured:

	Ability to adhere to limits?
	Ability to tolerate frustration?

	How does client interact with those with authority?  (i.e., physicians, mental health professionals,?)

	How does client interact with peers?

	How does client interact with those of different ages?

	Describe general personality traits (e.g. engaging, verbal, defensive, anxious, ,etc.):

	DSM IV Diagnosis
(Please Include Code with Diagnosis)

	Axis I:
	Axis IV:

	Axis II:
	Axis V:

	Axis III:
	Severity of Disability
Seriously Emotionally Disturbed (YOUTH)           ___Y(2)___N(0)
Seriously and Persistently Mentally Ill (ADULT)   ___Y(1)___N(0)

	Symptomatic Behaviors (What does the volunteer need to know?):


	Does client have a history of physically aggressive behavior?  Yes     No  
If yes, please describe:


	Has client ever been convicted of a felony or for any criminal activity? Yes     No
If yes, please describe:
When?__________Where?________________________________________________________
What was the nature of the offense(s)?


	Does client have any other medical conditions?  Yes     No  
If yes, please describe:

	Does client have any physical limitations? Yes     No     If yes, please describe



	Medication(s):


	Does the client have a service connected disability? Yes     No   If yes, please describe


	Any symptoms or side effects/interactions the volunteer should be aware of?


	Does client have a history of illicit drug use?   Yes     No   If yes, please describe



	Goals for CompeerCorps Activities:

1.

	2.	

	3.	



	Is it important that the volunteer be a specific age, gender, religion, ethnic background or have a specific quality?  Yes     No     If yes, please specify: 

______________________________________________________________________________Please add any comments or information that will help Compeer in finding an appropriate match.

______________________________________________________________________________
Client availability:  Daytime     Evenings  Weekdays:                                       Sat   Sun

	Does client smoke? Yes     No
	Does it matter to client if volunteer smokes?  Yes    No




REFERRING INFORMATION
	Referring Mental Health Professional Name:

	Title:

	Agency:

	Address:
	City:
	State:
	Zip:

	Phone:
	Fax:
	Email:

	Best time to call:
	Relationship/role with client: 
	Type of treatment (individual, family, group, group home, medication):


	Frequency of contact with client:
	Primary contact for Compeer Program?
Yes    No



If NO, please list information for primary contact
	Primary Mental Health Professional Contact:

	Title:

	Agency:

	Address:
	City:
	State:
	Zip:

	Phone:
	Fax:
	Email:

	Best time to call:
	Relationship/role with client: 
	Type of treatment (individual, family, group, group home, medication):


	Frequency of contact with client:



FOR COMPEER OFFICE USE ONLY

	DATE
	BY
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    MENTAL HEALTH PROFESSIONAL'S REFERRAL FORM


		
The following items are for statistical purposes and to help us match your client:

	1. Gender:
      1___Male
      2___Female

2. Social Security No.:
_________ - ________ - ________

3. Race: (check one)
10___White
20___Black-Unspecified Origin
21___African-American
22___Black-of Jamaican Origin
23___Black-of Other Origin
40___Asian/Pacific Islander-of Unspecified Origin
41___Asian/Pacific Islander-of Chinese Origin
42___Asian/Pacific Islander of Indo-Chinese  Origin
43___Asian/Pacific Islander of Indian/ Pakistani Origin
44___Asian/Pacific Islander-of Other Origin
50___American Indian / Alaskan Native 
60___Multi-Racial ______________________
70___Other_________________________
90___Unknown
Hispanic/ Latino Indicator 
00___Not Hispanic/Latino
10___Yes-Mexican, Mexican American, Chicano
11___Yes, Puerto Rican
12___Yes, Cuban
13___Yes, Other Known Origin
14___Yes-Origin Not Specified
19___Unknown

4. Veteran Status – Client
 01___Yes, Now on active duty (includes Reserves or National Guard)
02___Yes, In past but not now (Veteran)
03___Yes, Current active status unknown
04___No, Training for Reserves or National Guard Duty
05___No, Never served in military
99___Unknown









9.  Marital Status:
1___Never Married	
2___Married
3___Widowed
4___Separated
5___Divorced/Annulled
9___Unknown

10.  Education:  (check last grade completed)
01___No Education
02___Less than high-school
03___Some high school (8th grade or less)
04___High-school/GED diploma  
05___Vocational,technical, business school
06___Some college
07___2 year college degree
08___4 year college degree
09___Graduate school
10___Unknown

11.  Religion: (check one)
01___Roman Catholic		
02___Protestant		
03___Baptist		
04___Pentacostal		
05___Methodist		
06___Jewish			
07___Islam
08___Buddhist
09___Hindu
10___Christian Scientist
11___Jehovah's Witness
88___Other Congregational Affiliation ____________________
99___Unknown                                     (Please Specify)

12. Primary Language:
A___English	
B___Spanish		
C___Vietnamese		
D___Sign	
E___Braille
F___Other __________________________________________
Z___Unknown





	4a. Veteran Status – Client’s Spouse/Partner
 01___Yes, Now on active duty (includes Reserves or National Guard)
02___Yes, In past but not now (Veteran)
03___Yes, Current active status unknown
04___No, Training for Reserves or National Guard Duty
05___No, Never served in military
99___Unknown

4b. Veteran Status – Client’s Parent/Legal Guardian
 01___Yes, Now on active duty (includes Reserves or National Guard)
02___Yes, In past but not now (Veteran)
03___Yes, Current active status unknown
04___No, Training for Reserves or National Guard Duty
05___No, Never served in military
99___Unknown

5. Combat Service – Client
01___Yes
02___No
09___Unknown

5a. Combat Service –Client’s Spouse/Partner
01___Yes
02___No
09___Unknown

5b. Combat Service – Client’s Parent/Legal Guardian
01___Yes
02___No
09___Unknown


5c. Service Connected Disability
01___Yes
02___No
09___Unknown


5d. Proof of Service
01___DD 214
02___Orders 
09___DD Form 2















13.For Statistical Purposes Only: Aggregate Household Income
 01___Less than $13,200
02___$15,000 - $24,999
03___$25,000 - $44,999
04___$45,000 - $74,999
05___$75,000 and Up
06___Unknown

14.  Income Source:  (check largest single source)
00___None		
01___Full-time Employment		
02___Part-time Employment	
04___Alimony or Child  Support			
05___Unemployment		
06___Pension, Social Security
07___Support from Employed	Spouse		             
08___Support from Employed Parent
11___SSI
12___SSDI
13___ADC, Home Relief or other Welfare	
14___VA Benefits
15___Worker's Compensation
88___Other _______________________________________
99___Unknown

15.  Patient Funding Source Eligibility:
01___Self Pay (Only)	
03___Medicaid (Monroe County)   
05___Medicaid (Other County)
06___Medicare
08___CSS
10___NY Disability
11___ BC/BS
12___Preferred Care
13___Prospective Payment Packages (HMO,GVGHA,Blue Choice)                          
 14___DSS
15___Worker's Compensation
16___Other __________________
17___Education
20___VESID (Vocational and Educational Services for Individuals w/ DBL)
21___SSI	
22___SSDI
23___Medicaid Capitation
88___Other
99___Unknown



	6. Living Situation: (check one)
01___Private Residence (owned or mortgaged)
02___Rental Home/Apartment
03___Home of relative or friend	
04___Rooming House, Hotel, SRO (non-MH)
05___Nursing/Health-Related Facility
06___Institution (ex. RPC)
07___Community Residence
08___Adult Home (PPHA)	
09___Family Care	
10___Incarcerated (prison, jail, lock-up)	
11___Foster Home (C&Y clients)
13___Residential Treatment Facility (C & Y Clients)
14___SRO (mental health)
15___Supported Housing/Apartment
77___Transient/Homeless
88___Other________________________
99___Unknown	

7. Employment Status
10___Competitive employment with no formal supports
11___Competitive employment with ongoing supports
20___Community-integrated employment run by a state or local agency
30___Non-integrated employment run by a state or local agency
40___Sporadic or casual employment for pay
41___Non-paid work position (volunteer)
50___Not in Labor Force: looking for work
51___Not in Labor Force: retired, homemaker, student
52___Not in Labor Force: disabled, psychiatric inpatient, incarcerated
53___Not in Labor Force: other
99___Unknown

8. County of Residence: (check one)
28___Monroe
26___Livingston
59___Wayne
88___Other NY County  ________________________
                                           (Please specify)	









16.Additional Disabilities: …Please Explain
00___No Disabilities_____________________________
20___Developmental_______________________________
21___Mental etardation:______________________________                                                                 
31___Alcohol:________________________________________
32___Drugs:_________________________________________
33___Mixed Substance:________________________________
41___Blind:__________________________________________
42___Hearing Impaired:________________________________
43___Ambulation Impairment:___________________________
88___Other:_________________________________________
99___Unknown

17.	Prior Mental Health Service:  (check one)
00___No Prior Known Services
01___Prior Inpatient
02___Prior Outpatient
03___Prior Day Program
04___Inpatient & Outpatient
05___Inpatient Day Program
07___Inpatient, Outpatient Day Program
09___Unknown


























															
	            											
Waiver of Liability

It is the purpose of this agreement to exempt, waive and relieve Compeer Rochester, Inc., its affiliate associations, event hosts, sponsors, and each of them, their officers, directors, agents and employees, hereinafter referred to as 'releases,' from any and all liability for personal injury, property damage, and wrongful death, including if caused by negligence--including the negligence, if any, of releases.

Participant acknowledge they have read and understand the foregoing.

___________________________________  	_____________	_________________________
Participant Signature				Age			Date Signed

_______________________________				_______________________________________
Participant Name (Print)						Witness (Therapist)

	


Revised:  4/2011
































Consent for Release of Information

I, _______________________________________, give permission to exchange educational and psychosocial diagnostic, assessment, and treatment information, as well as descriptive information about symptoms and behaviors regarding:
________________________________________________________________ 
Date of birth: __________________    Social Security Number_______________

I hereby declare that I am the: 

(  ) Patient /Client                            (   ) Parent                        (   ) Legal Guardian

This information may be obtained from and released to:   
Agency: __Veterans Outreach Center_________________________________ 
Address: _________________________________________________________
               _________________________________________________________
Phone #_______________________________ Fax # _____________________

This information may be obtained from and released to:    
Compeer Rochester, Inc. (Staff and Volunteers)
259 Monroe Ave.
Rochester, NY  14607
Phone: 585-546-8280	Fax: 585-325-2558

I authorize the ongoing release of this information for the purpose of finding a volunteer mentor for myself or for my child, and also to support the volunteer throughout the duration of his or her match with me or my child in the Compeer Program. This consent expires when Compeer services are discontinued. I understand that I have the right to revoke and or restrict this authorization at any time, provided that I submit a request in writing to the referring agency. Any revocation shall not apply to the extent that the referring agency has already taken action in reliance on this authorization.

Client Signature: __________________________________  Date: 			
Parent or Guardian ________________________________  Date: 			
Witness/Notary Signature: ___________________________ Date: ___________
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