B.A.T.S. FOR VETERANS
Medical Certification Form
This Medical Certification* is to certify that:

Veteran’s Name
Was examined by me and found to be:
· Free from evidence of communicable diseases
· Not in need of nursing care or skilled nursing services
· Capable of self-evacuation to an exit and public way outside of the building, being mobile under his or her own power with or without assistive devices, without physical assistance from staff or others
· Does not require services that exceed the level of care provided by B.A.T.S. for Veterans Program 
	Was given a PPD skin test:
	Yes
	No
	Results:
	Negative
	Positive

	Was given an IGRA test:
	Yes
	No
	Results:
	Negative
	Positive

	Was given a Chest X-ray:
	Yes
	No
	Results:
	Negative
	Positive



Physician’s or authorized Signature**
Date

License or DEA#***
* A person must be legally authorized to issue this certification licensed by the State of New York as a physician or as a licensed advanced nurse practitioner or as a licensed clinical nurse specialist or a licensed physician assistant. Initial certification must be completed prior to admission, subsequent certifications yearly.
** Signature must include at least the first initial and full surname and title (for example MD or RN) of a person, not a group or hospital, legibly written with his or her own hand.
*** License number issued by the State of New York must be included.
Please return original to:
B.A.T.S. FOR VETERANS

15 DIXON AVENUE 


LIBERTY, NY 12754

Referral Form
	Date:
Caller’s/Sender’s Name:  

Phone:
Relationship to Veteran:  

  Caller’s/Sender’s Name:  
                                                                                                                        

	Referral Source Type:  (Please Check One)
· Self-Referral
Medical - 
· Family Member

Community Based Outpatient Clinic
· Community Provider

Court

· Shelter

Residential Substance Abuse
· VA - Other

	Veteran Name: 



Phone #:    

 Address: 






Marital Status:  

  D.O.B.:
Age:
Gender: 

Social Security #:  

  Income Source & Amount: 

Insurance # (Medicaid/VA Pension #):  

  Military History:   









  Veterans/ Discharge Status:    Honorably Discharged    Medical Discharge
  Dishonorably Discharged Current Housing Arrangements:   








  County of Origin (prior to hospitalization/ domiciliary admission):   





 

	Reason Referred:  


	Psychiatric Treatment (Include history & At-Risk behavior):  

 SHAPE  \* MERGEFORMAT 



 SHAPE  \* MERGEFORMAT 



Diagnosis  


	Medical Conditions:   
  Medications & Prescribing MD:   
 

	Legal:   Pending charges/court date   

· Megan’s Law/Tier
  On probation/parole   



Page 1 of 2
 SHAPE  \* MERGEFORMAT 



The following documents are required prior to prescreening to the B.A.T.S. For Veterans Housing:
· Proof of Megan’s Law status (If Applicable)
· Verification of Honorably Discharged Veterans Status (Copy of DD214)
· Most recent medical records  (30-90 days)
· Most recent psychiatric treatment records (If applicable)
· Most recent alcohol/substance abuse treatment records (If applicable)
The following documents are required prior to admission:
· Completed B.A.T.S. For Veterans  Medical Certification Form
· Proof of monthly income (If applicable)

	· Other
· Actively destructive or disruptive
	· Veteran declined services
· Unable to meet Medical needs
	· Unable to meet Communication Needs
· Does not meet Veterans Criteria

	· Actively Suicidal or Homicidal
· Veteran placed in alternative services
	· History of At-Risk behavior
	· Does not meet Sobriety Criteria
· Does not meet Homelessness Criteria


	
	Sender’s Name (print)
	
	Sender’s Signature
	
	Date

	
	B.A.T.S. Employee Name (print)
	
	B.A.T.S. Employee Signature Title
	
	Date


Please fax completed referral and required documents to 845-292-4806 ATTN: Admissions Planner Page 2 of 2

Veteran Name:
Date:  

Date of Birth: 
Social Security #: 
Veteran ID#:  

	Type of Authorization
	
	· Obtain From
	 
	· Monthly Family Contact
	 

	
	
	· Release To
	 
	· Agency Mailings to Family
	 

	Type of information to be disclosed
	
	
	
	
	

	· Medical/Physical Exam
	 
	· Academic Records
	 
	· Court Records
	 

	· Drug/Alcohol Treatment Records
	 
	· Employment Records
	 
	· Police Records
	 

	· Labwork
	 
	· Pay Stubs
	 
	
	 

	· Medical Test Results
	 
	· Supportive  Employment Records
	 
	· Psychiatric Evaluation
	 

	· Medical Follow Up Information
	 
	· Medication Orders
	 
	· Progress Notes
	 

	· Verification of Financial Status
	 
	· Treatment/Service Plans
	 
	
	

	· Benefit & Entitlement  Information
	 
	· Child Study Team Evaluation
	 
	
	


Other:
 Specific purpose or need for this information:
Other: 
Medical history and treatment, psychiatric treatment and history, substance abuse treatment and history
  Information to be shared with the following individual or organization:
Name: 

Relation:    

  Address: 


                                 Phone# 1: 

Phone # 2:  


	I authorize this information to be faxed (when applicable) 845-292-4806
	· Yes
	· No
Veteran Initials:


A reproduction of this authorization shall be considered as the original. I understand that by law, I do not have to release the information specified above. However, I do so voluntarily for the purpose specified above. I further understand that I may cancel this authorization for the release of information at anytime unless this information has already been released in reliance upon this authorization. This authorization automatically expires 12 months from the date of signature unless otherwise specified.
This information is being disclosed from records protected by Federal confidentiality rules (42 CFR Part 2). The Federal rules prohibit the recipient from making any further disclosure unless such further disclosure is expressly permitted by the written consent of the person to whom it pertains, or as otherwise permitted by such Federal rules. A general authorization for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of this information to criminally investigate or prosecute any alcohol or drug abuse individuals.
Date authorization expires if less than 12 months from the date signed:
Veteran Initials:  


Veteran Signature
Date

Parent/Guardian Signature (as applicable)
Date

Witness Signature, Title & Credentials
Date
ORIGINAL form must be mailed to address below PRIOR to admission





Personal Information (family, cultural, education, vocational):  	





Substance Use/Abuse History & Treatment/Length of Sobriety:  	





Diagnosis  	





B.A.T.S. USE ONLY (Plan of Action):


 	Pre-Admission Evaluation to be completed by	Evaluation Date 	


 	Meets Intake Criteria – No Resources Available – Add to Referral List


 	Does Not Meet Intake Criteria – Follow Up Action Taken/Date   	





FOR B.AT.S. USE ONLY (Reason for Ineligibility):





Veteran request to release a copy of their record�
 �
Communication with psychiatric treatment  provider�
�
�
Agency request to previous treatment information�
 �
Communication with medical treatment  provider�
�
�
Involve family members in veteran’s recovery�
 �
Obtain or verify financial information�
�
�
Advocacy�
 �
Linkage to services�
�
�
Securing and maintaining  employment�
 �
Securing benefits (i.e.: social security, social services, etc.)�
�
�
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