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	(Caller / Staff) Name:

Email:
	Name of Provider / (CRSP):
Phone #:

	Date of Referral/Intake:

	LOC:          Emergent              Urgent                  Routine

	MichCANS Score:


	

	DWIHN Access Call Center Staff Processing Call - Name:


	Today’s Date:

	DWIHN Assigned Member ID#:


	Date provider notified of enrollment status:


DWIHN Access Call Center

CCBHC - Children & Adolescents Mental Health /SUD Checklist and Enrollment Form
1. Individual Seeking Services - Demographic Information

Name: ___________________________________________   DOB: __________________

Phone: ________________________
SS#: ________________________
Address: ____________________________________________________  City: __________________

  State: __________________________  Zip Code: ________________  County:____________

Email: ____________________________________________

 FORMCHECKBOX 
 Check box if - Yes. Declared as “Homeless” 
2. Emergency Contact Information: 
 Name: ___________________________
Phone: ________________________ 

3. Legal Guardian (if applicable)

a. Name: _________________________
Phone: _________________________

4. Does the person have insurance?   _______ Yes. What Type?

 FORMCHECKBOX 
 Medicaid: Name of QHP _________________________
 FORMCHECKBOX 
 Commercial Insurance; What type ____________________
 FORMCHECKBOX 
 No. Uninsured

 FORMCHECKBOX 
 DHS; (Foster Child-Request proof that child is a Wayne County Ward) 

 FORMCHECKBOX 
 Other System Involvement (Substance Abuse, Juvenile Justice and/or Special School Services) ______________________________________________
5. Does the person have a DSM-V Diagnosis?
 FORMCHECKBOX 
 Yes. What is the code? _________________________
 FORMCHECKBOX 
 No. Inform provider that person MUST have a Diagnosis.
 FORMCHECKBOX 
  Suicidal or Homicidal Ideations? Plans? ______________________________
6. Is the person impaired in his/her ability to perform age-appropriate life activities, including:

 FORMCHECKBOX 
 Personal hygeine
 FORMCHECKBOX 
 Self direction
 FORMCHECKBOX 
 Activities for daily living
 FORMCHECKBOX 
 Learning and recreation
 FORMCHECKBOX 
 Social transactions and interpersonal relationships
 FORMCHECKBOX 
 History of current use of prescribed psychotropic medications.

 FORMCHECKBOX 
 History or currently psychotropic medications compliance
 FORMCHECKBOX 
 History or currently the above issues related to use of substances (recreational drugs / alcohol)
 FORMCHECKBOX 
 Learning/Recreation-School attendance issues/educational issues

 FORMCHECKBOX 
 Peer relationships

 FORMCHECKBOX 
 Parental/Guardian relationships

 FORMCHECKBOX 
 Legal problems
DURATION

A.) Has the person’s symptoms/dysfunctions lasted for at least six months in a 12-month period;

OR

B.) Based on the current conditions/diagnosis, there is a reasonable expectation that the symptoms/dysfunction will continue for more than six months? 
Yes ___     No ___

PRIOR SERVICE UTILIZATION

7. Has the person had any of the following?

 FORMCHECKBOX 
 Four or more admissions to community inpatient unit/facility in a calendar year
 FORMCHECKBOX 
 More than 30 days in a community inpatient in a calendar year
 FORMCHECKBOX 
 More than 60 days state hospitalization in a calendar year
 FORMCHECKBOX 
 More than 20 mental health visits in a calendar year (e.g. individual/group therapy)
 FORMCHECKBOX 
 Current or history of contact with the criminal justice system (arrest, jail, incarceration, parole,
      probation)

 FORMCHECKBOX 
 Family history of mental health concerns
 FORMCHECKBOX 
 Family history of substance abuse

(Question #5 - #7 is only an FYI question.  The person does not have to have any of these checked to be eligible)
8. Does the person have any current/history of substance abuse?

(Question #8 does not determine if the person is eligible or not.)

 FORMCHECKBOX 
 Yes. What is the Diagnosis Code? ____________________________
 FORMCHECKBOX 
 Drug of Choice? __________________________________________
 FORMCHECKBOX 
 Age of first use ______ How long has the person been currently using? ____________
 FORMCHECKBOX 
 Yes. Reported use in the last 30 days
 FORMCHECKBOX 
 Reported history or current substance abuse treatment provider: ________________

 FORMCHECKBOX 
 How many times has the person been in substance abuse treatement? _____________

Comments / Notes (include reason for referral or enrollment): 


