


          Children Services Referral Form 

             Return form to Intake Coordinator when complete. 

Name of Individual Being Referred: __________________________________________ Birthdate: _________________ 

 This individual is currently on a BDDS Waiver.   I am interested in privately paying for services. 

Address: ____________________________________ City: _____________________ State: ______ Zip: _____________ 

Name of Primary Contact: ___________________________________   Relation to Individual: _____________________ 

Telephone Number: ________________________________________ Date referred: ____________________________  

Referral Source: 

 Residential Provider: __________________________       Family Member, Relation: __________________________ 

 Respite Provider: _____________________________       Waiver Case Manager: _____________________________  

 Behavior Clinician: ____________________________       Other: __________________________________________ 

Name of Person Referring: ____________________________________________________________________________ 

Primary Disability: ___________________________________________________________________________________ 

Secondary Disabilities: _______________________________________________________________________________ 

Current or previous Day/Respite Service involvement: ______________________________________________________ 

Special needs to be considered: ________________________________________________________________________ 

Service(s) Requested:  Respite/PAC     Children’s Camp     Therapy Services ________________________________ 

Documents Requested: 

From Case Manager: 

PCISP 

LOCSI 

Verification of Disability 

Behavior plan 

3 months of data-If receiving Behavior Supports 

Risk Plans- if any, list below 

From Family: 

IEP/Other collateral data (Evaluations, etc.) 
Current Physical- within last 12 months  

Current Shot Record 

TB Questionnaire 

Current list of medications, with dose, time, and purpose 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Other: ____________________________________________________________________________________________ 

This portion below this line to be completed by Paladin ONLY. 

Date all required documents received: __________ for Lake  LaPorte Co. Location/Program:  _________________ 
 

PRELIMINARY SCREENING RESPONSE FROM PALADIN INC: 

Appears Paladin Inc. services are appropriate and available, proceed with referral process. (Social Service Coordinator 

will contact you for an Intake Conference) 
 

Paladin Inc. would like to coordinate a Case Conference prior to accepting due to the following concerns:  

__________________________________________________________________________________________________ 

 

Other ___________________________________________________________________________________________ 

Approved by: Program Director:                                                                        Via:                                      Date:                           _   

SIGNATURE: 

__________________________________________________________________________________________________ 

Intake Specialist              Date 
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