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Rapid Response Services Referral


	Referring Counselor

	Name:
	     
	Unit:
	     
	Cell #: 
Office#:
	

	Referral Date/Time:
	     
	FSFN Intake Number:
	     

	Individual(s) Referred for Services

	Name:
	SSN:
	DOB:
	Gender:

	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	     
	     
	     
	 FORMDROPDOWN 


	Address:
	     
	Home Phone:
	     

	Is there imminent threat for Removal:   FORMCHECKBOX 
         Is there an Immediate Crisis:   FORMCHECKBOX 


	Describe the factors indicating the threat or removal /  immediate crisis event or situation that requires stabilization:


	Directions to home:
	

	Goal of Service Referral (Please provide a brief description of the family’s immediate needs and focus for RRS crisis intervention services):



	Referrals must include all current FSFN IS and FFA information available

	

	Date Received:
	     
	Time Received:
	     

	 FORMCHECKBOX 
  Referral Denied
	Reason:
	     

	Referral Accepted:
	     


	 FORMCHECKBOX 
  Referring Counselor Notified
	Date:
	     
	Time:
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