
BROOKLAWN  
IMPACT Plus Service Coordination 

Referral for Targeted Case Management Services 
 

Date of Referral:                                                            
Referral Made By:                                                      Phone Number:                                        
Referring Agency:                                                      Fax Number:                                            
  
 
Date of need for services:                                        
Expected date of discharge from current program/services:                                                                   
Services needed:    9 Case Management 9 TCS 9 In-home Therapy 
  
 
Child=s Name:                                                  Date of Birth:                                   
Soc. Sec. #                                                               Medicaid #                                               
Sex:            Age:           Grade:                        School:                                                                            
 
Guardian=s Name                                                     Phone #:                                 Fax #:                      
  Guardian=s Address                                                                                                                                
 
Parents Name & Address (if different from guardian)                                                                              
                                                                                                                                                                
 
Please list, if any, current service providers involved with client?                                                           
                                                                                                                                                                
                                                                                                                                                                 
  
 
BEHAVIORAL ISSUES: 
 
9 Danger to Self   9 Danger to Others   9 Runaway Behaviors 
9 Preparing for Adult Living 9 Special Health/Medical Issues 9 School Educational Problems 
9 School Behavioral Problems 9 Low functioning/MMR  9 Sexual Issues 
9 Alcohol/Drug Use  9 Other:                                                                                              
 
Describe:                                                                                                                                                       
                                                                                                                                                                       
                                                                                                                                                                       
                                                                                                                                        
  
 
DIAGNOSIS: 

AXIS I:                                                                                                                                 
                                                                                                                                
                                                                                                                                 

 
Please include GAF & GARF:                                                                                                                  



 
 
PLACEMENTS: 
 
Has the child even been placed away from Home (include hospitalizations)?  Yes              No             
 
Has the child had Impact Plus services in the past?    Yes                 No              
 
Current placement:                                                                                                                                  
                                                                                                                                                                 
 
  
 
OTHER PERTINENT INFORMATION (to include other community resources that have not been 
successful in the past): 
 
                                                                                                                                                                
                                                                                                                                                                
                                                                                                                                                                
                                                                                                                                                                
                                                                                                                                                                
                                                                                                                                                                
                                                                                                                                                                 
 
 
 
Office Use Only 
 
 

 
 Status  

 
 Timeline 

 
Has the child=s IMPACT Plus 
Application for Eligibility been 
completed?  

 
Yes  9     No  9       NA  9 

 
Date of Completion: 

 
Has the child been approved 
for IMPACT Plus services?  

 
Yes  9     No  9       NA  9 

 
Date of Approval:   

 
If so, has it been longer than 

60 days since 
date of approval? 
     

 
Yes  9     No  9       NA  9 

 
60 day date: 

 
 
 
 
FAX TO: Erik Speaks, Community Based Services Program Manager 
Fax Number: 502-515-0464 Office Number: 502-212-8357 
 
 
 
 Created 10/2007 


