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The Discovery Team (CHR) Referral Form
 Person Seeking Services	
Date: Click here to enter a date.	Age: age.	DOB: date.
[bookmark: _Hlk208413425]Name: Click here to enter text.	Gender:	☐ Male	☐  Female
Address: Click here to enter text.		Preferred Pronouns: Click here to enter text. City: City	State: State	Zip Code: Zip Code	Primary Language: Click here to enter text. Phone: Click here to enter text.		Race: Click here to enter text.
Email: Click here to enter text.	Ethnicity (Optional): Click here to enter text.

 Referral Source	

	Name: Click here to enter text.
	
	Phone: Click here to enter text.

	Address: Click here to enter text.
	
	Email: Click here to enter text.

	City: City	State: State
	Zip Code: Zip Code
	Relationship: Click here to enter text.



Is the Individual aware of this referral?	☐  Yes  ☐ No

 About The Discovery Team (CHR)	

The Discovery Teams Clinical High Risk for Psychosis Assessment program (CHR-P) is a specialized early intervention initiative designed to identify and evaluate individuals- particularly adolescents and young adults (youngest age 12 years old)-who may be at elevated risk of developing psychosis disorders. The program uses validated clinical tools and structured interviews, such as the Structured Interview for Psychosis-Risk Syndromes (SIPS), to assess attenuated symptoms, functional decline, and other relevant risk factors. 

The Primary goal of the program are early detection and timely referral to appropriate support services. The outcome of the assessment is to determine what services- such as specialized programs (FEP, Long term CHR Program), psychotherapy, psychiatric care, case management, family support, or monitoring- would be most beneficial for the individual based on their clinical presentation and level of risk. The process is trauma-informed developmentally sensitive and integrates input from families and multidisciplinary providers. 

The CHR-P program is a part of the Massachusetts Psychosis Prevention Partnership (M3P) Which is a group of programs dedicated to improving the mental health wellness of young people who are at clinical high risk for Psychosis (CHR-P) Through early identification, prevention, and intervention. 
. If family and/or natural supports are involved, please provide contact information so that they can be included in services:

	Name/Relationship:
	Click here to enter text.
	Phone: Phone
	Email:
	Email.

	Name/Relationship:
	Click here to enter text.
	Phone: Phone
	Email:
	Email.

	Name/Relationship:
	Click here to enter text.
	Phone: Phone
	Email:
	Email.


May The Discovery Team contact the above people listed during the referral process:  ☐ Yes ☐  No
· If permission is given, the individual being referred should initial and date:
Initial: initial.  Date: pick a date.
Have referrals or inquiries been placed with any other early psychosis programs? ☐  Yes	☐  No
 Insurance Information	

Primary Insurance: Click here to enter text.	ID Number: Click here to enter text. Secondary Insurance: Click here to enter text.	 ID Number: Click here to enter text.
 Guardian Information (if applicable)	

Does individual have a guardian(s): ☐  Yes ☐  No (if yes, please complete the following) Name/Relationship: Click here to enter text.	Name/Relationship: Click here to enter text. Address: Click here to enter text.	 Address: Click here to enter text.
[bookmark: _Hlk208414912]City: City	State: State	Zip Code: Zip Code	City: City	State: State	Zip Code: Zip Code Email: Click here to enter text.		Email: Click here to enter text.
Phone: Click here to enter text.	Phone: Click here to enter text.
Primary Language: Click here to enter text.	Primary Language: Click here to enter text.
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 Behavioral Health History	

Behavioral Health Diagnoses: Click here to enter text.

Most Recent Behavioral Health Providers
Psychiatry: ☐ Yes  ☐ No Names/Agency: Enter Names/Agency. Dates of Service: Enter date. Therapy:  ☐  Yes   ☐ No Names/Agency: Enter Names/Agency. Dates of Service: Enter date. Other (Please describe): Click here to enter text.
If the individual has current outpatient providers, is the individual prepared to transfer care to a therapist and prescriber on The Discovery Team? ☐ Yes  ☐ No
Do current providers know that a referral is being placed to The Discovery Team?  ☐  Yes  ☐  No
Recent Hospitalizations
Hospital/Dates of Admission and Discharge: Click here to enter text. Hospital/Dates of Admission and Discharge: Click here to enter text.

 Medical History	

Primary Care Physician (PCP): PCP	Phone: Click here to enter text.
PCP Address: Click here to enter text.	Allergies: Click here to enter text.
City: City	State: State	Zip Code: Zip Code	Medical Diagnoses: Click here to enter text. Current Medications and Dosages: Click here to enter text.

 Additional Information	
Reason you feel this referral would be beneficial: Click here to enter text.


Is there anything else that would be helpful for us to know (preferences, etc.): Click here to enter text.


 Please list all possible availability for appointments:	

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Morning
	Enter time	Enter time	Enter time	Enter time	Enter time
	Afternoon
	Enter time	Enter time	Enter time	Enter time	Enter time
	Early Evening
	Enter time	Enter time	Enter time	Enter time	Enter time





Please fax this form along with any clinical documentation, including Assessments, Admission/Discharge Summaries, and latest prescriber records to (781) 482-7948, or mail to The Edinburg Center, 205 Burlington Road, Bedford MA 01730. Referrals may also be sent to outpatient@edinburgcenter.org.
If you have any questions please email outpatient@edinburgcenter.org or call 781-761-5171
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