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 AADAP, INC
People Need People 

      (Asian American Drug Abuse Program)
Youth Outpatient Treatment Mental Health  Referral Form
	DATE OF REFERRAL:                                          REFERRED BY:

	Email address:

	Last Name:
	
	First:
	
	Phone:
	

	REFERRING AGENCY/SCHOOL ADDRESS

	EXT:

	

	Name:
	
	Fax Number:
	

	Address:
	

	CLIENT INFORMATION:

	Last  Name:
	
	First Name:
	
	D.O.B.
	
	Age:
	

	Birth Mother’s Name
	
	Birth Mother’s Phone Number 
	
	Gender
	
	Grade:
	

	Ethnicity:
	
	Language:
	
	School:
	

	****Social security Number /Medi-cal CIN #  and the Issue Date  is required for all services****

	Soc Sec #:
	
	Medi-cal CIN# :
	
	BIC Issue Date:
	

	 (please CHECK()   ( Parent    ( FOSTER      (guardian      (  relative    (   GROUP HOME 

	Name:
	
	Phone:
	
	Language:
	

	Address:
	

	DPO/CSW
	
	Phone:
	
	Fax Number 
	

	Address
	
	Email :
	

	FFA Case Worker
	
	Phone:
	
	Fax Number
	

	FFA Agency
	
	Address:
	

	Attorney:
	
	Address:
	
	Phone:
	

	HOW LONG HAS PROBLEM EXISTED?  _____ Month ________ YEARS          NEED LANGUAGE OTHER THAN ENGLISH ?        ( YES      ( NO 

	Reason for Referral:        Please Check all that applies:

	( Court Ordered                                                                    ( Impulsive
	 ( Does student have an IEP  (PLEASE ATTACH)

	( Trauma Specify:                                                                ( Aggressive          
	 ( Destroy Objects or Property 

	( Self Harm  Specify:                                                           ( Manipulative
	 ( Easily Distracted

	( Withdrawn or isolates from others                                 ( Anger Management
	 ( Poor Grades                                                        

	( Fighting, hurts or hit others                                             (Temper Tantrums
	 ( Does not follow rules

	( Psychiatric Evaluation                                                      ( Doesn’t Pay Attention 
	 ( Poor relationships w/peers

	( Drug use or Exposure                                                       ( Difficulty Concentrating
	 ( Truancy/Poor Attendance

	( Anxious, often worries or nervous                                  ( Suicidal Ideation  
	 ( Problems with Authority Figures

	( Sad, Tearful or feels hopeless                                          ( Witnessed Domestic Violence                ( Victim of Sexual /Physical Abuse

	Symptoms and Behaviors:

	

	

	

	

	Signature:
	
	Date:
	


*** Please provide a copy of the Medi-cal card 
***Please include a copy of the Minute Order/Court Report /Conditions of Probations**
*** Psychiatric Evaluation can only be scheduled if the minor is receiving therapy from AADAP, INC*** 
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13931 Van Ness Ave.


Gardena, CA 90249


Tel: (310) 768-8018


Fax: (310) 768-4170
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