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Please fill out this form as completely as possible.  You should be able to tab among fields, or click to type. We accept referrals from caregivers and professionals. 
Please keep the document in Microsoft Word format, save a copy to your computer, and then email the completed form to h.webb@bracac.org. Please put trauma treatment in the subject line. 



	Today’s Date:                      

	1.  CHILD INFORMATION (one child per form)

	Full Name (first, middle, last)
	DOB
	Age
	Race/ Ethnicity
	Gender

	
	
	
	
	

	2.  REFERRAL SOURCE INFORMATION

	Your Name
	 
	Relationship to Child
	 

	Email
	 
	Phone
	 

	Address
	     
	
	     

	Has this child been sexually abused, physically abused, or a witness to domestic violence?
	 FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes: have they been seen at a Child Advocacy Center—when/where?       

	What type of service are you referring this child for? (please choose only one)
	 FORMCHECKBOX 
  Trauma Assessment resulting in report with treatment recommendations 
 FORMCHECKBOX 
  Trauma-Focused Treatment, including an initial intake assessment

	3.  CURRENT CAREGIVER INFORMATION

	Caregiver Name
	 
	Relationship to Child
	 

	Email
	 
	Phone
	 

	Address
	 

	Who has custody of 
the child?
	 FORMCHECKBOX 
 Biological Mother           FORMCHECKBOX 
 Biological Father       FORMCHECKBOX 
 State

 FORMCHECKBOX 
 Relative,  please specify: 
 FORMTEXT 

     
                             Other, please specify: 

	Is the child’s caregiver aware of this referral?                                       FORMCHECKBOX 
  No          FORMCHECKBOX 
  Yes    

	4. DCBS INFORMATION

	Does this child have a history of involvement with DCBS?                 FORMCHECKBOX 
  No          FORMCHECKBOX 
  Yes 
If yes, please provide a brief summary of involvement:  

	Does this child currently have an open case with DCBS?              FORMCHECKBOX 
  No          FORMCHECKBOX 
  Yes 
If yes, is the DCBS worker aware of this referral?                             FORMCHECKBOX 
  No          FORMCHECKBOX 
  Yes         

	DCBS Worker
	 
	Supervisor
	 

	Email
	 
	Phone
	 

	Address
	
	County 
	

	5.  MENTAL HEALTH/BEHAVIORAL HEALTH SERVICE PROVIDERS

	Is the child currently receiving mental health treatment?
	 FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes: 
If yes, with whom & where:       

	Is this child prescribed any medications for psychological/behavioral symptoms?
	 FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes
If yes, please list medication(s) & prescriber for each:       

	Is the child’s current therapist aware of this referral?
	 FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes

	6.  CHILD’S HISTORY & FUNCTIONING 

	Has this child ever experienced or witnessed a potentially traumatic event, including but not limited to child abuse or interpersonal violence?           FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes

	Please summarize the type(s) of traumatic event(s) the child experienced and when they occurred:  

	Please describe any current symptoms and/or concerning behaviors displayed by this child: 

	Does this child have any developmental delays or other issues that may interfere with their ability to participate in trauma-focused treatment or assessment?         FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes  

If yes, please explain:      

	Has this child been placed with anyone other than their biological parents?     FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes
If yes, please summarize placement history:      

	7.  RISK

	Does the child have a history of suicidal ideations (talked about wanting to die, kill self, etc.)? 
      Yes – If yes, when was the most recent statement?   No    

	Does the child have a history of suicide attempts?  
      Yes – If yes, when was the most recent attempt?   No    

	Does the child have a history of hurting self or others?  
      Yes – If yes, please explain:   No    

	Is the child currently at risk of harming self or others?  
      Yes – If yes, please explain:   No    

	Does this child have a history of substance use?   
      Yes – If yes, please describe:  No    

	Does the child have current substance use?  
      Yes – If yes, please describe:   No    

	8.  ASSESSMENT QUESTIONS / TREATMENT CONCERNS

	What emotional and/or behavioral concerns would you like addressed in assessment or treatment; how do you hope treatment will help this child?

	1.       

	2.       

	3.       

	

	Once we receive your referral we will confirm receipt and follow up with any additional questions or concerns. 

Thank you!



