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Recommendation from Case Manager for Initial Placement in County Funded Secure Facility/Long Term Care Facility

Note:  This form is to be filled out by a client’s community case manager.  It is not intended for use by the hospital social worker/case manager.  Please use additional sheet of paper if more room is needed.  Please send completed form by secure e-mail to ltc.faxes@optum.com or fax to 888-687-2515.

	Name of Client:       

	Name of Case Manager:      

	Case Manager Phone:      
	Case Manager Fax:       

	Date:       


1. This client is being referred for possible admission to a County Funded LTC program (IMD, State Hospital, ARF, County Funded SNF, NBU Patch or Psychosocial SNF Patch).  Please provide any information that would help determine your client’s need for this level of care, information on type and frequency of case management services that you are providing, and an assessment of your client’s strengths and weaknesses.  Please note the specific level of care you are recommending (e.g., community placement, IMD placement, Psychosocial SNF Patch, County Funded SNF, NBU Patch or State Hospital). 
Recommendation:  

     
2. How long have you known this client?       
3. Please complete the following risk assessment.  

	Risk Factors
	  weak                             strong

	Weak to Strong >
	1
	2
	3
	4
	5

	
	Suicidal Risk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Risk of AWOL from locked placement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Assaultive Risk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Drug/ETOH Risk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sexual Hx Risk
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Dangerous Propensities: 

       

Please comment on the above risk factors.  Please explain any risk factors above 3.  Also comment on any historical risk factors. 

      
4. Please verify client’s source of income and amount of income:

	Source
	Amount

	 FORMCHECKBOX 
  SSI
	     

	 FORMCHECKBOX 
  SSA
	     

	 FORMCHECKBOX 
  Other:       
	     

	 FORMCHECKBOX 
  Other:       
	     

	 FORMCHECKBOX 
  Payee:       


5. Please provide information on client’s living situation and hospitalizations over the past year.  This can be a copy of the placement information in the client’s chart or a brief narrative that includes information on hospitalizations and placements in board and cares, independent living situations, hotels, etc.       
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