
FAMILY AND CHILD EMPOWERMENT SERVICES, INC. 
703 Thimble Shoals Blvd., Suite A-3

Newport News, VA 23606 
Phone: (757) 223-0866 Fax: (757) 599-0866 

Referral Form 
(Complete this form in order to have a supervisor schedule an assessment for Mental Health Skill Building Services 
(MHSS), Intensive In-Home Services (IIHS), Crisis Stabilization (CS) 

DATE REFERRAL RECEIVED: / / 

REFERRAL SOURCE:  PHONE: ________________ 

CLIENT NAME: ___________________________ 

SS#: ____________________ DOB: ________ AGE: ___ GENDER: Male Female 

ADDRESS: ____________________________________ 

CITY: ________________________ STATE: VA          ZIP:____________ 

PHONE (home):_____________________  PHONE (cell):_________________ 

CONTACT IF OTHER THAN CLIENT AND THEIR RELATIONSHIP TO CLIENT: 
_____________________________________________________________________________ 

PRESENTING PROBLEMS and NEEDS: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Diagnosic Code:  ____________________________ 
Medicaid # ________________________________ 
Insurance # ________________________________ 

I have discussed the services with the client and they have agreed to services.  I believe that this 
is an appropriate referral for MHSS/ IIHS (Circle One). 

_____                                                   ____________________________________________ 
Coordinator or QMHP Signature                                                                   Date 

If this is a QMHP referral and you wish to work with the client, please print your name here: 

_____________                                                                            ____________________ 


