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Creating Scholars Through Therapy
2021B Cunningham Drive, Suite 2
Hampton, VA 23666
(O) 757-262-2040 (F) 757-262-2070
Email to:
dcarrera@creatingscholarsthroughtherapy.com
tdepriest@creatingscholarsthroughtherapy.com

Admission/Referral Form

Fax all Completed Form to: 757-262-2070/ Attention CSTT Intake

Date Submitted: 		
Medicaid Number: 				
Medicaid Verification: (attached) 				
Screened By: 				

Client Name: _______________________________   DOB:
Phone: 		          	SS#: _______________________________
Mother: 				Father: ______________________________
Guardian: ___________________________	Relationship to Client: 

Client’s Address: 		
City: _________	 State: 			 ZIP: 		

Client was referred to CSTT by: 

				  CSTT		                             	
Name 				  Agency		                   Phone 

Referral based on current behavioral/ mental health issues (within the last 3 months):
Other collateral services involved with the family:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]________________________________________________________________________________________________

Other Collateral Services involved with the family:
Request services: Intensive In- Home ________ Out patient ______ Mental Health ______ TDT 
                   ***** Do Not Write below this section- CSTT Staff will complete remaining Section*****

Intake / CSTT Assessment: Date: ______________________ Time: ___________________  
Assessor: ___________________________________    
Magellan’s decision: ____________________ Date: __________________
Case assigned to: ______________________________________      Date Assigned ___________________________________ 
					                 
The provider shall assist individuals who are not admitted to identify other appropriate services.
The provider shall retain documentation of the individual's initial contacts and screening for six months. Documentation shall be included in the individual's record if the individual is admitted to the service. 
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