Dodge County Human Services & Health Dept
Community Programs: 
Community Support Program (CSP)
Comprehensive Community Services (CCS)
Targeted Case Management (TCM)
Child/Adolescent Wraparound Services (CST)
Referral Form (questions contact Kim Kunz: 920-386-3831 or kkunz@co.dodge.wi.us)

Initial Eligibility
If you are considering making a referral to any of the Community Programs, please review the following eligibility criteria:
CSP:
The individual MUST meet all of the following requirements:
[bookmark: Check32]|_| Be a resident of Dodge County
|_| Have Medical Assistance (MA)
|_| Been receiving mental health services and has a verifiable mental health diagnosis of Schizophrenia,   
      Major Depression, Bipolar, Delusional Disorder, Schizoaffective Disorder, or Other Specified   
      Schizophrenia Spectrum & Other Psychotic Disorders

CCS:
The individual MUST meet all of the following requirements:
|_| Be a resident of Dodge County
|_| Have Medical Assistance (MA)
|_| Been receiving mental health and/or substance use services and has a verifiable mental health 
      and/or substance use diagnosis

TCM:
The individual MUST meet all of the following requirements:
|_| Be a resident of Dodge County
|_| Have Medical Assistance (MA); if no MA, there may be a small fee associated with services
|_| Been receiving mental health and/or substance use services and has a verifiable mental health 
      and/or substance use diagnosis and in need of becoming connected with community resources but        
      can follow through with connecting with resources once identified 

CST:
The individual MUST meet all of the following requirements:
|_| Be a resident of Dodge County
|_| Be under the age of 18
|_| Is currently involved in two systems of care (i.e. mental health and CPS; mental health and Youth 
      Justice; School IEP and CPS)
|_| Have need of wraparound services but does not have Medical Assistance (MA) OR 
      is not eligible for CCS.
|_| Parent(s)/Guardian(s) are open and willing to engage in services as well as the youth



Within the past 12 months, has the individual:
Been given a mental health or substance use diagnosis? |_| YES   |_| NO
Accessed any of the following services? (Please check all that apply):
|_| Crisis intervention services
|_| Outpatient mental health
|_| Outpatient substance use
|_| Inpatient psychiatric hospitalization(s)
|_| Inpatient substance use (e.g. detox)
|_| Emergency Room visits
[bookmark: Text1]|_| Other (please specify):             

Responsibility of Person Making the Referral
A referral to any of the above programs should be a collaborative effort between the individual making the referral and the individual or family interested in the services.  The individual making the referral is requested to discuss and share information related to the program with the prospective consumer.  Resources include, but are not limited to:
· [bookmark: _Hlk115094764]Dodge County “CCS Consumer Handbook” (*specific to CCS program) or Community Programs Brochures https://www.co.dodge.wi.gov/departments/departments-e-m/human-services-health-department/clinical-services/community-support-programs
· The CCS page for consumers on the Wisconsin DHS website: https://www.dhs.wisconsin.gov/ccs/consumers.htm
· The CSP page for consumers on the Wisconsin DHS website:
https://www.dhs.wisconsin.gov/csp/index.htm
· The CST page for consumers on the Wisconsin DHS website:
https://www.dhs.wisconsin.gov/cst/index.htm 

|_| I have discussed community programs with them and they are interested in pursuing a referral to the program. Please note that the Community Programs Clinical Supervisor will make the final decision on which program best meets the consumer’s needs.
|_| For youth referrals, I have discussed the CCS or CST program with the youth and parent(s)/guardian(s) and they all agree to actively participate in the program.

Other Referrals: Has this consumer been referred to any other programs/ services?  Yes |_| No |_|
If Yes, please specify:      

Contact Information of Person Making Referral
Referral Source:		|_| Self	|_| MH/AODA   |_| CPS   |_| CLTS   |_| CSP   |_| APS   |_|Medical  
|_| School   |_| ADRC   |_| Other:      

	Name of Person referring
	     

	Phone
	     

	Agency/Relationship to consumer
	     





Referral Information: Date of Referral:      

Medical Assistance:  |_| Yes	|_| No        MA#:      
	Name
	     

	DOB
	     

	SSN
	     

	Gender Identifies with
	     

	Pronoun Preferences
	     

	Marital Status
	     

	Address
	     

	City/State/Zip
	     

	Phone
	     

	Parent(s)/ Guardian(S) Name
	     

	Parent(s)/Guardian(s) phone number AND email address
	Phone #:      

Email Address:      



· If the team feels that the consumer would be better served by another case management program (Targeted Case Management, CSP, CCS, or CST), we will make that recommendation at the point of contact.

Please complete the following to provide further information regarding potential client. 
Individual’s clinical diagnosis (ICD code), name of diagnosing physician/psychiatrist:

     
     
     
     
     

Current symptoms that are a concern and how they interfere with the person’s ability to function:

[bookmark: _GoBack]     

Please explain the services/assistance the consumer needs or is requesting:

     

Are there other health concerns for this individual Yes |_| No |_| 
If Yes, please specify:
     

Is the individual currently involved with other services or agencies?
|_| Child Protective Services  |_| Youth Justice  |_| Children’s Long Term Support |_| Adult Protective Services  |_| Aging Disability Resource Center |_| MH Outpatient |_| AODA Outpatient  |_| Crisis  |_| Other:       

Are there any other concerns for this individual that the Community Programs staff should be aware of?  Yes |_| No |_| 

If Yes, please specify:
     

FOR COMMUNITY PROGRAMS STAFF USE ONLY:  PLEASE DO NOT WRITE BELOW THIS LINE
___________________________________________________________________________________________________

[bookmark: Text19]Date reviewed:        
Is the individual eligible for a community program? |_| YES   |_| NO
	If yes, which program: 
		|_| CSP
|_| CCS
|_| TCM
|_| CST

If “yes”, Service Facilitator assigned:      
If “no”, what other services or supports was the individual referred to?      

For CCS: According to DHS 36.14(3)(b) - If an applicant is determined to not need psychosocial rehabilitation services, they shall be given written notice of determination and referred to a non-CCS Program. Date letter sent:      
Dodge County Human Services Community Programs Referral Form 4-2023

