Attachment 1
Apalachee Center, Inc.
2634-C Capital Circle, N.E. Tallahassee, Florida 32308
(850) 523-3468 / Fax (850) 523-3469

FACT REFERRAL FORM

Date Completed: / /

Referred Consumer Name: ACHS#:

Current Residence / Contact infomation:

Family Contact:

Social Security #: Age: DOB: / /
Sex: O Male O Female Race: 0 White Q Black Q Other:
Approx Discharge Date: / / Nationality: Fluent Language:

Benefits / Insurance:
Medicaid / Medicare #:

Referred by: Phone #:

Reason for Referral:

Current Agency Involvement:

Most Recent Hospitalization:

Psychiatric Facility Names & Admission Dates:

Attached Admission / Discharge summary's:

Current Meds and Dosages:
(Psych and Medical Meds):

Current Psychiatric Status:

*Attach copies of most recent psychiatric evaluations, psychosocial reports, and physical/ neurological
examination reports. Also include copies of recent discharge summaries and any psychological testing/
evaluations. In addition include lab results from the last year, any x-ray, EEG and MRI reports, TB testing records
and immunizations.
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*

Diagnosis
Axis I: Axis |l

Axis I Axis IV:

Provide a summary of the following

Consumer’s ability to maintain residency:

Consumer’s ability to meet nutritional needs:

Employment history:

Substance abuse history / treatment:

Criminal justice involvement:

Medical needs:

Received:

FACT Team Leader Date

Disposition: 0 Schedule for screening on / /

Q Not eligible for screening due to

0 Referral source contacted and informed
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