WOOD COUNTY HUMAN SERVICES
Referral for Community Treatment Teams
Date of Referral: 
Which program(s) is the individual being referred to (select all that apply):
Adult CCS: ☐		Youth CCS: ☐		CST: ☐ 		CLTS: ☐	CCOP: ☐   	

Information on individual making referral:
Name: 
Address: 
Phone Number: 			Relationship to Individual being referred: 
Does the individual know he/she is being referred for voluntary program/service(s)?  Yes: ☐   No: ☐

Information on individual being referred:
Legal Name of Individual/Assigned at Birth (Last, First, Middle Initial): 
Preferred Name: 
Date of Birth:			Age: 			Social Security #: 
Assigned Gender at Birth: Male:  ☐  Female: ☐  N/A: ☐
Preferred Gender: Male: ☐   Female: ☐  M to F: ☐   F to M: ☐  Non-Binary: ☐   Gender Fluid: ☐
Address of Individual: 
Phone Number(s):
Email Address: 

Does referred individual attend school? Yes: ☐   No: ☐ 
If yes, what school is attended? 								Grade: 
School Contact Person (name and phone if known):
Is there an IEP or behavior support plan in place? Yes: ☐ 		No: ☐


Information on Guardian/Parent of individual being referred (if applicable):    N/A:  ☐
Name(s):								Guardian: ☐  Parent: ☐
Address of Guardian/Parent: 
Phone Number(s): 
Email: 

Insurance information on individual being referred:
Primary insurance (if known): 
Do they have a source of Medicaid (MA)?  Yes: ☐   No: ☐    If Yes, what is their MA Number (if available): 
MA Source:   SSI: ☐   Katie Beckett: ☐  Badger Care: ☐   Unknown: ☐   Other: ☐

Medical information on individual being referred:
What are the individual’s current diagnoses (physical, mental health, or developmental diagnosis)?

Who is their primary care provider? 
Who is their psychiatrist? 
Who is their mental health psychotherapist?
Has the individual been hospitalized for mental health reasons in the past? If yes, where?

Has the individual completed any psychological or cognitive testing completed? If yes, where?


Is the individual involved with other Human Services departments? (Ex. Family Services, APS/Crisis.) 
Yes: ☐   No: ☐    

Is the individual involved with any Family Care programs? (Ex. Inclusa, Lakeland Cares, IRIS) 
Yes: ☐   No: ☐    




If referral is for CCS: Being as specific as possible, what are the needs of this individual that outpatient mental health treatment is not able to address?





Please explain any additional barriers/struggles that impact this individuals success in the community.
Internal Use Only:
Medications: ___________________________________________________________________________________
Hospitalizations, functional screen, out-of-home placement, obstacles to services, multiple services, service coordination need, unsuccessful interventions.











REFERRAL STATUS:
☐SENT TO BE ASSIGNED		Date:
☐CLOSED		Date:
☐NO RESPONSE
☐DID NOT WANT SERVICES

Referrals can be completed by emailing this form to HSReferrals@woodcountywi.gov 
Or by calling the referral line at 715-421-8835.
		       Updated 09.2025

