Respite Referral Screening Form
Rockwood Respite   ☐                          Tigard Respite   ☐                              Both   ☐
Referent Info		    Date: Click here to enter text.	               	Time: Click here to enter text.
	Name:
Click here to enter text.
	Agency:
Click here to enter text.
	Team:
Click here to enter text.

	Phone:
Click here to enter text.
	Cell:
Click here to enter text.
	Email:
Click here to enter text.



Client Info
	First Name:
Click here to enter text.
	Last Name:
Click here to enter text.
	Preferred Name:
Click here to enter text.

	DOB: (Client must be 18+)
Click here to enter text.
	SSN:
Click here to enter text.
	Guardian?  Yes ☐	No ☐
Click here to enter text.

	Gender:
Click here to enter text.
	Preferred Pronouns:
Click here to enter text.
	Marital Status:
Click here to enter text.

	Current or Previous Address:
Click here to enter text.
	Cell Number:
Click here to enter text.
	Permission to Contact:
Yes ☐	No ☐

	Race:
Click here to enter text.
	Language:
Click here to enter text.
	Interpreter Needs: Yes ☐   No ☐Click here to enter text.

	Attend to ADL’s without help?
Yes ☐	No ☐	
Click here to enter text.	
	Incontinence?  Yes ☐	No ☐
Urinary ☐  /  Fecal  ☐	
Click here to enter text.
	Insurance:
Medicaid ☐ / Medicare ☐
Other: Click here to enter text.

	County of Responsibility:
Wash ☐      Clack ☐     Mult ☐
	Medicaid / Medicare ID#: 
Click here to enter text.
	Effective Date:
Click here to enter text.

	Income:  Yes ☐	No ☐
Click here to enter text.
	Source of Income:  Work ☐
SSI ☐ / SSDI ☐ / Other ☐	
	Income Amount:
Click here to enter text.		



Clinical Info
Diagnosis:  Click here to enter text.	
Current Presentation of Symptoms:  Click here to enter text.	
Precipitating Event:  Click here to enter text.	
Respite Goal(s):  Click here to enter text.
Discharge Planning
Current Housing and Address:  Click here to enter text.		
Housing Plans at Respite Discharge:  Click here to enter text.	
I have informed the client that Respite is short term (30 days or less)?  Yes ☐  No ☐
If client is currently without housing and is unsuccessful in locating an appropriate placement during their stay at respite, what is their backup plan?  Click here to enter text.
If necessary, is client willing to discharge to a shelter / homelessness?  Yes ☐   No ☐
Have referrals to shelters been made?  Yes ☐   No ☐     Where? Click here to enter text.
Medical Info
Allergies:  Click here to enter text.
Medical Conditions / Medical Concerns / Durable Medical Equipment (i.e. Walker, Wheelchair, C-PAP, Oxygen):  Click here to enter text.
	Communicable Diseases?
Yes ☐	No ☐
	Lice / Scabies / Bed Bugs?
Yes ☐	No ☐
	Recent Covid Exposure?    
Yes ☐           No ☐
Date:  Click here to enter text.

	Nursing Care Needed?
Yes ☐	No ☐
	Urinary or Fecal Incontinence?
Yes ☐	No ☐
	Ambulatory?
Yes ☐	No ☐

	Fall Risk?
Yes ☐	No ☐
	Attend to ADL’s Independently?
Yes ☐	No ☐	
Click here to enter text.
	Is ADL Prompting Needed?
Yes ☐	No ☐
Click here to enter text.



Legal
	Parole:      Yes ☐            No ☐
Probation: Yes ☐            No ☐
	PO Name:
Click here to enter text.
	Phone / Fax / Email:
Click here to enter text.

	Guardian:  Yes ☐            No ☐
	Name:  Click here to enter text.
	Phone / Fax / Email:
Click here to enter text.

	Trial Visit:  Yes ☐	  No ☐
	Contact:  Click here to enter text.
	Phone / Fax / Email:
Click here to enter text.

	Sex Offender: Yes ☐       No ☐
	Nature of Offense:
Click here to enter text.
	Date:
Click here to enter text.

	Violent Behavior: Yes ☐  No ☐
	Details:
Click here to enter text.
	Date:  
Click here to enter text.

	Previous Arrests / Other Legal History:  
Click here to enter text.



Risk Assessment
Current Risk of Harm to Self or Others (include context, plan, intent, and means):  Click here to enter text.	
History of Suicide Attempts, Suicidal Ideation / Self-Harm (include context):  Click here to enter text.
History of Violence or Harm to Others (include context):  Click here to enter text.
Other Risk Factors:  Click here to enter text.
Is client able to contract for safety?  Yes ☐     No ☐	  How?  Click here to enter text.
Substance Use
Does client have history of substance use?  Yes ☐     No ☐	
Is client at risk of acute withdrawal?  Yes ☐	No ☐	
Drug(s) of choice, amount and frequency of use?  Click here to enter text.
Date of last use:  Click here to enter text.
Is client willing to remain sober during their stay at Respite?  Yes ☐     No ☐	
Does client understand that Respite is a Clean and Sober Facility and no substance use is allowed on or off the property during their stay at Respite?  Yes ☐     No ☐
Tobacco Use?  Yes ☐     No ☐
(Cigarette Smoking is allowing only in designated smoking area outside of the Respite facility.)
In the event of an emergency, is client capable of evacuating the facility within 3 minutes?  Yes ☐     No ☐

Have the following documents been completed and returned to Respite? Referral will not be considered complete until all documents have been received.
1. Health Screen Form signed by physician?  Yes ☐     No ☐
2. Medication and Standing orders signed by hand and dated by physician?  Yes ☐     No ☐
3. Mental Health or Psychiatric Assessment completed within the past 365 days?  Yes ☐     No ☐

Client will arrive at Respite with a 14 Day Supply of All Medication:  Yes ☐     No ☐	
Click here to enter text.
Client is aware that Respite does not provide on-site medical or psychiatric providers: Yes ☐     No ☐
Who will bridge for medications when prescriptions need to be refilled? (Required)
	Physical Health Prescriber:
Click here to enter text.
	Practice Location:
Click here to enter text.
	Phone:
Click here to enter text.
	Fax:
Click here to enter text.

	Email (optional):
Click here to enter text.
	Client has seen provider within the past 180 days:
Yes ☐     No ☐    
	County-mandated incident reports can be submitted to this provider. Yes ☐     No ☐    

	Mental Health Prescriber:
Click here to enter text.
	Practice Location:
Click here to enter text.
	Phone:
Click here to enter text.
	Fax:
Click here to enter text.

	Email (optional):
Click here to enter text.
	Client has seen provider within the past 90 days:
Yes ☐     No ☐    
	County-mandated incident reports can be submitted to this provider. Yes ☐     No ☐    



Providers/Supports
Client must be engaged in treatment with their community providers and have appointment(s) scheduled within 7 days of Respite intake. Please enter provider information and upcoming appointments (i.e. therapist, case manager, LMP, PCP) below:
	Mental Health Provider Agency:
Click or tap here to enter text.

Therapist Name:


	Phone: 
Click or tap here to enter text.
Cell:
Click or tap here to enter text.
Fax: 
Click or tap here to enter text. 
	Upcoming Appointments:
Click or tap here to enter text.
Click or tap here to enter text.
Click or tap here to enter text.

	Case Management Agency:
Click or tap here to enter text.

Case Manager Name:
Click or tap here to enter text.
	Phone:
Click or tap here to enter text.
Cell:
Click or tap here to enter text.
Fax:  
Click or tap here to enter text.
	Upcoming Appointments:
Click or tap here to enter text.
Click or tap here to enter text.
Click or tap here to enter text.

	Primary Care Facility:
Click or tap here to enter text.

PCP:
Click or tap here to enter text.

	Phone:
Click or tap here to enter text.

Fax:
Click or tap here to enter text.
	Upcoming Appointments:
Click or tap here to enter text.
Click or tap here to enter text.
Click or tap here to enter text.

	Additional LMPs (optional):
Click or tap here to enter text.

Provider:
Click or tap here to enter text.

	Phone:
Click or tap here to enter text.

Fax:
Click or tap here to enter text.
	Upcoming Appointments:
Click or tap here to enter text.
Click or tap here to enter text.
Click or tap here to enter text.

	Pharmacy:
Click or tap here to enter text.
	Phone: 
Click or tap here to enter text.
Fax:  
Click or tap here to enter text.
	Location / Address:
Click or tap here to enter text.
Click or tap here to enter text.

	Emergency Contact:
Click or tap here to enter text.



	Phone:
Click or tap here to enter text.
Cell:
Click or tap here to enter text.
	Relationship:
Click or tap here to enter text.

	Other Support:
Click or tap here to enter text.



	Phone:
Click or tap here to enter text.
Cell:
Click or tap here to enter text.
	Relationship:
Click or tap here to enter text.



