 

Date of Referral:


Referral Form for Prestera Center’s 
Quiet Minds 
	Name:                                                                                         DOB:                         Age:

	Address:






	Phone:                                                                                         ID (if Prestera consumer):

	Guardian Name (if applicable)                                                   Contact information: 

	Referred by:                                                                                Contact information: 

	Payor Coverage: 
  FORMCHECKBOX 
 Medicaid                 Policy ID number:_________________________
  FORMCHECKBOX 
 Medicare                 Policy ID number:_________________________
  FORMCHECKBOX 
 Private Insurance    Policy ID number:_________________________



	 Quiet Minds Admission Eligibility Criteria: 

Please check next to the assessed diagnosis and then check to indicate at least two services that the individual would be interested in participating in while with the program.  
(If the diagnosis is unknown, we are happy to provide an assessment to provide clarification.)   

1. Age Range: 15-25

2. Diagnoses:  FORMCHECKBOX 
 Schizophrenia,  FORMCHECKBOX 
 Schizoaffective Disorder,  FORMCHECKBOX 
 Schizophreniform Disorder or     FORMCHECKBOX 
 Other Specified/Unspecified Schizophrenia Spectrum and Other Psychotic Disorder;              FORMCHECKBOX 
 Bipolar I Disorder with Psychotic Features,  FORMCHECKBOX 
 Bipolar II Disorder with Psychotic Features
3. Duration of Untreated Illness: 2 years (case by case basis). For those who have been ill longer, they would not be included in outcomes. 

4. Geographic Area: Catchment area served by respective agency – All counties served by Prestera
5. Engagement: Individual must engage in at least two services offered by the program    
                                              (please check at least two of interest to the individual)   
                                      FORMCHECKBOX 
 Case Management                                            FORMCHECKBOX 
  Therapy                                                                                                                                                                                                       
                         FORMCHECKBOX 
 Psychoeducation                                               FORMCHECKBOX 
  Supported Employment

                         FORMCHECKBOX 
 Medication Management 
***If currently in treatment, please forward records to Prestera Center, attn Elizabeth Schoolcraft 


Other Information that may be helpful: ___________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please email the completed form to elizabeth.schoolcraft@prestera.org OR fax to


Fax number: 
(304) 345 – 8163  
Phone: (304) 341-0511 ext 1713


