Talbot County Local Care Team (LCT) Referral Form

SECTION   1. PERSONAL INFORMATION

Name of Child:                                              New to LCT?          Yes   ____  No

Date of Birth: _________       Age____    Gender    __             Race ______

Parent/Guardian:            _____________________  Phone:					

Address:  __________________									
 
Insurance: ___________________________________ Email:________________________________
	
List name, age, and relationship to the child, who lives in home:
______________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List Family Strengths:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

What are the issues you would like to see the team address?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SECTION 2. AGENCY INFORMATION STATUS

Referring Agency/Organization: _________________________________________________

Agency Contact Name: _________________________________Phone___________________

 Email: _______________________________________________________________________	


 Agency Involvement (Please circle): 

DSS	  HD	DJS	TCPS	   DDA	     DOR     CSA   CASA       MCF

Other: _______________________________________________________________________	


Give a brief summary of the agency’s involvement including the reason for the referral and the services that have or are being provided.  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


SECTION 3. HEALTH/MEDICAL INFORMATION

Child’s Medications: ___________________________________________________________________________       
___________________________________________________________________________
___________________________________________________________________________
                                                                                                                                               

Current DSM Diagnosis: 
____________________________________________________________________________________________________________________________________________________________                                                                                                                                                            

SECTION 4. EDUCATIONAL INFORMATION

Current school placement: _______________________________________________________________

Special Education? Yes_______ No________ Grade__________
Most Recent IEP Date____________


SECTION 5. PERSONS THE REFERRING AGENCY (or LCT Chair when a parent self-refers) WILL INVITE TO THE LCT (to include parents/guardians, therapist, case worker, etc.) 

Please list potential attendees: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Attach any additional pertinent information, e.g. medical reports, recommendations, etc.





TALBOT COUNTY LOCAL CARE TEAM (LCT) CONSENT FOR INTERAGENCY DISCUSSION and RELEASE OF INFORMATION/RECORDS

I (we) give permission for the following agencies to discuss and obtain/release/share information regarding: 

Name: _________________________________ DOB___________ 

I (we) understand that the LCT may require information to be released from or shared with, the following agencies: 
Alcohol and Drug Administration/ Talbot County Addictions 
Talbot County Public Schools 
Talbot County Health Department 
Talbot County Department of Social Services 
Department of Juvenile Services 
Mental Hygiene Administration or Core Service Agency 
Local Management Board 
State Coordinating Council 
Governor’s Office for Children 
Developmental Disabilities Administration 
Department of Rehabilitative Services 
MD Coalition of Families 
Wraparound Maryland, Inc. 
CASA of Talbot County, Inc. 
Eastern Shore Crisis

**Required Please write in current Mental Health Provider:__________________________________

Specify other public/private providers as appropriate:___________________________________ _____________________________________________________________________________

I (we) understand that information obtained by the Talbot County Local Care Team will be used for assessment, evaluation, and planning for the delivery of services for our child. The information to be obtained may include, but is not limited to, records pertaining to: 
Medical History 
Developmental History, including psychological evaluations and treatment social history 
Psychiatric 
DJS Information 
Educational information 
Other Please specify: ___________________________________________________ 

I (we) understand that by law, I (we) need not consent to the release of this information. However, I (we) choose to do so willingly and voluntarily for the purpose specified above. Authorization expires_____________ (maximum of one year from the date of signatures). I (we) understand that I (we) may revoke this consent at any time except to the extent that action has been taken in reliance on my (our) consent. 

____________________________________ 		________________________________ 
Signature Parent(s) or Guardian(s) 			Signature Witness 

____________________________________ 		________________________________ 
Print Name 						Print Name 

____________________________________ 		_________________________________ 
Date 							Date
