CAROLINA RESIDENTIAL SERVICES

PROVIDENCE MANOR

REFERRAL FORM FOR RESPITE SERVICES

314 East Westbrook Street, Wallace, NC 28466

Phone: 910-285-5319/ 910-358-4352       Fax: 910-285-5438

-Respite bed is for adult females with MI or MI/DD only-
Referred Client’s Name:      FORMTEXT 

     

Date of Birth:
 Age:   
Social Security Number:     
Married:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Client’s Address: ( FORMCHECKBOX 
Homeless)      
Phone:     
County of Residence:     
Emergency Contact Name:     
Address:     
Phone:     
Enroute Transportation Provided by:     
Return Transportation Provided by:     
Axis I Diagnosis:     
Axis II:     
Axis III: (list any medical conditions)     
 FORMCHECKBOX 
Diabetes,  FORMCHECKBOX 
Hypertension,  FORMCHECKBOX 
Epilepsy,  FORMCHECKBOX 
HIV,  FORMCHECKBOX 
Hepatitis,  FORMCHECKBOX 
STDs 

 FORMCHECKBOX 
Pregnant.,  FORMCHECKBOX 
Dementia  or  FORMCHECKBOX 
other TBI

Vital Signs:      BP,      Pulse,      Temperature,      Respiration      Weight

Current medications:     
Will the client bring these medications?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Will the client require any medical equipment?     
Has a physician determined this client to be medically stable?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No    If yes, 
Name of physician:     
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Why does this client need respite services?     
Does this person have a history of aggressive or assaultive behaviors?  FORMCHECKBOX 
No,  FORMCHECKBOX 
Yes.   

If “yes,” please describe:     
Does this person have a criminal record?  FORMCHECKBOX 
No,  FORMCHECKBOX 
Yes.  If “yes,” please describe:     
Does this person have any pending court dates? FORMCHECKBOX 
No,  FORMCHECKBOX 
Yes. If “yes,” when and where      
(If applicable) Name of Probation Officer:     
Phone:     
Is this person currently contemplating suicide?  FORMCHECKBOX 
No.  FORMCHECKBOX 
Yes. If “yes,” what is their plan?     
Does this person have a history of “walking away” from any residential facility?   FORMCHECKBOX 
No,  FORMCHECKBOX 
Yes
______________________________

          Referral Professional

______________________________

           Referring Agency

______________________________

           Date of Referral

_____Admitted,  ____Denied –>Reason:_______________________________________

________________________________________________________________________
