






Serving more than 3,100 children each year, the Achievement Center of LECOM 
Health helps children and young adults to maximize their potential.

With a variety of therapeutic services for children, from birth to age 21, the 
Achievement Center of LECOM Health has expanded and grown to help children 

and families in Erie, Crawford, Forest, and Warren counties.

Achievement Center of LECOM Health believes that every child, through every challenge can 
achieve.  We provide trauma-informed and strengths-based services to support children, youth 
and families through a host of difficulties.  Concerns related to disruptive behavior, thinking and 
learning, managing emotions, social interactions, family dynamics and the experience of 
trauma may impact how the child or youth functions across settings.  We partner with 

individuals and families to address:

• Behavioral challenges involving a pattern 
of arguing, defiance, verbal or physical 
aggression, property destruction, lying, 
stealing, truancy, serious rule breaking, and 
more.  

• • Physical challenges for infants and 
toddlers age birth to three related to motor 
skills, speech problems, deafness/hard of 
hearing, feeding, or other difficulties. 

• Developmental challenges• Developmental challenges in the form of 
intellectual and learning problems, 
inattention, hyperactivity, impulsivity, 
disorganization, repetitive or stereotyped 
movements, unusual sensory experiences, 

• Situational or long-term difficulty 
managing emotions such as anger, 
prolonged sadness, fear, worry, irritability 
or moodiness, etc. that can result in a 
variety of outcomes, up to and including 
suicidal ideation, suicide attempts, and 
self-injurious behavior.

• Social difficulties,• Social difficulties, such as struggling to 
build or maintain reasonable relationships 
with others; conflict with friends, peers, 
family members and/or adults; trouble 
adjusting to changes in the family; issues 
related to the rules, routines, and structure 
of the family, and more.

www.achievementctr.org


Corry Counseling of LECOM Health is a private, 
non-profit community agency that has served 

children and adults with mental and developmental 
disabilities in Corry for over 40 years.

The Mission of Corry Counseling is to offer hope, The Mission of Corry Counseling is to offer hope, 
stability and choice by providing professional, caring 
and confidential mental health and intellectual 
disability provision in Corry and the surrounding 

area.

45 East Washington Street,  Corry, PA 16407  • (814) 664-7761

Family Based Mental Health (FBMH) 
has been an offered service since 
2008.  FBMH treats children with 
serious emotional illness using an 
intensive in-home family treatment 

model.  

Family Preservation Services has been Family Preservation Services has been 
an agency service since 2011.  Initially 
called the Family Focus Program, it is 
funded by the Erie County Office of 
Children and Youth, it provides 

counseling and case management to 
families referred by that agency. 

Blended Case Management was added Blended Case Management was added 
to our array of services in 2013.  Case 
managers assist clients in a variety of 
ways, helping them to navigate both 
the medical and behavioral health care 
systems and linking them to needed 

community resources.

The Medication Support Program is the The Medication Support Program is the 
agency’s newest program.  Initiating 
services in January 2016, MSP offers 
support with medication adherence, as 
well as education about medication and 

emotional illness.

Examples of
 Services Offered

www.csccorry.org














ACLH: 814-616-0520

CCLH: 814-664-7761, ext. 138

To better support the needs of children, adolescents and adults with serious 
mental illness or emotional disorders, Blended Case Managers help connect  
services that are right for them, including education about resources, making 
referrals, and providing 24/7 crisis support. This holistic approach addresses 
the following areas of service: Mental health treatment, physical health 
treatment, education, daily living needs, socialization, housing, and vocation.

Program Offered at:Program Offered for: Contact Information:

ACLH - Youth   
 CCLH - Youth & Adult

1. Attach a psychiatric or psychological evaluation confirming the diagnosis 
(required) to completed referral form.

2. Fax or secure the referral form and documentation that confirms diagnosis 
to: 

Fax: (814)-456-4873
Secure Email: 
BCM@achievementctr.org

Fax: (814)-664-4020
Secure Email: BCM@csccorry.org

Referral Process:

Blended Case Management



ECCM: eriecare@eccaremgt.org or 
call 814-528-0600. 

ACLH: 
EarlyIntervention@achievementctr.org 

or call 814-459-2755 ext. 1

Early Intervention services provide the support young children may need to 
help reach important developmental milestones through their daily activities in 
the home, childcare, and/or community settings. Our Early Intervention 
services are provided by highly qualified Occupational Therapists, Physical 
Therapists, Speech-Language Pathologists, Audiologists, and Specialized 
Instructors. 

Program Offered at:Program Offered for: Contact Information:

Birth - 3

1. Physicians, families, daycare providers, etc. can refer a child to Erie 
County Care Management (ECCM) for an assessment to determine if the 
child is eligible for Early Intervention. 

2. ECCM Service Coordinators will schedule an assessment. 

3. If the child is deemed to have met eligibility criteria, the ECCM Service 
Coordinator will create an Individualized Family Service Plan (IFSP).   

4. The family is then asked to choose a provider. The Achievement Center of 4. The family is then asked to choose a provider. The Achievement Center of 
LECOM Health is a provider.

5. ECCM will then make contact with the provider chosen by the family. 

Referral Process:

Early Intervention





MCH Phone: (814) 868-7668

MCH Email: lecomeac@mch1.org

The Extended Acute Care (EAC) program provides an extension of active 
treatment within the inpatient units. The EAC offers a transitional stay to 
promote independence and provide recovery maintenance tools and life skills 
education to prepare patients for success in the community. This program is for 
adults over 18 years of age and is housed within the inpatient behavioral health 
units of Millcreek Community Hospital. 

This program supports patients whose mental health symptoms interfere with This program supports patients whose mental health symptoms interfere with 
their ability to function and experience success in their daily life. The EAC 
provides necessary treatment in a safe environment with 24/7 care for patients 
that promotes wellness and symptom management while empowering patients 
to achieve successful community tenure. Program features include therapeutic 
and education groups, treatment planning, and whole person care with a 
network of health care professionals.

Program Offered at:Program Offered for: Contact Information:

Adult

Providers: To refer a patient, please send completed EAC referral form, current 
psychiatric evaluation, and 3 days progress notes to lecomeac@mch1.org. 
Patient must be inpatient to be referred. If you have any questions, please call 
(814) 868-7668.

Referral Process:

Extended Acute Care



Erie County: 814-616-0553
Crawford County:  814-724-1331 ext. 106

Warren County:  814-434-9057
CCLH: 814-664-7761 ext. 120

Family Based Mental Health provides a unique mix of therapy and practical 
services to families with children who are struggling with significant emotional 
and/or behavioral concerns. Services are often recommended to prevent 
hospitalization or residential placement and to reunite families with children 
who have already been removed from their homes. These services, delivered 
by a team available for crises 24/7, support the family and the function of the 
family to keep families together.

Program Offered at:Program Offered for: Contact Information:

Families

1. The Psychiatrist or Psychologist completes either the Best Practice Prescription 
Letter or a Psychological/Psychiatric Evaluation that specifically recommends 
Family Based Mental Health (FBMH) as medically necessary.   

2. Referral source completes the Pre-Certification form. 

3. Send both the completed Pre-Certification form and signed Prescription 
Letter/Psych Eval right away, as these are time sensitive.   

4. Send the required referral documents to:

5. Once a completed, signed referral packet is received, the Director/Supervisor 5. Once a completed, signed referral packet is received, the Director/Supervisor 
will attempt to contact the family.  

Referral Process:

Family Based Mental Health

Fax: (814) 456-4873
Secure Email: FBMH@achievementctr.org

Fax: (814) 664-4020
Secure Email: FBMH@csccorry.org



814-664-7761 ext. 120

Family Preservation is a specialized program funded by the Erie County Office 
of Children and Youth. It serves children and families referred by the Office of 
Children and Youth with the goal of preventing the unnecessary placement of 
children outside of the home and assisting children who are in foster care or 
other placements to return home while maintaining child safety as the highest
priority. 

Program Offered at:Program Offered for: Contact Information:

Families

All clients of the Family Preservation Program must be referred by the 
Office of Children and Youth, either by an on-going or intake caseworker.

The caseworker determines if a family can benefit from program services 
to assist and support parents/caregivers in maintaining children at home 
or to assist with the return home of children who have been placed 
outside the home.  Emphasis is placed on working with the parent to 
provide a safe and stable home environment. 

The caseworker completes the referral form and faxes it to CCLH. CCLH The caseworker completes the referral form and faxes it to CCLH. CCLH 
will then proceed with the caseworker and family.

Referral Process:

Family Preservation Services



Erie: 814-459-2755, option 1 
Corry: 814-964-3005
Warren: (814) 726-4975
Crawford: (814) 724-1331

Intensive Behavioral Health Services (IBHS) are designed to provide supports 
and services for children, youth and their families who are experiencing mental, 
emotional, and behavioral health needs. Services include intensive 
interventions to address these needs in the home, school, and the community. 
The Achievement Center of LECOM Health is licensed to provide both 
Individual Services and Applied Behavioral Analysis Services within IBHS.

Program Offered at:Program Offered for: Contact Information:

Youth 

Referral Process:

Intensive Behavioral Health Services

mailto: IBHS@achievementctr.org
mailto: WarrenIBHS@achievementctr.org
mailto: IBHS@achievementctr.org
mailto: WarrenIBHS@achievementctr.org


ACLH: 814-459-2755, option 1 

CCLH: 814-664-7761 

LIBH: (814) 454-3174

The goal of Psychiatric Medication Management is to administer and monitor 
medication for the purpose of alleviating or stabilizing symptoms for certain 
conditions. The process includes initial and ongoing medication review to 
address safety and adherence concerns, reduce adverse drug events, educate 
patients, and engage patients and their caregivers.

Program Offered at:Program Offered for: Contact Information:

ACLH - Youth   
 CCLH & LIBH  - Youth and Adult

1. Call the agency of choice at the phone number listed above.

2. An Intake Specialist will gather needed information and provide the 
referral information to Medication Management department staff.

3. If the referral can be supported, an Intake Assessment will be 
scheduled. 

4. A Psychiatric Evaluation is then conducted. 

Referral Process:

Medication Management



ACLH: 814-459-2755, option 1

CCLH: 814-664-7761

MCH: 814-866-4400

Outpatient Therapy is offered at all levels at a variety of LECOM entities. 
Services are available to both children and adults experiencing concerns 
ranging from problems in daily living to serious emotional illness. Common 
areas of concern include depression, anxiety, panic, stress, adjustment 
difficulties, emotional regulation, anger management, trauma, grief, social 
isolation, and more.

Program Offered at:Program Offered for: Contact Information:

ACLH - Youth   
 CCLH & LIBH - Youth & Adult

1. Call the agency of choice at the phone number listed above.

2. An Intake Specialist will gather needed information. At Corry Counseling 
of LECOM Health, staff will schedule an intake at the time of the initial call.

3. If the referral can be supported, an appointment will be provided for an 
Intake Assessment. 

4. The therapist will provide treatment recommendations for consideration 4. The therapist will provide treatment recommendations for consideration 
and a collaborative treatment plan and crisis plan will be developed. 

Referral Process:

Outpatient Therapy



Phone: (814) 868-8358

The Adult Psychiatric Partial Hospitalization Program at Millcreek Community 
Hospital is a community based mental health treatment program specifically 
designed to meet the needs of those individuals experiencing behavioral or 
emotional difficulties. The program is designed for individuals who do not 
require inpatient hospitalization, but are in need of more intensive treatment 
than standard outpatient therapy and psychiatric appointments. Participants 
engage in a therapeutic environment with professional staff.

Program Offered at:Program Offered for: Contact Information:

Adult

In order to participate in the Partial Hospitalization Program, specific eligibility 
criteria must be present. If you or your loved one meet one or more of the 
following, you may be eligible:
   • Diagnosis of severe mental illness

   • Previous and/or current inpatient or outpatient psychiatric treatment

   • Decrease in judgment and/or abilities due to mental health symptoms and treatment needs

   • Ability to participate in group and individual therapy discussions

   • Ability to work with professional staff to identify mental health treatment needs, objectives and goals   • Ability to work with professional staff to identify mental health treatment needs, objectives and goals

   • Ability to exhibit control and behavior for appropriate participation in a group setting

   • Lack of significant progress toward treatment goals at a lesser level of care

If you feel that the Partial Hospitalization Program is the right program for you or someone you 
support, please contact our referral line for additional information at (814) 868-8358.

Referral Process:

Adult Psychiatric Partial Hospitalization 



MCH Phone: 814-868-8286

MCH Email: lecomprtf@mch1.org

The short-term psychiatric residential treatment facility (pRTF) offers children 
and adolescents a transition to family living with community-based services.
The pRTF is a 10-bed unit at Millcreek Community Hospital for children ages The pRTF is a 10-bed unit at Millcreek Community Hospital for children ages 
7-17. With a 1:4 staff to youth ratio and 24/7 supervision, the pRTF program 
provides a supportive environment that promotes success through the delivery 
of therapeutic intervention in the least restrictive environment. Individualized 
schedules include daily routine, positive behavior reinforcement, educational 
groups, and treatment planning.

Program Offered at:Program Offered for: Contact Information:

Youth

Providers: To refer a patient, please send completed pRTF Referral Form and a 
copy of current psychiatric evaluation recommending pRTF by email to 
lecomprtf@mch1.org or by fax to (814) 868-7793. If you have any questions 
please call, (814) 868-8286.

Referral Process:

Short-Term Psychiatric Residential Treatment Facility (pRTF)



Erie: 814-459-2755, option 1 

Psychology staff at ACLH complete mental health assessments and 
psychological evaluations that help to clarify if an area of concern, such as an 
emotional or behavioral challenge, is reflective of a mental health diagnosis. If 
it is, they discuss a host of potential treatment recommendations  the youth 
and family may qualify for.  These evaluations and assessments often provide 
the necessary documentation needed in order for the youth and family to 
access a variety of mental health and behavioral health services.

Program Offered at:Program Offered for: Contact Information:

Youth 

Call the Achievement Center of LECOM Health at the phone number listed above 
to speak with an Intake Specialist, who will gather needed information to 
schedule an appointment.  

Referral Process:

Psychological Services



CCLH: 814-664-7761 ext. 111

Residential Community Homes provides service and support to individuals in 
our homes and community to help them achieve a greater independence, learn 
new skills, maintain old skills and to have experiences for a fuller, richer life.  
From attending day services to shopping and dining out in the community our 
individuals enjoy many new experiences as well as familiar day to day routine 
activities.

Program Offered at:Program Offered for: Contact Information:

Adults

The agency’s two group homes serve individuals age 16 years of age or 
older with significant developmental disabilities.  When an opening occurs, 
the agency contacts the Erie County Department of Human Services and 
Erie County Care Management (ECCM) to inform them of the opening.  

It is the role of ECCM to review a list of individuals whose eligibility has It is the role of ECCM to review a list of individuals whose eligibility has 
already been established and who are seeking a group home living 
situation.  ECCM identifies an individual whose needs could be met by the 
group home.  ECCM sends supporting documentation in regard to the 
identified individual to the agency group home director, who reviews it to 
determine if the individual is appropriate for the vacancy in terms of living 
space, anticipated compatibility with other resident needs and staffing.  

Referral Process:

Residential Community Homes



ACLH: 814-459-2755, option 1

CCLH: 814-664-7761

School-Based Services are particularly helpful because of their convenience 
and accessibility. A child or adolescent’s concerns are approached at school, in 
a familiar setting, which also prevents care delays such as a family’s schedule 
or a lack of transportation.  Referrals are made by teachers or guidance 
counselors or are requested by a student’s parent(s) or guardian. Students may 
also do a self-referral.  

Program Offered at:Program Offered for: Contact Information:

Youth

1. School-based services are initiated by self-referral (youth and/or family 
member) and/or school personnel. 

2. Self-referrals can be initiated by contacting intake specialists.

3. School personnel can initiate referrals by following their Student Assistance 
Program guidelines at their respective schools. 

4. Students are then assessed by a Mental Health Professional. Following the 4. Students are then assessed by a Mental Health Professional. Following the 
results of the assessment, therapy interventions and/or care coordination is 
facilitated by a team member. 

Referral Process:

School-Based Services



MCH: (814) 881-5393

Children ages 3-17 currently in the inpatient unit are able to be part of a 
sub-acute treatment track. Millcreek Community Hospital provides behavioral 
intervention, group therapy, individual therapy, and milieu therapy within the 
program. Children in this program will see a psychiatrist daily and work to 
strengthen therapeutic services and continuity of care with providers while 
avoiding regression and readmission to higher levels of care.

Program Offered at:Program Offered for: Contact Information:

Youth

This level of care is only accessible to inpatient facilities. 

For general inquiries related to behavioral health assessments or available 
services, please contact the LECOM Behavioral Health Clinical Liaison at (814) 
881-5393. Calls will be answered and returned during normal business hours, 
Monday – Friday, 8:00 a.m. to 4:30 p.m., excluding major holidays.

Referral Process:

Sub-Acute Care



MCH: (814) 454-3174

Transcranial Magnetic Stimulation (TMS) is a noninvasive procedure that uses 
magnetic fields to stimulate nerve cells in the brain to improve symptoms of 
depression. TMS is typically used when other depression treatments – i.e. 
medication and therapy – have not been effective. A TMS session involves an 
electromagnetic coil placed against the person’s scalp near their forehead. The 
electromagnet painlessly sends out a magnetic pulse to stimulate nerve cells.

Program Offered at:Program Offered for: Contact Information:

Adult

Providers or patients should call the LECOM Institute of Behavioral Health at 
(814) 454-3174 to schedule a consultation for the person with depression.

NOTE: Transcranial Magnetic Stimulation is a series of treatments over time. 
They typically occur daily for four-to-six weeks. 

Referral Process:

Transcranial Magnetic Stimulation





BLENDED CASE MANAGEMENT 

CHILD AND ADOLESCENT REFERRAL FORM 

DATE: CONSUMER’S NAME: MCI #: SS#: DOB: 

PARENT/GUARDIAN: 

ADDRESS: CITY: STATE: ZIP: 

PHONE: OTHER PHONE: 

INSURANCE:   MA (CCBHO)   MA HIPP   BASE FUNDED    PRIVATE INSURANCE: 

    MA ID#: _____________________________________________ 

REASON FOR REFERRAL: 

AGENCY 

REFERRING: 

  MILLCREEK HOSPITAL 

  ECCM 

  OTHER:  

PERSON COMPLETING REFERRAL: PHONE : 

MEDICAL NECESSITY CRITERIA: Attach Psychiatric or Psychological evaluation for verification of diagnosis 
1. DIAGNOSIS: Please attach a Psychiatric Evaluation verifying the diagnosis.
Axis I: 

(Primary) 

Axis I CODE: 

______._____

Axis III: 

Axis I: 

(Secondary) 

Axis I CODE: 

______._____

Axis IV: 

Axis II: Axis V: (GAF) 

2. TREATMENT HISTORY: Check all that apply and include dates where appropriate. Attach all supporting documents where

required.

6 or more days of psychiatric inpatient in the past 12 months. 

Include hospitals and dates: 

At risk for out of home placement without BCM 

Currently receiving or in need of mental health services from 2 or 

more human service agencies or public systems such as: Special 

education, Children & Youth, Juvenile Justice, etc. Please include 

names of agencies and & worker contact information in the right 

hand box.  

Agency:  

Worker name & phone #: 

Agency:  

Worker name & phone #: 

Children recommended for mental heath services by a Multi-Service Children’s Team  e.g. ISPT (please include documentation 

which includes recommendation for BCM) 

Parent has SMI Diagnosis (please include diagnosis and supporting documentation): 

3. FUNCTIONING LEVEL

Global Assessment of Functioning Scale ratings or 70 and below 

Signature of Person Completing Referral: ______________________________________________ Date: ______________ 

Signature of Physician/Licensed MH Professional: _______________________________________ Date: ______________ 

Signature of ECCM Staff: ___________________________________ Degree: _________________ Date: ______________ 

PLEASE FORWARD REFERRALS TO:

ACHIEVEMENT CENTER
C/O BLENDED CASE MANAGEMENT
2420 WEST 23rd STREET  SUITE 100

BCMREFERRALS@ACHIEVEMENTCTR.ORG
CONTACT PERSON:  KELLY ENGLISH
PHONE:  814-459-2755 814-566-7233
FAX:  814-456-4873



 

PLEASE INDICATE ANY NEEDS IN THE FOLLOWING DOMAINS 

 
 

 

HOUSING/LIVING DOMAIN 

 

 Child/adolescent/family has had stable housing < than 6 months. 

 Child/adolescent/family is unable to access housing or to maintain current housing. 

 Child/adolescent is at imminent risk of out-of-home placement.  

 Child/adolescent has been home from an out of home placement: 

 < 6 months  < 12 months  > 12 months 

 

EDUCATIONAL/VOCATIONAL DOMAIN 

 

 Child/adolescent/family needs or requests help in locating and gaining access to vocational/educational services. 

 Child/adolescent’s behavior places him/her at risk of more restrictive educational placement.  

 Child/adolescent has excessive truancy, which may result in legal action. 

 Other identified need:  

 

INCOME/BENEFITS DOMAIN 

 

 Child/adolescent/family/representative payee has insufficient income/benefits to meet needs.  

 Child/adolescent/family/representative payee is at risk of losing income/benefits.  

 Child/adolescent/family/representative payee requires assistance to manage funds effectively.  

 Other identified need: 

 

MENTAL HEALTH TREATMENT DOMAIN 

 

 Child/adolescent/family needs assistance to access and maintain mental health services.  

 Child/adolescent/family member’s mental health symptoms/behaviors interfere with daily functioning: 

 moderately   severely 

 Child/adolescent/family member’s mental health symptoms/behaviors interfere with family keeping mental health appointments or 

necessitate a more restrictive/intensive style of intervention.  

 Other identified need: 

 

ALCOHOL/SUBSTANCE TREATMENT DOMAIN:  

   

 Child/adolescent/family member’s use of substances interferes with daily functioning.  

 moderately   severely 

 Other identified need: 

 

SOCIALIZATION/SUPPORT DOMAIN 

 

 Mental health symptoms and/or behaviors interfere with the development of social network supports.  

 Child/adolescent has not developed age appropriate social skills.  

 Child/adolescent/family needs or requests assistance in linking with social opportunities.  

 Other identified need: 

 

BASIC ACTIVITIES OF LIVING DOMAIN  

 

 Child/adolescent is unable or refuses to complete basic activities of daily living. 

 all    some 

 Child/adolescent/family requires assistance with living in the community.  

 Other identified need:  

 

MEDICAL/PHYSICAL TREATMENT DOMAIN 

 

 Child/adolescent/family is unable to access or maintain medical services. 

 Child/adolescent/family member has a medical condition that requires assistance with effective communication, service 

coordination, or advocacy with healthcare providers.  

 Other identified need:  
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CORRY COUNSELING OF LECOM HEALTH 
BLENDED CASE MANAGEMENT 

REFERRAL FORM  
 

IDENTIFYING INFORMATION 

Date of referral: 
 

Consumer Name: 

Street Address: 
 

City:  Zip Code: 

Date of Birth: Age: SS#: 

Home Phone: Cell Phone: 
 

MA#: 
 

Marital Status:            □ Single     □ Married      □ Divorced/Separated      □ Widowed   

Race:                           □ Hispanic     □ Non-Hispanic 

Veteran:          □ Yes     □ No History of Homelessness:       □ Yes      □ No 

 

REFERRAL SOURCE 
Person Making Referral (Name and title): Phone: 

Representing Agency: 

 

DSM DIAGNOSIS 
Diagnosed by: Date of diagnosis: 
Problem List 1  
Problem List 2  
Problem List 3  
Problem List 4  
GAF  
Current Risks:   
     Are you aware if the consumer owns or has any access to weapons?        □ No     □ Yes, please explain: 
 
 

 

ADULT TREATMENT HISTORY 
□ Six or more days of inpatient mental health 
treatment in past 12 months 

□ Met 302 standards in past 12 months 

□ At least three missed community mental health 
service appointments or documentation the individual 
has not maintained his/her medication regimen for a 
period of at least 30 days 

□ Two or more face-to-face with Crisis Services in 
past 12 months 

□ Currently receiving or in need of mental health 
services and receiving or in need of services from 
two or more human service agencies or public 
systems 

□ History of State Hospitalization within past 12 
months. Discharge Date: ___________________ 
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□ Adults who were receiving case management 
services as children 

□ Adults – GAF 60 and below 

□ One or more years of continuous attendance in a 
community mental health or prison psychiatric 
service within the past two years 

History of Compliance:   
 
    □ Poor      □ Moderate 
    □ Good     □ Unknown 

Adherence to Current 
Treatment: 
      □ Poor     □ Moderate 
      □ Good    □ Unknown 

 

Print name of person making referral: ___________________________________________________________ 

Signature of person making referral: ___________________________________     Date: __________________ 

 

Please include a current, doctor signed, psychiatric evaluation dated within the last year.  

 
SEND REFERRAL TO:  Laurie Holthouse MS,  

  Corry Counseling of LECOM Health 
     45 East Washington St. 

  Corry, PA 16407 
     PHONE:  664-7761 ext. 138 
     FAX: (814) 664-4020 
 
 
ADDITIONAL INFORMATION REQUIRED IF CHILD: 
                       DSM dx  
PRIORITY GROUP CRITERION 
 
□ Age: <18, or <21 enrolled in Special Education  
  
□ DSM Dx: Resulting in Significant Functional Impairment     
 
□ Involuntary Treatment (within the past 12 months)  

Please Describe: _____________________________________________________________________ 
 
Other Current System Involvement (Check all that apply, list details i.e. Facility, Placement, Physician, Case Manager etc.):   
 

□ Child and Youth Services:____________________________________________________________ 
 
□ Developmental Disabilities: __________________________________________________________ 

 
□ Drug & Alcohol Treatment: __________________________________________________________ 

 
□ Special Education:__________________________________________________________________ 

 
□ Juvenile Justice: ___________________________________________________________________ 

 
□ Chronic Health Condition: ___________________________________________________________ 

 
At Risk Criteria (Check all that apply):  
      □ Homeless/Living in a Shelter      □ Drug/Alcohol Dependency      

□ Physical/Sexual Abuse  □ SAP Referral 
 
SMI Parent: Last Name: ___________________ First Name: __________________ DOB: ______________ 
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Client Name: ___________________________________ 
 
ID#: __________________________________________ 
 
BCM NEED FOR SERVICE CHECKLIST: 
Please check all areas that apply in support of this referral.  Include any additional information in the comment 
section on page 4. 
 
MENTAL HEALTH                      MEDICAL 

 
HOUSING                       INCOME 

 
ADL                             EDUCATION/VOCATION 

___ Symptoms of mental illness negatively 
impact daily functioning 
 
___ Demonstrates pattern of mental health 
treatment non-compliance (missed 
appointments, meds) 
 
___ Recent CRU &/or RTFA placement 
 
___ Needs assistance with accessing & 
maintaining treatment & support services 

___ No needs in this area/has medical provider 
 
___ Significant medical conditions & not 
receiving care 
 
___ Problem effectively communicating with 
medical providers 
 
___ Needs to be linked to medical providers: 
PCP/Dental/Vision/Home Health 
 
___ Erratic compliance with medical treatment 
recommendations 

___ No needs in this area 
 
___ Homeless/shelter placement 
 
___ Pending Homelessness 
 
___ Inadequate/unsafe housing 
 
___ Transitional housing 
 

___ No needs in this area 
 
___ Insufficient/no income 
 
___ Needs DPW cash benefits 
 
___ Needs SSD application &/or appeal 
assistance 
 
___ Needs payee services 
 

___ No needs in this area 
 
___ Inability to advocate for self 
 
___ Inability to respond to danger 
 
___ Poor personal hygiene habits 
 
___ Prompts needed to perform ADL 
(Laundry, housekeeping, meal preparation) 
 

___ No needs in this area 
 
___ Loss or pending loss of employment 
 
___ Needs assistance in employment search 
 
___ Seeking part-time employment 
 
___ Seeking GED/other academic options 
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Client Name: ___________________________________ 
 
ID#: __________________________________________ 
 
 
DRUGS & ALCOHOL         FORENSIC 

 
SOCIALIZATION  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please provide any additional comments below: 

___ No needs in this area 
 
___ Use pattern severely interferes with 
functioning 
 
___ Non-compliance or inability to follow 
treatment 
 
___ Currently receiving or recently discharged 
from D&A treatment 
 
___ Is pregnant 
 
Currently prescribed or abusing the following: 
     __Suboxene  __Methadone  __Vivitrol 
 

___ No needs in this area 
 
___ Currently on probation/parole 
 
___ Pending legal charges: ________________ 
 
___ Attends Treatment or Family Dependency 
Court 
 
___ Recent release from criminal detention 
 
___ CROMISA involvement 
 
___ Sex offender/Megan’s Law Registry 
 

___ No needs in this area 
 
___ Has no community support 
system/relationships 
 
___ Lacks natural support system 
 
___ Is unfamiliar with community resources 
 
___ Interested in increasing social interactions 
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Phone: (814) 868-4031 

EAC Referral Form 

Demographic Information 

Name:  Date of Birth: Age: 

Sex Assigned at Birth: ☐Female  ☐Male Gender Identity: 

SSN:  Primary Phone: Alternate Phone: 

Address:  City: State: Zip: 

Primary Insurance:  Policy Number: 

Secondary Insurance: Policy Number: 

POA/Legal Guardian Information 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Medical Information 

PCP:  PCP Phone: Height:  Weight: Diabetic: ☐Yes  ☐No 

Allergies: 

Dietary Restrictions: 

Special Needs: 

Referral Source Information 

  Relationship to Client: 

Agency: 

Name:  

Primary Phone: 
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Phone: (814) 868-4031 

EAC Referral Form 

Current Services 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Medication Information 

Date of Last PRN: Medication Used: Dosage: 

Daily Medications: Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 
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Phone: (814) 868-4031 

EAC Referral Form 

DSM-5 Diagnosis 

Date of 
Evaluation: 

Primary 
Diagnosis: 

Psychiatrist 
Recommending EAC: 

Additional Diagnoses: 

Medical Diagnoses: 

Reason for Referral (symptoms, behaviors, etc) 

Barriers to Treatment Progress 

Please send completed referral form,  copy of current psychiatric evaluation recommending 
EAC and 3 days of progress notes by email to lecomeac@mch1.org. 

If you have any questions please call, (814) 868-7668. 

mailto:lecomprtf@mch1.org
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Phone: (814) 868-4031 

EAC Referral Form 

Demographic Information 

Name:  Date of Birth: Age: 

Sex Assigned at Birth: ☐Female  ☐Male Gender Identity: 

SSN:  Primary Phone: Alternate Phone: 

Address:  City: State: Zip: 

Primary Insurance:  Policy Number: 

Secondary Insurance: Policy Number: 

POA/Legal Guardian Information 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Medical Information 

PCP:  PCP Phone: Height:  Weight: Diabetic: ☐Yes  ☐No 

Allergies: 

Dietary Restrictions: 

Special Needs: 

Referral Source Information 

  Relationship to Client: 

Agency: 

Name:  

Primary Phone: 



Page 2 of 3 

Phone: (814) 868-4031 

EAC Referral Form 

Current Services 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Medication Information 

Date of Last PRN: Medication Used: Dosage: 

Daily Medications: Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 
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Phone: (814) 868-4031 

EAC Referral Form 

DSM-5 Diagnosis 

Date of 
Evaluation: 

Primary 
Diagnosis: 

Psychiatrist 
Recommending EAC: 

Additional Diagnoses: 

Medical Diagnoses: 

Reason for Referral (symptoms, behaviors, etc) 

Barriers to Treatment Progress 

Please send completed referral form,  copy of current psychiatric evaluation recommending 
EAC and 3 days of progress notes by email to lecomeac@mch1.org. 

If you have any questions please call, (814) 868-7668. 

mailto:lecomprtf@mch1.org


 
 
              5515 PEACH STREET •ERIE, PENNSYLVANIA 16509  (814) 864-4031 
 

Providing total health care since 1950 
 

ECT Outpatient Consult                                      *ALL SECTIONS OF THIS FORM MUST BE COMPLETED* 
 

Today's Date: ____________________ 
 
Referral Contact:  ____________________________ 
 
Patient Name: _______________________________       
 
Age: _______    DOB: _______________     Social Security #: __________________             Phone #: __________________ 
 
Address: ____________________________________     City: ______________                     Zip: ______________ 
 
Emergency Contact: ___________________________  Relationship: _______________   Phone: ___________________ 
 
Referring Physician: ___________________________ Referring Physician Phone #: _____________________ 
 
Reason for Referral: _________________________________________________________________________________ 
 
Primary Care Physician: ________________________ 
 
************************************************************************************************** 
 
Primary Insurance: ____________________________ Primary Insurance ID: __________________________ 
 
Secondary Insurance: __________________________ Secondary Insurance ID: ________________________ 
 
Insurance Company Phone #: ____________________  Person spoke with: ____________________________ 
 
Primary Insurance Auth #:_______________________ Secondary Insurance Auth #: ____________________ 
 
Authorization CPT #: __90792_      ICD-10 Diagnosis: _____________________________ 
 
************************************************************************************************** 
Patient CURRENT Medication List   

 
Latex Allergy: Yes _______  No_______  Other Allergies: _____________________________________________ 
 

*Fax must also include: Labs, Radiology, EEG, Cardio Records, H&P, Last Progress Note* 
*Patient cannot be pregnant* 

Medication Name Dose Route/Schedule 
   
   
   
   
   
   



                                                                               

 

       Family Based Mental Health Services: Pre-Cert Form 

Childs Name:          MA ID #:        DOB:         Gender:           

Date of Best Practice Recommendation for family based mental health services?        
Prescriber NPI # ?          (Referral instructions below) 

Outpatient MH treatment or other community based services are inappropriate or 
insufficient to meet the needs of the CHILD because:        

Reason for Referral: 

Suicidal/homicidal ideation/self-injurious behavior       Impulsivity and/or aggression                                        
Psychosocial functional impairment        Affection/function impairment (i.e. withdrawn, reclusive, labile)          
Psychomotor retardation or excitation:         Trauma        Thought impairment            Cognitive impairment     
      Psycho-physiological condition (i.e. bulimia, anorexia nervosa)         Substance Use*** (if selected, how is/will this be 
addressed describe) :           SED***  If present, describe in detail below::       

Risk to Self? (None, Mild, Moderate, Severe)                                                                                                 
Risk to Others?(None, Mild, Moderate, Severe)       

Is child at risk for out-of-home placement? Yes/No        
If Yes:  
At risk for what type of out-of-home placement?  Psychiatric hospitalization  RTF   Foster Care                                     

 Juvenile Court Placement  Other (please specify) 
Is child returning home from an out-of-home placement and FBMHS is needed as a step-down? Yes/No       
If yes, please describe:       
 
Family Information: 

CHILD AND FAMILY STRENGTHS (include individual strengths, family strengths, natural supports and community linkages): 
      

Biological Mother:          Address:          Phone:       

Biological Father:           Address:          Phone:       

Legal Guardian(s) / Relationship:         Address:          Phone:       
 
Other Mental Health Services in the household?       
 
Family member that has agreed to engage and work with FBMHS team?       

Others Living in Household 
Last Name, First Name          Relationship to the Child:       

Last Name, First Name          Relationship to the Child:       

 
 



                                                                               

 
Describe detailed information regarding psychiatric symptoms / behavior problems / significant psychosocial stressors that may 
interfere with child / family function in the home:       
 

Previous and Current Treatment: If selected enter dates and Provider 

ICM/RC or Blended Case Management:            Outpatient:                 Partial:                Family Based:           
BHRS (wraparound):              Psychiatric Hospitalization:          Family Functional Therapy (FFT):                  
Multi-Systemic Therapy (MST):        Residential Treatment Facility or CRR;          CYS/JPO:                   
Intellectual Disabilities     :      Substance Use Services:       
 

Current Medications: 

Name:                  Dose:                Frequency:       

Name:                  Dose:                Frequency:       

Name:                  Dose:                Frequency:       

Name:                  Dose:                Frequency:       

Medical Concerns:       

 

Has the child had a physical examination in the past 12 months? Yes/No          Date of Exam:       

Has the child had psychiatric/psychological evaluation in the past 6 months? Yes/No/Unknown       if yes date?       

Complete Precert Packet must include:  (please check that the following is attached) 

 Best Practice Prescription Letter/Psychiatric or Psychological Eval. 

*****INITIAL TREATMENT PLAN , CRISIS PLAN AND PSYCIATRIC/PSYCHOLOGICAL EVALUATION MUST BE 
SUBMITTED TO BEACON HEALTH OPTIONS WITHIN 8 WEEKS  FROM THE START DATE OF FAMILY BASED 
SERVICES 

 

Attach Completed Pre-Cert Authorization form in ProviderConnect 

Referral Instructions:  

Fax complete packet to the Family Based Mental Health Service provider chosen by the 
family.   

 Pre-cert form  
 Best Practice Prescription Letter/Psychiatric or Psychological Eval. 



                                                          
PHYSICIAN/PSYCHOLOGIST RECOMMENDATION FOR FBMHS 

 
 

Children and adolescents and members of their families are eligible to receive Family Based 
Mental Health Services if: 
 

1. A child or adolescent has a mental illness or emotional disturbance and is determined to 
be at risk for out-of-home placement, such as inpatient psychiatric care, residential care, 
foster care, etc. 

 
2. At least one adult member of the family agrees to participate in the service. 

 
 
I am recommending that _______________________________, MA ID #__________________ 
                     (Name) 

be considered for Family Based Mental Health Services because: _________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
DSM diagnosis: 
Behavioral Diagnosis__________________________________________________________ 
 
Medical Diagnosis ____________________________________________________________ 
 
Social Elements Impacting Diagnosis: _____________________________________________ 
 
(Optional) Functional Assessment: 
Assessment:___________________________Score:_________________________ 

                                                                         
Prescriber’s NPI Number: ____________________ 

 
                                                                        _________________________________________ 
      (Physician’s signature)                               (Date) 
 
      ________________________________________ 
      (Name) 
 
      ________________________________________ 

(Address) 
 
________________________________________ 
(Phone #) 
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CORRY COUNSELING OF LECOM HEALTH 
MEDICATION SUPPORT PROGRAM 

REFERRAL FORM  
 

IDENTIFYING INFORMATION 
Date of referral: 
 

Consumer Name: Date of Birth: 

Address: 
 

City:  Zip Code: 

Marital Status: Home Phone: 
 

Cell Phone: 
 

Race: SS# MA# 
 

Individual must be at least 18 old, a resident of Erie County, and diagnosed with a serious mental illness.   

REFERRAL SOURCE 
Person making referral (name and title): 
 

Agency: Phone: 

Treating psychiatrist: □  Physician is in agreement with referral to  
      Medication Support Program  

 

✓ REASON FOR REFERRAL 
 Support needed to take medication as prescribed   Complex medication regime 
 Safety concerns about medication storage  Need for medication education 
 Loss/absence of support person who assisted with medication management 
 Medical diagnosis that requires close coordination of services, including medications 
 Other: 
 

PSYCHIATRIC DIAGNOSIS 
Diagnosed by: Date of diagnosis: 
 
 
 
 
 

 

CHECK APPLICABLE SERVICES AND LIST PROVIDERS 
✓ Services Provider Name and Agency 
 Outpatient counseling   
 Blended Case Management services   
 Substance Abuse treatment  
 Inpatient psychiatric treatment within the past 12 months  
 Residential substance abuse services within the past 12 

months 
 

 

https://en.wiktionary.org/wiki/%E2%9C%93
https://en.wiktionary.org/wiki/%E2%9C%93
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Does client have any medical concerns? □  Yes   □  No   If yes, please describe: 
___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

 

Are you aware of any safety concerns in the home?  □  Yes   □  No   If yes, please describe: 
___________________________________________________________________________________________________ 

___________________________________________________________________________________________________ 

 
 
Signature of person making referral: ____________________________  Date: ___________ 
 
 
Please include a copy of the psychiatric evaluation and recent medication check notes with the referral.   
 
SEND REFERRAL TO:  Laurie Holthouse MS, Corry Counseling of LECOM Health 
     45 East Washington St. 

  Corry, PA 16407 
     PHONE:  664-7761 ext. 138 
      FAX: (814) 664-4020 
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Phone: (814) 868-4031 

PRTF Referral Form 

Demographic Information 

Name:  Date of Birth: Age: 

Sex Assigned at Birth: ☐Female  ☐Male Gender Identity: 

SSN:  Primary Phone: Alternate Phone: 

Address:  City: State: Zip: 

Primary Insurance:  Policy Number: 

Secondary Insurance: Policy Number: 

Parent/Legal Guardian Information 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Name:       Relationship: 

Primary Phone: Alternate Phone:  

Address:  City: State: Zip: 

Medical Information 

PCP:  PCP Phone: Height:  Weight: Diabetic: ☐Yes  ☐No 

Allergies: 

Dietary Restrictions: 

Special Needs: 

Referral Source Information 

Name:    Relationship to Client: 

Primary Phone: Agency: 

JPO Contact (if applicable): Phone: 

OCY Contact (if applicable): Phone: 
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Phone: (814) 868-4031 

PRTF Referral Form 

Educational Information 

School Name:  District: Grade: IQ: IEP: 

Contact Person:  Phone: Fax: 

Current Services 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Name:    Agency: 

Primary Phone: Fax: 

Demographic Information 

Date of Last PRN: Medication Used: Dosage: 

Daily Medications: Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 

Medication: Dosage: 
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Phone: (814) 868-4031 

PRTF Referral Form 

DSM-5 Diagnosis 

Psychiatrist 
Recommending PRTF: 

Date of 
Evaluation: 

Primary 
Diagnosis: 

Additional Diagnoses: 

Medical Diagnoses: 

Reason for Referral (symptoms, behaviors, etc) 

Barriers to Treatment Progress 

Please send completed referral form and copy of current psychiatric evaluation recommending 
PRTF by email to lecomprtf@mch1.org or by fax to (814) 868-7793.

If you have any questions please call, (814) 868-8286. 

mailto:lecomprtf@mch1.org
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