 (
     
CHILDREN’S REGIONAL INTEGRATED SERVICE SYSTEM (CRISS)
CASE TRANSFER WORK
SHEET
)


CCS#   ______________________________   

NAME:______________________________	DOB:     ____________________________

TRANSFERRING CO:____________________	RECEIVING CO:____________________

OLD ADDRESS:_______________________________________________________________

NEW ADDRESS:______________________________________________________________

PARENTS’ NAME:___________________________ PHONE:_________________________

CARETAKER:__________________PHONE:__________RELATIONSHIP:____________

 (
* include ICD9 code
)DIAGNOSIS: 1.____________________________ 2. _________________________________		  
                         3.____________________________ 4. ________________________________	 

MTU: 		YES	NO		MTU CHART LOCATION:_______________________

SERVICES IN EFFECT:	1.____________________________________________________
 (
*Continue list on 
  back if necessary
)				2.____________________________________________________
				3.____________________________________________________
				4.____________________________________________________
				5.____________________________________________________
				6.____________________________________________________
COMMENTS:




ENGLISH SPEAKING:	YES	NO	PRIMARY LANGUAGE:___________________

EFFECTIVE CLOSURE DATE:_________________________________________________

TRANSFERRING CO CONTACT:________________________PHONE:_______________

FINANCIAL STATUS:_________________________________________________________
			MEDI-CAL #_______________________________________________
			HEALTHY FAMILIES______________________________________
			PRIVATE INSURANCE:_____________________________________
F.E. NEEDED:	YES	NO		DATE:___________________________________	
3/99
