
F A X  
Company Name 
Street Address 
City, ST ZIP Code 
Phone 
Website 

 

To: UF Behavioral Health Hub 
Fax number: 352-627-4161 

From: Your Name 
Fax number: Enter fax number 

Date: Enter date 

Regarding: 
UF BH HUB CONSULT REFERRAL 

Phone number for follow-up: 
352-265-2252 

 

Comments: 

 
Please send an email to Keisha Thornton (keishathornton@ufl.edu) and copy 
Kati Breton (kbreton@ufl.edu) to alert them the consult referral packet has 
been faxed. Do NOT include any PHI in the email. Receipt will be 
acknowledged within two business days. 
 
 
Thank you!! 

 

mailto:keishathornton@ufl.edu
mailto:kbreton@ufl.edu


University of Florida • Department of Psychiatry • Division of Child & Adolescent Psychiatry 
North Central Florida Behavioral Health Hub Patient Referral/Staffing Form 

 
TO BE COMPLETED BY REFERRING PRACTICE: 
Patient Information 
Date: 
Primary Care Practice & Contact Info: 
Referring Provider: 
Patient Name: 
Patient DOB/Age: Ethnicity: 
Patient Gender: Insurance: 

Policy#/Grp#: 
Subscriber name/DOB: 

Primary DX: Additional DXs: 
Medication List: 
PSC-17 Scores: I=         E=         A= 
Other Screener(s): Scores: 
Discussion w/family re. Hub: Y/N Date: 
Reason for Consult: (please specify) Documentation Needed: 

1. Release of Information (ROI) 
2. Bio-psychosocial history (BPSA) 
3. Current clinical note to indicate reason for 

referral 
4. Any Psych eval or assessment 
5. Scored PSC-17 + all completed screeners (i.e. 

PHQ-9, GAD-7, SNAP-IV) 
6. Court order of guardianship (if needed) 

TO BE COMPLETED BY HUB: 
CAP Assignment-Circle 
Dr. Pumariega 
Dr. Andrews 
Directive-Circle  
Doc-to-Doc 
Live Evaluation- televideo 
Post Doc Assignment-Circle  
Post Doc Post Doc Name: 
Directive-Circle all that apply 
90791 
Therapy Referral: Y/N Input BHO: 
Additional scales needed: Y/N List Screener(s): 
Notes: 
 

 



Dear Parent, Guardian and Caregivers: 

Your primary care provider (PCP) is initiating a consult referral to 

the University of Florida, Department of Psychiatry, Division of 

Child & Adolescent Psychiatry, Behavioral Health Hub on behalf 

of your child.  

Completion of the attached Bio Psychosocial intake form will 

provide our team with valuable background information and 

history to help us provide advice to your child’s primary care 

provider (PCP) regarding your child’s behavioral health needs. 

This information will serve as a compliment to the screener(s) that 

your provider has administered. Your child’s PCP will share our 

recommendations and advise during an upcoming clinic visit.   

Please take the time to complete this form in your provider’s 

waiting area and return to the front desk staff prior to your 

departure. 

Thank you for taking the time to complete the form and taking an 

active role in your child’s behavioral health care! 

University of Florida 
Department of Psychiatry 

Division of Child & Adolescent Psychiatry 

North Central Florida 

Behavioral Health Hub 

352-265-2252



Mental Health Background Information 
 

DEMOGRAPHICS: 
 

Name of the person completing this form: 
 
 
 

Relationship to the child: 
 
 

Child’s Full Legal Name:    
 

Is there another name the child prefers being called?    
 

Child’s Date of Birth: / /    
 

Age:    
 

Gender:    
 

Race:    
 

Religion:    
 

Is the child adopted? No Yes 
If yes, are they aware? No Yes 

 
Who lives in the same household as the child? 

 
Name Sex Age Relationship to Child 

    

    

    

    

 
 

What are the main concerns that you have about your child’s behavior or emotions? 

How long have you had these concerns? 

 

Traumatic experiences: Has your child ever been exposed to actual or threatened death, serious 
injury, or sexual violence? No Yes 

 
 

Please list any symptoms related to the traumatic event? 
 
 



PAST PSYCHIATRIC HISTORY: 
 
Has your child ever seen a psychiatrist or therapist/counselor before? 

Name of provider Dates seen Reason 
   

   

   

 

Has your child ever been admitted to a psychiatric hospital? 
Name of the hospital Dates Reason 

   

   

   

   

 
Has your child ever attempted suicide?   No Yes If yes, please describe: 

 
 

Does your child engage in any self-harm behaviors (like cutting)?   No Yes If yes, please 
describe: 

Has your child ever been violent or aggressive? No Yes If yes, please describe: 

FAMILY HISTORY: 
 
Please list any known psychiatric illnesses in blood relatives of the child: 

Psychiatric illness: Child’s 
Mother 

Child’s 
Father 

Child’s 
siblings 

Mother’s side 
of the family 

Father’s side 
of the family 

Depression      

Anxiety      

Bipolar disorder      

Psychosis      

Schizophrenia      

ADHD      

Intellectual disability or 
learning problems 

     

Autism      

Eating disorder      

Alcohol problems      

Drug problems      

Suicide      

 
 

SUBSTANCE USE HISTORY: 
 

Does the child use: Alcohol Tobacco Illegal drugs 



Specify:       

 

MEDICAL HISTORY: 
 

Does your child have any history of the following medical conditions (circle all that apply)? 

  
 

List any other serious illness or disease    
 
 

Has your child ever had surgery? No Yes 
If yes, describe and give dates: 

 

Has your child ever had any serious injuries?   No Yes 
If yes, describe and give dates: 

 

Biological females only: 
Has your child started menstruation? No Yes 
If yes, at what age    
Are periods regular?   No Yes 

 
 

MEDICATIONS: 
 
Please list all medication your child is currently taking: 

Name of medication Dose of medication Who prescribes it? 
   

   

   

   

   

   

 

Please list any medications your child has taken in the past: 
 
 

ALLERGIES: No Known Drug Allergies Other: 
Please list any allergies:    

 

Allergies (describe) 
Asthma 
Respiratory Illness 
Diabetes 
Convulsions/Seizures/Epilepsy 
Head Injury 
Dizziness or Fainting 

 

Loss of Consciousness 
Heart problems 
High Blood Pressure 
Low Blood Pressure 
Urogenital Problems 
Vision Problems 
Hearing problems 

 



 
 

SOCIAL HISTORY: 
 
Name of current school:                
Current grade:                
Did the child repeat any grades? No Yes           
Does the child have a 504 plan or IEP?   No Yes          
Is the child in ESE or special needs classes? No  Yes       
Who all lives together in the household? ____________________________________________ 
 

DEVELOPMENTAL HISTORY: 

Has anything significant occur during the child’s development years? 
 
 

TESTING HISTORY: 
 
Any history of IQ or achievement testing? No Yes          
Ever been tested for hearing abnormalities? No Yes         
Ever been tested for speech/ language abnormalities?  No Yes         
Has the child ever received occupational or physical therapy?   No    Yes        

 

OTHER: Has the child experienced any of the difficulties below? Please circle all that apply: 
 

Death of a parent, Death of other loved ones/close friend, Separation from parent or family, 
Parent separation/divorce, Loss of Home, Family financial problems, Parent with substance 
abuse problem, Conflicts with parents, Removal of child from home, Victim of crime or 
violence, Unwanted pregnancy, School problems, Illness in self, Illness in family (specify), 
Other: 

 
Please elaborate on any of the above and how they have affected our child:   



ENTER PCP NAME/PRACTICE HERE 

[Phone]  

[Email]  

[Website]  

[Street Address, City, State, Zip Code  

 

 

Dear Families, 

Due to the great shortage of child mental health professional in our region, we have entered into 
an agreement with the University of Florida, Department of Psychiatry, Division of Child and 
Adolescent Psychiatry. This agreement, called a Behavioral Health Collaborative, provides our 
practice with consultation and advice on how we can best deliver mental health services for your 
child, and obtain assistance on referrals for counseling therapy services. We will have consultation 
from child & adolescent psychiatrists, psychologists, and a licensed clinical social worker (LCSW). 
When you provide written consent, we will submit a consultation request to the Collaborative to 
help your child. There are several steps that will occur as a result, all of which are essential and 
necessary to deliver these enhanced services: 

• You may be contacted by the LCSW or Post Doc from UF Department of Psychiatry to obtain 
important information from you and your child. This assessment will be phone or televideo 
(via Zoom) and takes about 20 minutes. It is essential to have this information to provide 
consultation to your child’s primary care provider (PCP). Please collaborate on scheduling 
and making this contact a priority to expedite the consultation. 

• If your child has received services for behavioral health services by another provider, you 
will be asked to sign release of information permissions to obtain prior records, and possibly 
retrieve them in person if necessary. It is very important we can review all this information 
so we can make appropriate recommendations for your child’s care.  

• Your Primary Care Provider from our office will have a telephone conversation with the 
Psychiatrist or Psychologist to discuss your child’s needs; this is referred to as a “doc-to doc” 
consultation. During this conversation the Psychiatrist/Post Doc will make 
recommendations to your primary care provider regarding his/her treatment. Most of our 
work is accomplished through such consultation. Your child’s PCP will relay these 
recommendations during your next visit, or sooner if warranted. 

• In some cases, you and your child may be asked to participate in a 60-minute telehealth 
evaluation via Zoom with a Psychologist or Psychiatrist, either direct to your home or to an 
exam room at our office. Based on this telehealth appointment, the psychiatrist will 
communicate recommendations to your child’s primary care provider.  

• If it is deemed appropriate, your child may be referred for therapy at local or regional 
mental health services and the LCSW or Psychologist will help with that referral. 

• The level of service delivered is determined by mutual agreement between our team and 
your child’s PCP, taking into consideration the family’s input.  However, it is totally up to 
you to decide participation by your child’s PCP in this consultation program.  

We are committed to the care of your child and strive for the best possible outcomes with his/her 
care. Likewise, your participation in the collaborative is also a commitment on behalf of your child. 



 

 
PSC 17 Gardner W, Murphy M, Childs G et al. (1999) 

Child ID#: ___________________________   Child age _____________ 
 
Caregiver: ___________________________                    Date: ___________ 

 

Pediatric Symptom Checklist-17 (PSC-17) 
 
INSTRUCTIONS:  Emotional and physical health go together in children. Because caregivers 
are often the first to notice a problem with their child’s behavior, emotions or learning, you may 

help your child get the best care possible by answering these questions. Please mark under the 
heading that best fits your child. 
 
 

 
Please mark under the heading 

that best fits your child 
For Office Use 

Does your child: Never Sometimes Often I A E 

1. Feel sad.       

2. Feel hopeless.       

3. Feel down on him/herself.       

4. Worry a lot.       

5. Seem to be having less fun.       

6. Fidget, is unable to sit still.       

7. Daydream too much.       

8. Distract easily.       

9. Have trouble concentrating.       

10. Act as if driven by a motor.       

11. Fight with other children.       

12. Not listen to rules.       

13. Not understand other people’s feelings.       

14. Tease others.       

15. Blame others for his/her troubles.       

16. Refuse to share.       

17. Take things that do not belong to him her.       

TOTAL       

 

To Score: 

Fill in the unshaded box on the right:  “Never” = 0, “Sometimes” = 1, 

“Often” = 2. 

Sum the columns.  

 PSC17-Internalizing score is the sum of column I. 

 PSC17-Attention is the sum of column A 

 PSC17-Externalizing is the sum of column E. 

PSC-17 Total Score is the sum of PSC17-I + PSC17-A + PSC17-E. 

Positive Scores: 

PSC17-I > 5 

PSC17-A > 7 

PSC17-E > 7 

Total Score > 15

 



Authorization for Use or Disclosure 
of Protected Health Information

*RI0001*
RI0001Revised 5/30/19

PS46283

Phone # 
h Check if patient is an employee of UF Health Shands

h 	 UF Health Shands Hospital
h 	 UF Health Shands Rehab Hospital 
h 	 UF Health Shands Psychiatric Hospital
h 	 UF Health Florida Recovery Center

h 	 UF Health Clinics § Specific Clinic: 
	 _________________________________________________________________
h 	 UF Health Shands HomeCare
	 1610 NW 23rd Avenue, Gainesville, FL 32605                    		
	 Phone: 352.265.0789 § Fax: 352.265.9276

UF Health HIM Dept – ROI
P.O. Box 100348
Gainesville, FL 32610-0348
Phone: 352.594.0909
Fax: 352.265.1098

Please check 
appropriate 
facility and mail 
or fax completed 
forms to:

h Specialty, Physician or Hospital: 

Clinic, person or organization

Address

Phone                                               Attn    

h Check here if same as patient   h Check here for records pick-up only

Clinic, person or organization

Address	 Fax

Phone	 Attn

The following PHI may be released (check boxes below): I further authorize the release of the following 
information which may be included in the PHI:

Is this needed for a
doctor’s appointment?

Purpose of 
this request?
Format of Records?

Are there specific 
dates needed?

Write date below: Write dates below:

h Treatment/Continued Care  h Payment/Billing    h Personal Use    h Legal 
h Other:

h MyUFHealth (UF Health Portal)  h CD  h Paper

This authorization allows UF Health to use and disclose (release) certain PHI, which includes medical records, as I have directed.
I understand that:
	 •	 The PHI may include information about mental health, substance and/or alcohol use, HIV/AIDS, and STDs.
	 •	 I understand that substance use disorder records are protected under the Federal regulations governing Confidentiality and Substance Use Disorder  
		  Records, 42 C.F.R. Part 2, and HIPAA, 45 C.F.R. pts 160 & 164, and cannot be disclosed without my written consent unless otherwise provided for by  
		  these regulations.
	 •	 This authorization may be used to share the same type of PHI indicated above which may be created in the future, until the expiration date.
	 •	 This authorization will remain in effect for one (1) year or until I revoke it in writing (i.e., tell UF Health to cancel it).
	 •	 I have the right to revoke this authorization at any time.
	 •	 I understand that I must revoke this authorization by writing to the Health Information Management Department at the organization named above 	
		  and that the revocation will not apply to action already taken as a result of this authorization.
	 •	 I may refuse to sign this authorization and doing so will not affect my treatment, payment, enrollment, or eligibility for benefits or the quality of care  
		  that I will receive.
	 •	 I understand that PHI released per this authorization may no longer be protected by state law or the federal health privacy law and could be redisclosed  
		  by the person or entity that receives it.
	 •	 I am aware that I may be charged a fee for this request as allowed by law, which may include up to $1.00 per page (plus applicable tax and handling)  
		  for Paper Records and fees associated with labor, supplies (i.e. cost of a computer disk), and postage for Electronic Records. Fees are waived when  
		  PHI is released to a health care provider for treatment purposes.

Signature of patient / patient representative Date

*For purposes of this agreement, UF Health describes a collaboration of the University of Florida Board of Trustees for the benefit of the University of Florida College of Medicine, 
Shands Jacksonville Medical Center, Inc., Shands Teaching Hospital and Clinics, Inc., and Shands Recovery, LLC. Collectively, these entities are referred to as UF Health in this form.

Patient’s Address                          		                           City                             State           Zip

Record Request: Authorization to Use and Disclose Protected Health Information (“PHI”) Maintained by UF Health*

Date of Birth Medical Record #Patient’s Name

From the doctor, office, facility of other health care provider checked or 
written below: To the facility / person below:

Name of Representative Relationship to Patient Legal Authority

Representative’s Address & Phone Number Verification of Identity
(Internal use only)

Verification of Authority
(Internal use only)

Complete the section below only if the person requesting records is not the patient:

By signing this form, I authorize the release of PHI (i.e., medical records) as follows:

h  History and Physical h  Operative Report(s) h  Discharge Summary h  Behavioral Health

h  Problem List h  Medication List h  Clinic/Office Notes h  Substance Use Disorder

h  Emergency Room Record

h  Billing Records

h  Radiology Reports

h  Radiology Images

h  Lab/Pathology Reports

h  Other:_______________________ h  Genetic Testing

h  STD/HIV/AIDS Treatment(s) or Test(s)
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