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“Working Together Towards Recovery”

[image: image2] CLUB HORIZON ELIGIBILITY CRITERIA:
(a)  Major Mental illness? Developmental Disorders from childhood do not meet criteria

(b)  Wake County resident?

(c)  Any/all medical conditions managed?

(d)  Seeking social or vocational supports or opportunities?

(e) 18 years of age or older?

REFERRAL PROCESS
THE FOLLOWING PAPERWORK IS REQUIRED FOR EACH REFERRAL:

1.
Full Psychiatric Assessment completed within the last year.  Club Horizon also requires a copy of all additional assessments in order to remain compliant.
2.
Demographic information including diagnosis, medication, and psychiatric evaluation from provider of clinical services.
3.
Service order for Psychosocial Rehabilitation signed by a physician, licensed psychologist, physician’s assistant or nurse practitioner according to their scope of practice prior to or on the day that services are to be provided.

4.
Person centered plan which includes appropriate psychosocial rehabilitation goals i.e. social skills, independent living, money management, coping skills, anger management.  The goal must be measurable and time limited.  PSR must be included as one of the recommended services on the person centered plan and we must be listed as a service in the “WHO” section.  The signature sheet must be included with the PCP.  Club Horizon will need a copy of the PCP each time it is updated.

5.
PSR goals are required to be reviewed every 6 months, the lead agency shall review the goals within 30 days of the 6 month/12/month review date.  Club Horizon staff shall participate in these reviews.
6.
The Lead Agency/Agency responsible for case management shall submit the initial ITR to Value Options to request PSR authorization maximum of 8 hrs/day, 5 days/week = 32 units/day or 1040 units per 6 months.
TRANSPORTATION: Medicaid recipients who live in a private residence are eligible to utilize Medicaid transportation to and from the clubhouse. Club Horizon will work with the referring agent to ensure that prospective members are able to attend the clubhouse immediately after all paper work is complete and the authorization for transportation is obtained.  Members who do not have Medicaid may be eligible for transportation provided by Club Horizon.  Arrangements shall be made with the prospective member.
REFERRALS: Club Horizon welcomes referrals from all sources including, Wake County Human Services, psychiatric hospitals, the private (outpatient) sector, family members and existing Club Horizon members. In all referrals, Club Horizon asks that the referral agents work collaboratively with the program staff to better ensure continuity to care for the potential member.

Club Horizon Information for ITR:
Club Horizon Facility ID:
8301230S

Address:


101-B Forest Drive

Knightdale, NC 27545

Telephone number:

919-266-2202

Fax Number:


919-266-2210     
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” Working Together Towards Recovery”
CLUB HORIZON REFERRAL FORM

Psychosocial Rehabilitation Services

Client Name: _________________________________Date of Referral: _____/______/____

Medicaid #: ___________________Record#:__________ Date of Birth: _______ Sex: M   F
Home Phone: (_______) ______-__________ Work Phone: (___) _____ _ ________

Parent /Guardian Full Name(s) (If applicable):
________________________________________________________________________  
Current Address: _______________________________________________________________________

Home Phone: (____) ____ - ________Work Phone: (_____) _____-_________
Therapist: ________________________________        Phone: (_____) _____-__________

Psychiatrist: ______________________________        Phone:  (_____) _____-__________

Lead Agency/Referring Program: _________________________ Phone: _______________

Presenting Problem(s) / Reason for   Reason for Referral: ________________________
_______________________________________________________________________
__________________________________________________________
Diagnosis:

Axis I: __________________________________________________________

Axis II: __________________________________________________________

(must asses further if developmental disability/mental retardation or borderline intellectual functioning)

Axis III: __________________________________________________________

Axis IV: __________________________________________________________

Axis V: __________________________________________________________

Current Medications: ____________________________________________________________________________________________________________________

History of any of the following behaviors: (circle) Abusive / Violent / Sexually Inappropriate or Substance abuse Additional information (include any history of hospitalizations): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________
Referral Recommendations:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: ________________________________________ 
Date: ____/____/____
Revised 8/31/11



Club Horizon


101B Forest Drive


Knightdale, NC 27545


919-266-2202








