
DUKE UNIVERSITY MEDICAL CENTER AND HEALTH SYSTEMS
CHILD ABUSE/NEGLECT MEDICAL EVALUATION CLINIC (CANMEC) – INTAKE FORM

	Name of Referred:
	
	     
	Duke #:
	     

	                                                      Last                                           First                                                                                       “Also Known As”

	SS#:
	     
	
	Birthdate:
	     
	
	Other #:
	     

	County of Residence:
	     
	
	
	
	     

	Referred by: 
	     
	Phone:
	     
	Agency:
	     
	County:
	     

	Address:
	     
	
	City:
	     
	
	State:
	     
	Zip:
	     


Referral to: 

    FORMCHECKBOX 
 Medical 

 FORMCHECKBOX 
 Foster Care Physical       FORMCHECKBOX 
 Other  
 
Reason For Referral:
    FORMCHECKBOX 
 Physical Abuse
 FORMCHECKBOX 
 Sexual Abuse                  FORMCHECKBOX 
 Neglect     
            FORMCHECKBOX 
 Emotional Abuse     

	                                               FORMCHECKBOX 
 Inpt/ER   
 
 FORMCHECKBOX 
 2nd Opinion
                 FORMCHECKBOX 
 Other                   

	


	Previous Interview?
	 FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N
	By Whom?
	 FORMCHECKBOX 
 DSS      FORMCHECKBOX 
 LE
	Done By:
	     


	Is there a current therapist?
	 FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N
	Whom?
	     
	Agency:
	     


	DSS Worker:
	     
	County:
	     
	Phone #:
	     
	Address:
	     


	Law Enforcement:
	     
	County:
	     
	Phone #:
	     
	Address:
	     


	Doctor:
	     
	Clinic:
	     
	Phone #:
	     
	Address:
	     


CLIENT DETAILS:
	Age:
	     
	Sex:
	     
	Race:
	     
	Hispanic:
	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Marital Status:
	     


1: White/Cauc   2: Black/Afro-Amer  3: Asian   4: Native Amer   5: Multiracial 6:Other

	School:
	     
	Grade:
	     
	Teacher:
	     


	ADULTS IN HOME:
	     

	CHILDREN IN HOME & AGES:
	     


	CUSTODY:
	 FORMCHECKBOX 
 Mother    FORMCHECKBOX 
 Father    FORMCHECKBOX 
 DSS     FORMCHECKBOX 
 OTHER
	VERIFICATION OF CUSTODY:
	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N    FORMCHECKBOX 
 In Process


	CARETAKER or PARTNER:
	     
	AGE:
	     
	RELATIONSHIP:
	     


	Client Address:
	     
	Phone:
	(H)
	     
	(W)
	     

	County:
	     
	City:
	     
	State:
	     
	Zip:
	     


	MOTHER:
	     
	Age:
	     
	Phone:
	(H)
	     
	(W)
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     


	FATHER:
	     
	Age:
	     
	Phone:
	(H)
	     
	(W)
	     

	Address:
	     
	City:
	     
	State:
	     
	Zip:
	     


	Emergency Contact:
	     
	Phone:
	     
	Address:
	     



Appointment Information



   PAYMENT
Referral Date:

 Taken By:         




 FORMCHECKBOX 
Medicaid

 FORMCHECKBOX 
CMEP   
Appt Date:






                FORMCHECKBOX 
HealthChoice         
 FORMCHECKBOX 
 Private Insurance
Time:

  





                FORMCHECKBOX 
 Self-Pay        
With:

   
 and
     






	Who will attend?
	     
	
	Medicaid or Insurance #:
	     

	Send Appt Notices To:
	     
	
	Commercial Insurance:
	     

	Date/Who Entered Appt Into Computer:
	
	
	SIS #:
	     

	Appt Notice Sent Out?
	
	
	Authorization:
	     


 










    Form revised 01/15/09

REFERRAL TO MENTAL HEALTH OR ADDITIONAL SERVICES
To make a mental health referral, please copy original intake form and complete this section.  Also complete any needed information re: history, symptoms and family concerns.  Send form to mental health provider or intake service coordinator.

	Referral Date:
	     
	
	By:
	     


Requested Appt. Type: (Check)       FORMCHECKBOX 
MH Tx    FORMCHECKBOX 
Parenting    FORMCHECKBOX 
Legal    FORMCHECKBOX 
HFD    FORMCHECKBOX 
Psychopharm    FORMCHECKBOX 
Psychological Eval.    FORMCHECKBOX 
Outreach
Specific Referral Question:

	     


	Prior mental health assessment/psychological evaluation?
	 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
	Date:
	     


	PRESENTING PROBLEM:                              DISCLOSURE?
	 FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N


REASON FOR REFERRAL FOR CHILD ABUSE/NEGLECT MEDICAL EVALUATION: (Include history of presenting problem(s), 
concerning symptoms/findings, results of prior exam(s), behavioral issues, disclosure information and specific referral questions) 
	     



	Prior Med. Eval?
	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N
	With Whom?
	     
	Old Records?
	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N


	Medical Records: 
	
	(MH)
	
	Records Received:
	






How to obtain?

                     How to obtain?
REPORTED SUBSTANCE USE/ABUSE BY CARETAKER(S):    FORMCHECKBOX 
 Y      FORMCHECKBOX 
 N

	     


PRIOR/CURRENT/PROVISIONAL MENTAL HEALTH DIAGNOSIS:

	Axis I
	     

	Axis II
	     

	Axis III
	     


	Allergies:
	     


DISPOSITION:

	     


	Signature & Title of Evaluator:
	     
	Date:
	     























PAGE  

