COLUMBIA COMMUNITY MENTAL HEALTH

DEVELOPMENTAL DISABILITIES PROGRAM

REFERRAL FORM

(Please read back of form prior to completing)

Individual’s Name: ________________________________ D.O.B.: ________________

Address: ________________________________________________________________

Phone: ____________________________ Message Phone: _______________________

Okay to contact individual at home?    Yes _______     No _______

Guardian/Parent Name: ____________________________________________________

Address: ________________________________________________________________

Phone: ____________________________ Message Phone: _______________________

Diagnosis: ______________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

*Please attach pertinent Medical/Clinical Evaluations and Assessment reports, if available.

Summary of concerns/issues: ________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Services Needed: _________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Attends school?   Yes _______ No _______ 

If yes, name of school: ____________________________________________________

*Please attach most current IEP, Evaluations and Assessments, if available.

How did you hear about us? _________________________________________________
Name of person calling/making referral: _______________________________________

Agency: ________________________________________________________________

Address: ________________________________________________________________

Phone: _____________________ May we contact you?  Yes ____ No ____

	IF YOU DO NOT HAVE THE ABOVE INFORMATION, PLEASE LIST AGENCIES, DOCTORS, SCHOOLS, ETC., FROM WHICH INFORMATION MAY BE OBTAINED:




Signature of person completing form: _________________________________________

Date: _______________________________

______ Crisis

______ Urgent

______ Regular Intake

COLUMBIA COMMUNITY MENTAL HEALTH

DEVELOPMENTAL DISABILITIES PROGRAM

The Developmental Disabilities Program provides services and supports to individuals of all ages who have an intellectual disability or another developmental disability in accordance with the Oregon Administration Rules. Depending on an individuals need, available supports may include advocacy, assistance with health and safety, case management/service coordination, resources and referral, supported decision making, attendant care, assistive devices/technology, behavior consultation, relief care, specialized medical equipment and supplies, in-home supports, family training, environmental or vehicle modifications, foster care and group homes, transportation, job coaching and supports. 
The definition of a developmental disability is a neurological condition that originates in and directly affects the brain.

Some examples of the developmental disabilities that we serve are:

Autism
 Spectrum Disorder


Fragile X Syndrome

Neurofibromatosis



Traumatic Brain Injury
Cerebral Palsy




Acquired Brain Injury
Down syndrome (Trisomy 21)

Phenylketonuria (PKU)
Prader-Willi Syndrome


Klinefelter’s Syndrome
Epilepsy




Fetal Alcohol Syndrome

Angelman Syndrome



Seizure Disorder

Williams Syndrome
     
To refer an individual to the DD Program, please get their permission and complete the entire form.
Please mail, fax, email, or bring it to the DD Program office.

Physical Address: 



Mailing Address:
CCMH DD Program Office


CCMH DD Program Office
58523 Old Portland Rd.


P.O. Box 1234
St. Helens, OR 97051


St. Helens, OR 97051
Fax Number:  503-397-9079 Attn: Lynette    Email Address: lynettec@ccmh1.com

If you have questions or need assistance in completing this form, you may call the Columbia County DD Eligibility Specialist, Lynette Cronin 503 564-1491.
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