
SCHENECTADY COUNTY SINGLE POINT OF ACCESS APPLICATION FOR
HOUSING AND CASE MANAGEMENT SERVICES
(Only typed Submissions will be accepted)

Referral Date:  Click here to enter a date.
CLIENT INFORMATION:
	Name:	Click here to enter text.
	Gender:  Choose an item.

	Social Security Number:  Click here to enter text.
	County of Origin:  Click here to enter text.

	Primary Address (please include City and Zip Code):  Click here to enter text.
	Date of birth:	Click here to enter text.

	Client’s phone number:	Click here to enter text.

	Emergency contact:	Click here to enter text.
	Relationship to client:  Click here to enter text.

	Emergency contact’s address:	Click here to enter text.

	Emergency contact’s phone:  	Click here to enter text.

	Marital Status:  Choose an item.
	Health Home Patient:  Choose an item.	
AOT Client:  Choose an item.

	Ethnic group:  Choose an item.
	Education level:  Choose an item.

	Current employment status:  Choose an item.
	Custody of children:  Choose an item.

	Current criminal justice status:  Choose an item.
	Specify charges:  Click here to enter text.

	Is client currently involved in other legal matters:  Choose an item.  If yes, please specify:  Click here to enter text.
	Sex offender status:  Choose an item.  Notes:  Click here to enter text.



REFERENT’S INFORMATION:
	Referred by:  Click here to enter text.
	Agency:  Click here to enter text.

	Title:  Click here to enter text.
	Phone number:  Click here to enter text.

	Referent’s email address:  Click here to enter text.

	Supervisor’s name:  Click here to enter text.
	Supervisor’s phone number:  Click here to enter text.

	Supervisor’s email address:  Click here to enter text.	

	Referent’s reason for referral:  Click here to enter text.



CLIENT’S FINANCIAL INFORMATION:
	Medicaid #:  Click here to enter text.	
Medicare #:  Click here to enter text.
	Currently Enrolled in Medicaid:  ☐ Yes    ☐ No
Currently Enrolled in Medicare:  ☐ Yes    ☐ No

	Private insurance information:  Click here to enter text.

	Entitlements and income (check appropriate boxes):
☐  SSI/SSD                ☐  Food Stamps      ☐  Workers Compensation       ☐  Public Assistance    
☐  Pension:  Amount:  $Click here to enter text.        ☐  Other (trust fund, unemployment, etc:  $Click here to enter text.
☐ Veteran’s Benefits:  Click here to enter text.

	Does this client have a Representative Payee?  Choose an item.
	If yes, who?  (Enter contact name and telephone number)  Click here to enter text.

	Other financial information:  Click here to enter text.



CLIENT’S NEEDS:
	Housing / Basic Needs:   
· ☐  24-hr. staff supervision
· ☐  Daily Medication Management
· ☐  Special medical equipment/supplies
· ☐  Nursing Home/Home Health Services
· ☐  Therapeutic Diet
· ☐  Wheelchair/handicap access
· ☐  Meals provided to applicant
· ☐  No ability to self-preserve (exit home unattended in 3 minutes       
	Notes:  Click here to enter text.

	Treatment Needs / Issues:   
· MH OP treatment in place?  Choose an item.	
· Day Tx / Psychiatric Rehab?  Choose an item.  
· Substance Abuse Tx Svcs?  Choose an item.
· Domestic Violence Services?  Choose an item.
· Medical Tx for chronic health Condition? Choose an item.  If yes, please specify:  Click here to enter text.
· Recent MH Hospitalization?  
· # in last 6 months:  Click here to enter text.
· Recent CDPC Hospitalization?  Choose an item.
· If yes, when?  Click here to enter text.  
	Notes:  Click here to enter text.

	Care Management:
· Linkage?  Choose an item.
· Monitoring?  Choose an item.
· Case Specific Advocacy?  Choose an item.
· Access to resources to promote community integration?  Choose an item.
· Decrease reliance on emergency services and hospitalizations?  Choose an item.
· Assisted outpatient treatment (AOT)?  Choose an item.
· Money Management?  Choose an item.
	 Notes:  Click here to enter text.



ALERTS – Concerns in the last 12 months:
	☐ Danger to self
	Specify:  Click here to enter text.

	☐ Danger to others (History of violence, homicidal     ideations
	Specify:  Click here to enter text.

	☐ Physical abuse
· ☐ Victim
· ☐ Abuser
	Specify:  Click here to enter text.

	☐ Sexual abuse
· ☐Victim
· ☐Abuser
	Specify:  Click here to enter text.

	☐ Drug / Alcohol Abuse
	Specify:  Click here to enter text.

	☐ Physical restrictions:
       ☐ COPD         ☐  Diabetes      ☐  GERD	☐ Hepatitis C    ☐ HIV   ☐ HPV   ☐ Mobility Issues   ☐ Obesity

	☐ Medical issues:  Choose an item.
· Specify:  Click here to enter text.

	☐ Adult history of homelessness
	Specify:  Click here to enter text.

	☐ Noncompliance with medications
	Specify when:  Click here to enter text.

	☐ Noncompliance with treatment
	Specify when:  Click here to enter text.

	☐ Other  
	Specify:  Click here to enter text.



CLINICAL INFORMATION:
	DIAGNOSIS (Enter both DSM diagnosis and code):
· Primary Axis I:  Click here to enter text.
· Secondary Axis I:  Click here to enter text.
· Secondary Axis I:  Click here to enter text.
· Axis II:  Click here to enter text.
· Note:  Any diagnosis of Intellectual Disability/Developmental Disorder; Please give IQ range and information on adaptive functioning:   Click here to enter text.
· Axis III:  Click here to enter text.
· Axis IV:  Click here to enter text.
· Psychosocial Stressors:   Click here to enter text.
· Severity of Stressors:  Click here to enter text.
· Duration of Stressors:  Click here to enter text.
· Axis V, Global Assessment of Functioning:
· Current:  Click here to enter text.
· Highest in Past Year:    Click here to enter text.

	CURRENT TREATMENT TEAM:

	Agency name:  Click here to enter text.
	Agency phone:  Click here to enter text.

	Psychiatrist’s name:   Click here to enter text.
	Psychiatrist’s phone:  Click here to enter text.

	Clinician’s name:  Click here to enter text.
	Clinician’s phone:  Click here to enter text.

	Care Manager’s name:  Click here to enter text.
	Care Manager’s phone:    Click here to enter text.

	Residential Program Manager (if applicable):   Click here to enter text.
	Residential Program’s Phone:    Click here to enter text.

	Other services involved:
· Provider:  Click here to enter text.
· Provider:  Click here to enter text.
	
Provider’s phone:  Click here to enter text.
Provider’s phone:  Click here to enter text.

	Health Home Coordinator’s Name:  Click here to enter text.
	Health Home Coordinator’s phone:  Click here to enter text.



MEDICAL:
	Medications (Psychiatric and Medical):

	Medication
	Dose/Schedule
	DR/NP Prescribed
	Medication
	Dose/Schedule
	DR/NP Prescribed

	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Medical Providers:

	Primary care physician’s name:  Click here to enter text.
	Physician’s phone:  Click here to enter text.

	OB/GYN:   Click here to enter text.
	OB/GYN phone:  Click here to enter text.

	Dentist:  Click here to enter text.
	Dentist’s phone:  Click here to enter text.

	Eye Doctor:  Click here to enter text.
	Eye Doctor’s phone:  Click here to enter text.

	Allergies:   Click here to enter text.  

	What level of support does the client require to achieve medication compliance?   Click here to enter text.



HOSPITALIZATION HISTORY:
	To the degree known, list all psychiatric hospitalizations:

	Hospital
	Admit Date
	Discharge Date
	Comments

	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	
	
	
	☐ Continued on separate Sheet

	Please give a brief history of the client’s illness:  Click here to enter text.

	Mental health service utilization for the past 12 months:
· Number of inpatient hospitalizations:  Click here to enter text.
· Number of days in the hospital:  Click here to enter text.
· Number of psychiatric emergency room visits w/o admission:  Click here to enter text.



SUBSTANCE ABUSE HISTORY:
	Does this client have a history of drug/alcohol abuse/dependency:  Choose an item.
· If yes, at what age did abuse begin?  Click here to enter text.

	Date of last use:  Click here to enter text.
	Longest period of sobriety:  Click here to enter text.

	Drug(s) of choice:
☐ Tobacco    ☐ Alcohol    ☐ Cannbinoids   ☐ Opiods   ☐ Stimulants   ☐ Club Drugs   ☐  Hallucinogens  
☐ Prescription Drugs   ☐ Other compounds:  Click here to enter text.

	Current substance abuse treatment?  Choose an item.

	List treatments beginning from most recent

	Level of Care
	Admit Date
	Discharge Date
	Comments

	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	(SA History):
  ☐ Outpatient   ☐ Intensive Outpatient   ☐ Day Rehab    ☐ Community Residential   ☐ Intensive Residential

	Substance abuse service utilization for the past 12 months:
· Number of inpatient rehabs:  Click here to enter text.
· Number of admissions for detoxification:  Click here to enter text.
· Number of inpatient psychiatric hospitalizations where substance abuse was a prominent issue:  Click here to enter text.



CONSUMER STATEMENT:
	If the consumer chooses, they may use this space to express any information relevant to the above referral.  This may include immediate and long term goals, personal needs, concerns, etc.  (This section may be hand written by client.)

	Click here to enter text.
	

	

	

	

	

	

	

	

	

	

	

	

	



UNIVERSAL RELEASE OF INFORMATION:
All referrals for case management and housing services should be forwarded to the Single Point of Access Coordinator.  Referrals will be shared with the SPOA Committee, which is comprised of, but not limited to, representatives from Bethesda House of Schenectady, Capital District Psychiatric Center, Schenectady Community Support Center (otherwise known as the Franklin Street Clinic), Mohawk Opportunities, Rehabilitation Support Services, YMCA, ACT Team, Schenectady County Adult Protective Services and Ellis Medicine.  This release may be used to request information from Capital Region BOCES, Schenectady County Department of Social Services, Schenectady County Probation, Schenectady County Adult Protective Services, NYS Parole, NYS Office of Mental Health, NYS Office of Alcoholism and Substance Abuse Services, NYS Office for People with Developmental Disabilities, NYS Department of Corrections and other contract agencies through the Schenectady County Office of Community Services.  All client information will be used by the SPOA committee and the referral agency to assist in determining appropriate placement.  My consent to release information will be used only during the application process and while on a waiting list for these services.  I understand that this consent can be revoked at any time.

IN COMPLIANCE WITH FEDERAL HIPPA REGULATIONS; ALL REFERRALS MUST BE SIGNED BY CLIENT AND ONE WITNESS.


Signature of Client                                                                                                             Date signed by Client

Signature of Witness                                                                                                         Date signed by Witness

	FOR ALL REFERRALS MUST INCLUDE THE FOLLOWING TO BE PROCESSED:
· ☐ Current psych assessment signed by psychiatrist or nurse practitioner
· ☐ Core history updated over the past year
· ☐ Housing referrals must also include:
· ☐ Most recent physical examinations
· ☐ Most recent TB test






**SPOA Applications must be COMPLETED in ITS ENTIRETY**
Handwritten referrals WILL NOT be accepted.
Please type the information on the form.

This referral is computer generated but can’t be emailed.  
Please print, have client sign and fax the 
completed referral along with all supporting documentation 
listed in the above check-box to:  
SPOA Coordinator at 518-386-2212.



OMH CRITERIA FOR SERIOUS MENTAL ILLNESS

In order to be considered an adult with a serious mental illness, “1” below must be met, in addition to either “2”, “3” or “4”:

1. Desginated Mental Illness:  The individual is 18 years of age or older and currently meets the criteria for a DSM-IV or DSM-V psychiatric diagnosis other than alcohol or drug disorders, organic brain syndromes, developmental disabilities or social conditions.  ICD-CM psychiatric categories and codes that do not have an equivalent in DSM-IV are also included mental illness diagnoses.

And

2. SSI or SSDI due to Mental Illness:  The individual is currently enrolled in SSI/SSDI due to a designated mental illness.
Or

3. Extended Impairment in Functioning Due to Mental Illness:
a. Documentation that the individual has experienced two of the following four functional limitations due to a designated mental illness over the past 12 months on a continuous or intermittent basis:
☐	Marked difficulties in self-care (personal hygiene, diet, clothing avoiding injuries, securing health care or complying with medical advice).
☐	Marked restriction of activities of daily living (maintaining a residence, using transportation, day to day money management, accessing community services).
☐	Marked difficulties in maintaining social functioning (establishing and maintaining social relationships, interpersonal interactions with primary partner, children or other family members, friends, neighbors, social skills, compliance with social norms, appropriate use of leisure time).
☐	Frequent deficiencies of concentration, persistence or pace resulting in failure to complete tasks in a timely manner (ability to complete tasks commonly found in work settings or in structured activities that take place in home or school settings, individuals may exhibit limitations in these areas when they repeatedly are unable to complete simple tasks within an established time period, make frequent errors in tasks, or require assistance in the completion of tasks).

Or

4. Reliance on Psychiatric Treatment, Rehabilitation and Supports:  A documented history shows that the individual at some prior time met the threshold for 3 (above), but the symptoms and/or functioning problems are currently attenuated by medication or psychiatric rehabilitation and supports.  Medication refers to psychotropic medications which may control certain primary manifestations of mental disorder; e.g. hallucinations, but may or may not affect functional limitations imposed by the mental disorder.   Psychiatric rehabilitation and supports refer to highly structured and supportive settings (e.g. Congregate or Apartment Treatment Programs) which may greatly reduce the demands placed on the individual and thereby, minimize overt symptoms and signs of the underlying mental disorder.


