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WIN GEORGIA WRAPAROUND REFERRAL FORM

Please complete and email to address below 

DATE:      
Youth’s Name:       



DOB: 
     

Age:    
Gender:  
     

Race:  
     


Parent/Guardian’s Name:      
Address: 
     



City:      


Zip:     
Youth/Family Phone Number:            

County:      
Referring Agency: 

	  FORMCHECKBOX 
Parent/Guardian                                                                               

  FORMCHECKBOX 
Inpatient Hospital 

  FORMCHECKBOX 
Crisis Stabilization Program (CSP)

  FORMCHECKBOX 
Residential Facility/Provider
	 FORMCHECKBOX 
Mental Health Core Provider (DBH) 
 FORMCHECKBOX 
Private MH Provider                                                               

 FORMCHECKBOX 
DJJ                       

 FORMCHECKBOX 
Juvenile Court   
	  FORMCHECKBOX 
DFCS
  FORMCHECKBOX 
Law Enforcement
  FORMCHECKBOX 
School

  FORMCHECKBOX 
Other:      


Person Referring:      





Email:      
Phone Number;      





Fax Number:      
Other Agencies Currently Involved: 

	  FORMCHECKBOX 
School

  FORMCHECKBOX 
Inpatient Hospital                                                                         

  FORMCHECKBOX 
Crisis Stabilization Program (CSP)

  FORMCHECKBOX 
Residential Facility/Provider 
	 FORMCHECKBOX 
Mental Health Core Provider (DBH)  FORMCHECKBOX 
Private MH Provider

 FORMCHECKBOX 
Juvenile Court  

 FORMCHECKBOX 
DJJ 
	 FORMCHECKBOX 
DFCS                          
 FORMCHECKBOX 
Law Enforcement             

 FORMCHECKBOX 
Other: 



School Attending:       




Current Grade:      
Special School Services (if applicable):      
MH Diagnosis (if applicable):      

AOD Diagnosis (if applicable):      
                CAFAS Score:       
Medications (if applicable):      
What are the youth and/or family’s strengths?      
Presenting Problems?      
Ever been staffed at LIPT?   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


If Yes, LIPT Decision:      
Thank you for your referral to High-Fidelity Wraparound.

We will review this referral and contact you in three business days.
Send Completed Referral Form to: 

Email:  WINGA@lmcs.org
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