
Return this form immediately to: 
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       4070 Tunica Street, Baton Rouge, LA 70805
        225-226-2273 (office) or fax 225-226-4610 

We Can Help

Mental/Behavioral Health Needs Assessment

Today’s Date ___________________________________
Child’s Name:
 __________________________
DOB:  _______________________

Parent/Guardian Name(s):  _________________________________________________

Shelter/Location:  _________________________________________________________

School:  ________________________________________________________________

Contact Phone Number:  _____________________________________________________
Has the child had mental health treatment?   YES

NO  

If yes, 

	Provider
	Problem/Treatment
	Date of Treatment

	
	
	

	
	
	

	
	
	


 Is the child currently on medication?   YES   NO

	Type of Medication
	Time of Medication

	
	

	
	

	
	


Has the child been prescribed medicine that he or she is without?      YES   NO
Insurance status:  Company/Medicaid 



 # 





If patient on Medicaid and does not have their number call:


Provider Relations 1-800-473-2783



Recipient Relations 1-800-843-3333
I CARE Use only










Date form received:  _________________

Form received by:  ___________________ (Name)

Disposition:  ________________________ (Date, Name and contact number of to whom referral was made)

