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CMH Child and Adolescent Referral Criteria

Severe and Persistent Mental Illness or Severe Emotional Disturbance 

Serious Emotional Disturbance is a diagnosable mental, behavioral, or emotional disorder that exists or has existed during the past year for a period of time sufficient to meet diagnostic criteria specified per CMH and results in functional impairment that substantially interferes with or limits the minor’s role or functioning in family, school, or community.

**To access CMH services a youth must meet the following criteria to qualify as having a severe and/or persistent mental illness/emotional impairment. All checked criteria must be supportable by documented evidence as noted in assessment documentation.

1. Axis I Diagnosis from the CMH list: Diagnosis: ____________________
□ Yes

□ No

2. Degree of Disability: Marked to severe emotional impairment/behavioral impairment, which results in substantial functional limitation of major life activities in two or more areas and not solely the result of mental retardation, developmental disability, epilepsy, drug abuse, alcohol use.

□ Yes

□ No

3. Duration:  one or more of the following
□ Evidence of six continuous months of illness, symtomatolgy or dysfunction

□ Six cumulative months of symptomatic dysfunction in a 12 month period

□ On the basis of a specific diagnosis (i.e. schizophrenia) disability likely to continue for more than one year

4. Psychological complete
( Yes  ( No


Date Received: _______________

5. Youth has a CAFAS Score of 100 or higher   Score_________  

(NOT A DETERMINATION REQUIREMENT)

□ Yes

□ No

6. Youth is either on probation or has a community based security level

    Referral pending until placement decision known from CMS for youth detained

□ Yes

□ No

For CMH Coordinator: Final Security Status: _________________________

7. Youth is under the age of 17 years: Birth date: _____________

□ Yes

□ No

8. Youth is Medicaid Eligible

□ Yes

□ No

Unknown because: ___________________________________________

9. Prior Service Utilization: one or more of the following  

(NOT A DETERMINATION REQUIREMENT)

□ Two or more admissions to a community inpatient facility in a calendar year

□ Community inpatient hospitalization exceeding 45 days in a calendar year

□ State hospital utilization of over 60 days in a calendar year

□ Utilization of over 20 mental health visits (individual/group) in a calendar year
CMH Eligibility Status: ___________________________________________________________________     

AS Clinician Signature: ______________________________        Date: ____________________

Juvenile Name: _____________________________________________________________JAIS #:
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