Gulf Coast Consultation in Child & Adolescent Psychiatry

In Person Child Psychiatry Consultation Referral

Please inform your patient prior to referral that a referral is being made and that the evaluation will take place in
New Orleans, LA at 131 South Robertson, New Orleans, LA 70112. The evaluation will take approximately 2 hours.
A parent or legal guardian must accompany the child to the appointment. Please ensure that the family/client
understands this is a one-time consultation evaluation. Once we receive the referral we will contact the family to
schedule a date and time for the evaluation and inform you of the date and time as well. Following the evaluation
you will receive a report with recommendations regarding further clinical care and we will provide
recommendations to the family as well. Please do your best to fill in all fields.

Date of referral: :l

Practice Information:

Pediatric Practice Name: |

Consulting Physician Name;|

Pediatric Practice Contact Information:

Backline phone or best number to reach you: |

FAX: | |

Patient information (Information required by funder. Please complete):

Child,Name: | |

Date of Birth or age in years and months:| [

Child Race/ethnicity [T] white/Cauc [ ] Black/AA [~ INative Am [[] Vietnames I:l Other Asian I:lOther [[] More than 1 race
O Latino O Not Latino
Pertinent Parent/Guardian name:| |

Parent address:| |
I |

Parent contact number(s): Home:l |

cell:| |

Work:l |

Pertinent Medical History: I

Allergies: | |
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Gulf Coast Consultation in Child & Adolescent Psychiatry

Insurance Status (None, public, private): | |

Who lives in household (2 parent, 1 parent, guardian): | |

Parent/Guardian employment status:| |

Is there any family violence?:l |

Is there any family substance abuse?:l |

Is the client/family receiving any therapeutic, community, or social services? Please specify:

Has the family/child been impacted by the BP Oil spill (i.e.: job loss, job gain, lifestyle changes, etc.)
Please specify:

Consultation Information:

Type of consultation:

DDiagnostic |:|School issue DResources—community access

|:|Medication guestion |:|Non-patient related mental health question

|:|Advice for parent |:| Other, please specify:J I

What have you done to assess and/or treat this clinical issue to date and what were the results?

|:| Structured screening tool ( | |) |:| Behavioral intervention (| )

|:| Teacher screening tool (] |) ID Medication ( | | )

Consultation question/Request (please include as much detail as possiblel):

Please FAX to G-CAP at (504) 988-4264. Please free to attach additional pages or information or FAX any
additional information from the medical record that would be helpful.
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