
Community Counseling of Bristol County, Inc. 

 

In-Home Therapy and Community Support Referral form 
 

Please identify which service you are making a referral for.  Please call 508-977-8124 
to notify that a referral has been sent.   Please fax referral to 508-824-0111.   

 
Date of Referral: ________________________ 
 
Recipient Name: (ages 3-21) _______________________________ Date of Birth: ___________________________ 
MMIS Number: _________________________________________ Phone Numbers: ___________________________ 
MassHealth Type: _______________________________________   ___________________________ 
RID Number: ___________________________________________   ___________________________ 
                                            
Guardian Name: __________________________________                 
Legal Status of Guardian:  Biological Parent    
     DCF 
     Adoptive Parent 
     Non-parent Relative 
     Foster Parent  
     Other _______________________________ 
 
Non-Custodial Parent Involvement? Y or N (please explain) 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
Address: (Location of where services will take place) ________________________________________________________ 
Members of Household: ______________________________________________________________________________ 
 
Referral Name: ___________________________________ Referring Agency: _________________________________  
Referral Phone: ___________________________________ Referral Address: _________________________________ 
Referral E-mail: ___________________________________    _________________________________ 
 
Presenting concerns of Recipient and Family: 
*(Please Include any Risk Factors and Safety Concerns) 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
__________________________________________________________ 
 
PCC Name: ______________________________________ Practice: __________________________________________ 
Phone: __________________________________________ Was PCC Contacted? Y or N 
 
Therapist Name: __________________________________ Agency: __________________________________________ 
Therapist Phone Number:  ___________________________  
 
Psychiatrist Name: _________________________________ Agency: ___________________________________________ 
Psychiatrist Phone Number: __________________________  
 
School/Daycare: ___________________________________ Phone: ____________________________________________ 
Is an IEP in place? Y or N     
 
DCF worker: ______________________________________ Office: ____________________________________________ 
DCF Phone Number: ________________________________ 
 
DMH worker: _____________________________________ Office: ____________________________________________ 
DMH Phone Number: _______________________________  



Community Counseling of Bristol County, Inc. 

 

 
DMR worker: _____________________________________ Office: ____________________________________________ 
DMR Phone Number: _______________________________  
 
DYS worker: ______________________________________ Office: ____________________________________________ 
DYS Phone Number: ________________________________  
 
ICC worker: _______________________________________ CSA: _____________________________________________ 
Phone Number: ____________________________________  
 
DOE worker:     ____________________________________ School: ___________________________________________ 
Phone Number: ____________________________________  
 
Probation worker: __________________________________ Office: ___________________________________________ 
Phone Number: ____________________________________  
 
Other: ____________________________________________ Office: ___________________________________________ 
Phone Number: ____________________________________ 
 
Medications: 
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Diagnosis: 

Axis I: ________________________________________ 
________________________________________ 

  ________________________________________ 
  ________________________________________ 

Axis II: ________________________________________ 
  ________________________________________ 

Axis III: ________________________________________ 
  ________________________________________ 

Axis IV: ________________________________________ 
  ________________________________________ 

GAF:  Current  Past year  
 
Brief Family History/Dynamics Related to Current Problem: _______________________________________________ 
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________
____________________________________________________________________________________________________ 
 
Medical Concerns: ___________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
Goals to be achieved defined by Family and Team involved: _________________________________________________ 
____________________________________________________________________________________________________ 


