
 CHILD AND FAMILY SERVICES OF CATHOLIC CHARITIES 

VILLA MARIA COMMUNITY RESOURCES 

External Referral for PRP Services   

 Foster Home 

 Race:  

CLIENT NAME: 

Gender:         DOB: 

School:  Grade:  

Legal Guardian:   

Phone Number:    

Address:                                                               Zip:    

Living Situation:    Private Residence    

Does the child need any interpreter services    No   Yes 

Date of Referral:       /   / 

MA #:    

Beacon Health - ID Number:  

Transportation Needed:  No   Yes 

Agency Involvement:      No   Yes  

Agency:    

Medical Necessity Criteria: 

   The youth has a serious emotional disorder 

Detail/Comments:   

   The youth’s mental disorder is the cause of serious dysfunction in one or more life domains (home, school, 

community), and the impairment results in 

o A clear and current threat to the individual’s ability to be maintained in his/her customary setting

o An emerging / pending risk to the safety of the individual or others

o Other significant psychological or social impairments such as inappropriate social behavior causing serious

problems with peer relationships and/or family members

Detail/Comments:  

  The individual, due to the dysfunction, is at risk for requiring a higher level of care, or is returning from a 

higher level of care 

Detail/Comments:   

  The participant’s condition requires an integrated program of rehabilitation services to develop and/or 

restore independent living skills to support the participant’s recover 

Detail/Comments:   

   The participant does not require a more intensive level of care and is judged to be in enough behavioral 

control to be safe in the rehabilitation program and benefit from the rehabilitation provided 

Detail/Comments:   

Statement of Service Necessity: 

And either: 

 There is clinical evidence that the current intensity of outpatient treatment will not be sufficient to reduce the 

participant’s symptoms and functional behavioral impairment resulting from the mental illness and restore 

him/her to an appropriate functional level, or prevent clinical deterioration, or avert the need to initiate 

a more intensive level of care due to current risk to the participant or others; or 

 For participant transitioning from an inpatient, day hospital or residential treatment setting to a 



community setting there is clinical evidence that PRP services will be necessary to prevent clinical deterioration 

and support successful transition back to the community, or avert the need to initiate or continue a more 

intensive level of care. 

Diagnoses: 

Primary Diagnosis                                     Code      ; Secondary Diagnosis:                                    Code

          Code   

Trauma or traumatic experiences?   Yes     No Substance use?   Yes    No

Additional diagnostic information: 

Check all that apply: 

Recommended Frequency and Modality of Service 

 Outpatient PRP Services (once weekly)  LTASP (twice weekly)   One-on-one  In-home  With peers 

The child is currently in active treatment?   Yes   No    Frequency:  /week 

The family has been involved with and agrees to this referral?    Yes   No 

Additional Information: 

Date: Therapist Signature:    _________________________________________________________ 

Therapist Name:   

Address:     Phone:    

Continuing Authorization Criteria (All required) 

  The participant continues to meet admission criteria. 

  Clinical evidence indicates that the therapeutic re-entry into a less intensive level of care would result in 

     exacerbation of the symptoms of the participant’s mental disorder. 

  Progress in relation to specific symptoms/impairments/dysfunction is clearly evident and can be described in  

       objective terms, but goals of treatment have not been achieved or adjustments in the treatment plan to    

  address the lack of progress are evident and/or a second opinion on the treatment plan has been considered. 

 (There should be daily progress notes that document treatment and the participant’s response to treatment.) 

  The IRP and written crisis plan are complete and the IRP has been signed by at least two licensed mental  

       health professionals who have collaborated regarding the IRP. The IRP is being carried out in accordance     

        with the Child and Adolescent PRP regulations (COMAR 10.21.29). 

  There is evidence that the participant, family, caretaker or significant other is involved in treatment in the  

       frequency and manner indicated by the treatment plan. 

  There is documented active planning for transition to a less intensive level of care. 

Tertiary Diagnosis
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