Schenectady County Assisted Outpatient Treatment

Referral Form
Prospective AOT Client:
	Name
	
	DOB
	

	Address
	

	Phone Number
	


Person Completing This Form:
	Name
	
	phone
	

	Address
	 

	Relationship to client
	


	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO


Please answer the Following Questions:
1. Is the prospective client mentally ill? 
If yes, please answer the following questions:

	Diagnosis:
	

	Diagnosed By:
	

	Date of most recent Diagnosis
	


	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO


2.  Is the prospective client unlikely to survive safely in the community without supervision? 





Please explain:

3.  Does the prospective client demonstrate a history of non-compliance with treatment that has resulted in:

· Two episodes of treatment in a psychiatric inpatient unit, or forensic or other mental health unit, in a state or local correctional facility within the last thirty six months
· One or more acts of serious violent behavior towards self or others or threats of or attempts at serious physical harm to self or others within the past forty eight months
	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO


Please explain:


	 FORMCHECKBOX 
YES
	 FORMCHECKBOX 
NO


4.  Is the prospective client unlikely to voluntarily participate in outpatient level treatment services? 
Please explain:


5. What AOT services could change this client’s participation in treatment?
5.  How would AOT benefit the client?

Please explain:


If You Are Including A Signed Release of Information, Supporting documentation is required to complete referral

please include:

 FORMCHECKBOX 
 
Documentation of most recent diagnosis signed by diagnosing physician
 FORMCHECKBOX 
 
Most recent Core History and Psychosocial Assessment

 FORMCHECKBOX 

Discharge Summaries from Hospitalizations and incarcerations, etc.

Additional Comments:
Signature







Date

































