CP 11

CHILD PLUS
Mental Health

Observations Referrals and Treatment

CHILD’S NAME:                                                 

Treatment Status Code: (Cross reference to CP2, section 2)





Consultant Assigned?

Yes
No

Consultant Name:                                                         

Teacher:                                           

Parental Permission form signed?        Yes  No    Date                

TRANSACTION
Type: 
 
Follow-up

Treatment

Referral  
Status Code: (Cross reference to CP2, section 2)







Source: Consultant
Mental Health Staff

Teacher
Funding Code: (Cross reference to CP2, section 2) 






Date:    





                               
Referred to:     Private Physician      Mental Health Center
 County Health Department 
Provider Name: 











Completion date:                       
      

OBSERVATIONS
Date:                                  
TOTAL MINUTES OBSERVED: 


Source:  Consultant
Mental Health Staff
Teacher
