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Assertive Community Treatment (ACT) Referral Process
ACT is a multidisciplinary, intensive, community-based mental health program for adults who are diagnosed with a serious persistent mental illness (SPMI) and are not responding to traditional outpatient services. The goal of ACT is to stabilize overall functioning and transition back to traditional outpatient services. The length of time in the program is specific to each individual and their needs, the most common range is 1-2 years. 
Best Candidates for the ACT program:
· Experiencing psychosis
· Typically have primary diagnosis of schizophrenia, schizoaffective disorder, bipolar disorder, major depressive disorder 
· Have had multiple psychiatric hospitalizations and/or frequent use of emergency services in the last couple years
· Struggle with daily living tasks
· May be at risk of homelessness
· May be involved in the legal system
· May have dual diagnosis of SPMI and substance use
Individuals who are not a good fit for ACT:
· Personality disorder is the primary diagnosis
· Substance use is the primary diagnosis
· Does not have a SPMI diagnosis
· Is diagnosed with SPMI but are at a level of stabilization where they are taking care of their daily living tasks, not needing hospitalization or emergency services and attending outpatient appointments. 
If you believe someone you are working with is a good candidate for ACT: 
· Please fill out the FHS ACT referral form. 
· Include the following documents with the referral:
· Most recent CDA
· Most recent Hospital record
· Current Med list
· FHS Release of Information to be signed for anyone prescribing psychotropic medication or any bx health agency providing treatment services
· Copy of current crisis or safety plan 
· Current CTO and Probation Orders
· Fax the referral form to: 208-734-1282 or email to: bhreferrals@fhsid.org
Referral and Intake Steps:
· A referral to ACT does not guarantee that the individual will be admitted to the program; it is important to continue engagement and services with a referred individual while we are completing the referral review and intake process. 
· Our team may reach out if we need additional information on the referral or if we are need to coordinate on the best way to contact the individual and explain our program.
· We do what we can to update referral sources on their referral, however if you have any questions or are needing immediate collaboration please call our office at 208-734-1281.
· Individuals approved for the program will have all their behavioral health services (therapy, medication management, CBRS, peer support, case management, etc.) transferred to the ACT team.
· We do what we can to coordinate the transfer between ACT and other behavioral health providers.



Assertive Community Treatment (ACT) Referral Form
Please remember to continue engagement and services with this individual through the referral and intake process.
	Client Demographics
	Name: _________________________________________ DOB: ______________Age_______
Gender: ______________________________ Phone: ________________________________
Address: ____________________________________________________________________
Insurance: ___________________________________________________________________
Current Location of Client: ______________________________________________________
Best Way to Contact Client:______________________________________________________

	Referral Contact Info
	
Name: ______________________________________________________________________
Email: ______________________________________________________________________
Phone: _____________________________________________________________________

	Reason for Referral: Client Identified Needs:
(Narrative: issues contributing to need, risk factors, symptoms/behaviors)
	

	Diagnosis: 
	


	Hospitalizations:
  
	Total # of Hospitalizations with in last 2 years: ______________________________________
Reason for last hospitalization: __________________________________________________
Date of last State Hospitalization: __________________________________ SHN or SHS
Date and location of Last Local Hospitalization:______________________________________
Total # of ER visits in the last year due to MH symptoms: ________________________
Total # of times has used the Adult Crisis Center in the last year: ___________________

	Medical Issues:
	



	Current Medication: 
	

	Current Treatment Providers.
	
MH Tx Provider: ______________________________________________________________
Primary Care: ________________________________________________________________
Mental Health Treatment History:



	Substance Use Hx:
	___ Meth ___Opiates ___ Cannabis ___Alcohol ___ Benzos __ Hallucinogens
___ Other __________________________________
Treatment History: 


	Supports:
	
Name: ___________________________________ Relationship: _______________________
Contact info: _________________________________________________________________
Name: ___________________________________ Relationship: _______________________
Contact info: _________________________________________________________________

	Living Situation:
	
____ Homeless, ____ Own, ____ Rent, ____ Other:__________________________________
Others Living with Client: ___ Alone, ___ Spouse, ___ Children, ____Parents,  ___ Other ________________________________________________________________________

	Income Source:
	
___ No income, ___ Employment, ___ SSI/SSDI, ___ State Benefits (SNAP, Cash assistance)
___ Other: __________________________________ Amount: ________________________
Payee Info:__________________________________________________________________

	Legal Status: 
	
Pending Criminal Charges: ______________________________________________________
Is the client on Probation or Parole: ______________________________________________
Probation officer contact info: ___________________________________________________
Is the client on an Outpatient Disposition with the Department of Health & Welfare? ______ 

	Client Strengths 
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