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DATE OF SCREENING:   Click here to enter a date.

CLIENT:   Click here to enter text.
DOB/AGE:   Click here to enter text.
OHP MEMBER ID:   Click here to enter text.
PARENT:   Click here to enter text.
PHONE:   Click here to enter text.
ADDRESS:   Click here to enter text.
GUARDIAN:   Click here to enter text.
PHONE:    Click here to enter text.
ADDRESS:   Click here to enter text.

REFERRING AGENCY/THERAPIST:  Click here to enter text.
DIAGNOSIS:  Click here to enter text.
CURRENT BEHAVIORAL SYMPTOMS:  Click here to enter text.
TREATMENT HISTORY:  Click here to enter text.
TRAUMA HISTORY:  Click here to enter text.

WRAPAROUND CRITERIA:
	AGE 0-17 TRILLIUM MEDICAID ENROLLED :
	☐
	EXPLAINED WRAP TO FAMILY WHO AGREE TO PARTICIPATE:
	☐
	INVOLVEMENT IN TWO OR MORE OF THE FOLLOWING SYSTEMS:

	MH:
	☐	Click here to enter text.
	· STEP DOWN FROM RESIDENTIAL IN THE LAST 6 MONTHS
	☐	Click here to enter text.
	DD:
	☐	Click here to enter text.
	DYS:
	☐	Click here to enter text.
	SUD:
	☐	Click here to enter text.
	DHS:
	☐	Click here to enter text.
	SCHOOL:
	☐	Click here to enter text.
	MEDICAL:
	☐	Click here to enter text.


ANTICIPATED TEAM MEMBERS (PROFESSIONALS AND/OR NATURAL SUPPORTS THAT ARE ALREADY INVOLVED):  Click here to enter text.  

Return screening sheet to Trillium Behavioral Health: FAX 541-984-5692
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