FamilyMenders
Phone:423-266-4129 Fax: 423-266-3151  Email: office@familymenders.org 

MEDICAID REIMBURSED 

Child or Family Psycho Therapy

Dr. Elizabeth Ladd
Child’s Name:      


DOB:      


Date of last psychological:       DSM Diagnosis Code(s):      
(child must meet certain diagnosis criteria to be eligible for this program, you will be contacted if this child referred is not considered for this program)

Which insurance coverage does the child have?  

 FORMCHECKBOX 
 Medicaid  FORMCHECKBOX 
 Magellan  FORMCHECKBOX 
 PeachCare  FORMCHECKBOX 
 Amerigroup  FORMCHECKBOX 
 other      

Insurance ID Number:      
Primary Care Provider Name:       Phone Number:      
Name of Parent or Guardian:      
Relationship to Child:      
Contact Phone(s):       Address:      
Notes:      
Does this child have a current psychological evaluation?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Notes:      
If yes, please submit a copy along with referral
Has child received individual therapy recently ?   Yes FORMCHECKBOX 
    No FORMCHECKBOX 

If yes, provider name/date of Service:       
Brief Description of psychological history and parent’s compliance with treatment:     
Briefly describe the expected outcome resulting from treatment:     
Current Global Assessment of Functioning (GAF scale 0-100):40
Which if the following conditions does the Patient display? Check all that apply 

 FORMCHECKBOX 
 Suicidal 

 FORMCHECKBOX 
Physically Self- Destructive
 FORMCHECKBOX 
History of Significant Psychological Trauma

 FORMCHECKBOX 
Homicidal

 FORMCHECKBOX 
Specialized School Placement
 FORMCHECKBOX 
Substance Abuse

 FORMCHECKBOX 
 Sexually Aggressive
 FORMCHECKBOX 
Foster Home


 FORMCHECKBOX 
Psychotic

 FORMCHECKBOX 
Physically Aggressive
 FORMCHECKBOX 
Multiple Foster Homes

 FORMCHECKBOX 
Serious Runaway Behavior

 FORMCHECKBOX 
 Legal Issues

 FORMCHECKBOX 
Severe Somatization 

 FORMCHECKBOX 
 Other (please specify in the comment section below)

Justification and Circumstances for Requested Additional Services (Include Meds):      
 FORMCHECKBOX 
 Please Check if you would like to refer this client for the Sail the Seven Seas Group Therapy Program
Comments/Notes:      
Submitted by/title:       
Date Submitted:      
Submitted by Phone and email:      
Please email to office@familymenders.org or fax to 423-266-3151.
Thank you. 

Dr. Ladd will schedule all standing appointments at 5789 Battlefield Parkway Office Location. Transportation is not included
