Prairie Community Services, Inc.
REFERRAL FORM
*Do not back file; this form should be maintained in the person’s Primary Binder*
	Brentwood Home
	Fresh Start

	Brentwood-referrals@sfhs.org
	Freshstart-referrals@sfhs.org

	1012 Esther Ln.
	1610 East First St.

	Marshall, MN 56258
	Duluth, MN 55812

	Phone: 507-532-8998 ext.: 1
	Phone: 218-724-2945

	Fax: 507-532-3049
	Fax: 218-724-0699

	

	Applicant’s Name
	     
	Date
	     

	Home Address
	Street                                                      City                                          State                                        Zip
     

	Phone
	     
	Social Security
	     
	Date of Birth
	     

	Gender
	     
	Sex
	     
	Marital Status
	     
	Citizenship Status
	     

	Legal Status
	☐ Responsible for Self  ☐ Legal Representative  ☐ Representative Payee  ☐ Other:      

	Status
	☐  Voluntary   ☐  Commitment  ☐  Stay of Commitment  ☐  Provisional  ☐ Other:      

	Diagnoses
	     

	

	Insurance: Does the person’s plan cover IRTS placement?   ☐ Yes     ☐ No

	☐ PMI/MA:      
	☐ Medicare:      

	☐ PMAP Provider:      
	☐ Private Insurance: Provider:      
Number:      

	☐ Medical Assistance Pending; Date Applied:      
	☐ Other Funding:      

	

	Current Location/Provider Name
	     

	Address
	     

	Anticipated Discharge Date
	     
	Preferred Date for Admission
	     

	Referent Contact Information
	Name
	     
	Phone
	     

	Email
	     

	Reason for referral:      

	

	Legal Representative (if applicable)
	     
	Phone 
	     

	Address
	     
	Email
	     

	

	Case Management Responsibility (if applicable)
	     

	Case Manager
	     
	Phone 
	     

	Address
	     
	Email
	     

	

	County of Financial Responsibility
	     

	Financial Worker
	     
	Phone 
	     

	Address
	     
	Email
	     

	


For our team to make a prompt determination, please include the following applicable information with your referral:
· Current Psychiatric Assessment/Diagnostic Assessment
· 245G Comprehensive Use Assessment
· Current History and Physical
· Current List of Medications
· Legal Paperwork (information regarding any pending charges, probation, commitment, JARVIS, legal guardianship, etc.)
· Progress Notes
· Functional Assessment
· LOCUS

*Internal Use Only*
This person meets IRTS qualifications based on the following (check all that apply):
☐ 18 years of age or older.
☐ Diagnosed with a mental illness.
Because of a mental illness, has substantial disability and functional impairment in three or more areas listed below that markedly reduce the individual’s self-sufficiency in:
☐ Managing their mental health symptoms.
☐ Obtaining mental health service needs.
☐ Substance use.
☐ Vocational and educational functioning.
☐ Social functioning.
☐ Interpersonal functioning.
☐ Ability to provide self-care and live independently.
☐ Medical and dental health.
☐ Financial assistance needs.
☐ Housing and transportation needs.
Has one or more of the following:
☐ A history of recurring or prolonged inpatient hospitalizations during the past year.
☐ Significant independent living instability.
☐ Housing instability or being unhoused.
☐ Frequent use of mental health and related services with poor outcomes
In the written opinion of a mental health professional: 
☐ Needs mental health services that available community-based services cannot provide or; 
☐ Is likely to experience a mental health crisis or; 
☐ Requires a more restrictive setting if the individual does not receive intensive rehabilitative mental health services. 
Comments:
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
	Signature of Treatment Supervisor/Treatment Director:

	     
	
	


Print name				 Signature with credentials				       	  Date
PCS-3001 Referral Form
Revised: 3/5/13, 4/22/26
