OMNI HOUSE REFERRAL INSTRUCTIONS

Use to refer clients to Day Program and/or Supported Living (in-home support) services

· CLIENT MUST MEET THE PRIORITY POPULATION DEFINITION FOR SMI ADULTS 

· CLIENT MUST HAVE MEDICAL ASSISTANCE.  (The State of Maryland has ceased to offer “gray zone” coverage for new clients who are uninsured or insured only through Medicare.)

REFERRAL PROCESS:
· It is expected that the primary clinician (Therapist or Psychiatrist) coordinates and recommends client’s treatment.  Therefore, it is strongly recommended that the primary therapist complete the referral form.

· If client must be compliant with outpatient treatment (psychiatrist appointments and medication) in order to participate in PRP. 

· Referrals from Inpatient facilities must first be referred for Omni House Intensive Outpatient Program (IOP) to promote community stability before starting PRP.

· Note that a referral to Omni House PRP does not automatically result in a referral to Omni House    

      Outpatient Clinic. Please call (410) 768-2719 to schedule an intake appointment for Outpatient 

      Clinic services (Psychiatrist, therapist, medication prescriptions, group therapy etc.)

· All clients referred to PRP must be substance free for 30 days prior to referral.  Omni House does provide PRP services for those with co-occurring disorders of Chronic Mental Illness and Substance Abuse, however, it should be noted that the primary diagnosis MUST MEET THE PRIORITY POPULATION DEFINITION FOR SMI ADULTS.

· Client must sign form in order to consent to release of information and demonstrate willingness for treatment. 

· Send referral to:          

Judy Swierczewski, PRP Intake Coordinator

FAX: (410) 760-6811

-OR-

Mail to: Omni House, Inc.

Attention Judy Swierczewski

P.O. Box 1270

Glen Burnie, MD 21060-1270

· PRP Intake Coordinator will call the client to set up an intake interview once the completed referral is received.  Client to be seen for intake interview within 5 business days of receipt of referral.  Start date for PRP services is within 10 days of receipt of referral.  

PRIORITY POPULATION DEFINITION - ADULTS

SEVERELY MENTALLY ILL (SMI) 
REVISED 9/1/03 by Mental Hygiene Administration

INCLUDED DIAGNOSES:

· 295.10 Schizophrenia, Disorganized Type 

· 295.20 Schizophrenia, Catatonic Type 

· 295.30 Schizophrenia, Paranoid Type 

· 295.40 Schizophreniform Disorder 

· 295.60 Schizophrenia, Residual Type 

· 295.70 Schizoaffective Disorder 

· 295.90 Schizophrenia, Undifferentiated Type 

· 296.33 Major Depressive Disorder, Recurrent, Severe Without Psychotic Features 

· 296.34 Major Depressive Disorder, Recurrent, Severe With Psychotic Features

· 296.43 Bipolar I Disorder, Most Recent Episode, Manic, Severe Without Psychotic Features 

· 296.44 Bipolar I Disorder, Most Recent Episode, Manic, Severe With Psychotic Features 

· 296.53 Bipolar I Disorder, Most Recent Episode, Depressed, Severe Without Psychotic Features 

· 296.54 Bipolar I Disorder, Most Recent Episode, Depressed, Severe With Psychotic Features 

· 296.63 Bipolar I Disorder, Most Recent Episode, Mixed, Severe Without Psychotic Features 

· 296.64 Bipolar I Disorder, Most Recent Episode, Mixed, Severe With Psychotic Features 

· 296.80 Bipolar Disorder, NOS 

· 296.89 Bipolar 11 Disorder 

· 297.1 Delusional Disorder 

· 298.9 Psychotic Disorder, NOS 

· 301.22 Schizotypal Personality Disorder 

· 301.83 Borderline Personality Disorder 

AND
In order to be included in the PRIORITY POPULATION, individuals must meet the target diagnostic criteria and meet the following functional limitations:

Serious mental illness is characterized by impaired role functioning, on a continuing or intermittent basis, for at least two years, including at least three of the following:

· Inability to maintain independent employment, 

· Social behavior that results in interventions by the mental health system, 

· Inability, due to cognitive disorganization, to procure financial assistance to support living in the community, 

· Severe inability to establish or maintain a personal support system, or 

· Need for assistance with basic living skills. 

The diagnostic criteria may be waived for the following two conditions:

1. An individual committed as not criminally responsible who is conditionally released from a Mental Hygiene Administration facility, according to the provisions of Health General Article, Title 12, Annotated Code of Maryland. Or 

2. An individual in a Mental Hygiene Administration facility with a length of stay of more than 6 months who requires RRP services, but who does not have a target diagnosis. This excludes individuals eligible for Developmental Disabilities services.
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   OMNI HOUSE, INC
Psychiatric Rehabilitation Program: 9 3rd Ave SW Glen Burnie, MD 21061 (410) 768-2621

Administrative Offices: 1421 Madison Park Drive Glen Burnie, MD 21061 (410) 768-6777

Outpatient Clinic: 1419 Madison Park Drive Glen Burnie, MD 21061 (410) 768-2719   

  Mailing Address: P.O. Box 1270 Glen Burnie, MD 21060  Fax: (410) 760-6811
REFERRAL

PSYCHIATRIC REHABILITATION PROGRAM 

Referred for:  Onsite PRP (Day Program) _____     Offsite PRP (Supported Living services in-home) ______

Referral Source/Agency: ___________________________________________    Date:____________________________

Client’s Name: ___________________________________________________  SS#: ____________________________

Client’s Address: __________________________________________________________ DOB: ___________________
Client’s home phone number: _____________________ Contact (if different than Patient): ____________________

Medical Assistance #: _________________________________________ Other insurance also? __________________

MUST have active Medical Assistance to qualify for PRP services.

DIAGNOSIS: (MUST include ICD-9 codes)    (MUST meet priority population definition, attached)
AXIS I: ______________________________________________________ICD-9 CODE:_______________(Required)
              ______________________________________________________ICD-9 CODE:_______________(if applicable)
              ______________________________________________________ICD-9 CODE:_______________(if applicable)
AXIS II: ____________________________________________________  ICD-9 CODE:_______________(if applicable)

AXIS III: _________________________________________________________________________________________

AXIS IV (list specific stressors): ______________________________________________________________________

AXIS V (GAF): ______________________  

CURRENT PSYCHIATRIC MEDICATION/DOSAGE/FREQUENCY: ____________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Please describe SYMPTOMS and AREAS OF NEED that justifies medical necessity for PRP services. 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

RISK ASSESSMENT:  Please describe risk behaviors (Self-injury, fire setting, aggression, suicidiality/homicidiality, responding to command hallucinations, rehospitalization risk etc.)  




TREATMENT GOALS/ DESIRED OUTCOME: _______________________________________________________

__________________________________________________________________________________________________

PREVIOUS PSYCHIATRIC TREATMENT:

1) Number of years in active mental health treatment?: ____________

2) Number of inpatient psychiatric admissions in past 12 months: __________

3) Number of lifetime psychiatric hospitalizations (approximate): __________

4) Number of lifetime homeless episodes: ____________

5) Number of lifetime arrests: ____________

6) Number of lifetime jail/prison terms: __________

SUBSTANCE ABUSE HISTORY: (including alcohol - MUST have at least 30 days sobriety at time of referral.
	Substance 
	Age use started
	Patterns (last use, frequency of use, route, cost etc.)

	
	
	

	
	
	

	
	
	


Does the client attend AA or NA?  _____________ If yes, frequency and location of meetings: __________________

__________________________________________________________________________________________________

Legal Issues: (Probation, pending court dates, name of Probation Officer if applicable.  State briefly what charge(s) were which resulted in probation or other legal action)

__________________________________________________________________________________________________

__________________________________________________________________________________________________





Patient is/will be receiving Outpatient Mental Health Services with:

PSYCHIATRIST Name: ________________________________________ Agency/Clinic:_______________________

Address: ________________________________________________ Phone: __________________________________

Date last seen: ______________________ Date of next appointment: _______________________

THERAPIST (if applicable): __________________________________ Agency/Clinic: _________________________

Address: ________________________________________________ Phone: ___________________________________

Date last seen: ______________________ Date of next appointment: _______________________

Medical Doctor: ________________________________________ Clinic Name (if Appl.):_______________________

Address: ______________________________________________  Phone: ____________________________________

Date of last physical exam: __________________ State where last physical was done, if different than above: _____

Patient is/will be receiving Outpatient Substance Abuse treatment with: (if applicable)

Name of Agency/counselor: __________________________________________________________________________

Address: ________________________________________________ Phone: ___________________________________

Frequency of visits: Group______________ Individual _____________ Date of next appointment________________

Recommended frequency of visits in Day Program (circle):  2    3    4    5 days per week

Does patient agree with the recommendation for Day Program (PRP) Treatment?  Yes      No

If  “no”, please explain:_________________________________________________

Consent To Release Information:

I herby give my consent for information to be disclosed to Omni House for the purposes of referral to the Day Program.  I understand that this information will not be disclosed to any other persons without my express written consent.  I understand that this referral does not guarantee treatment at Omni House.  This consent is valid for one year from date of signature.

_________________________________________________________________

      Client’s Signature                                                                   Date

_________________________________________________________________

     Signature of person completing form                                    Date

· Upon completion, please FAX to: Judy Swierczewski, Intake and Authorization Coordinator 410 760-6811

Or mail to: 
Omni House, Inc.  

ATTN: PRP Intake Coordinator

P.O. Box 1270

Glen Burnie, MD 21060

Hand-deliver if desired to: 1421 Madison Park Drive Glen Burnie, MD 21061  ph:(410) 768-6777 ext 240
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