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CACTIS Services Referral Form 
Please write or print clearly  

The Child and Adolescent Crisis Team Intervention Services (CACTIS) provides telephone support, mobile crisis 

response, and mobile scheduled visits to identified children, adolescents, and their families who reside in 

Allegheny County. Benefits of enrolling in CACTIS services include: • respond to school concerns when unable 

to speak to parents • scheduled visits for school refusal or issues • support treatment goals in the community • fill 

gaps during transitions in treatment • crisis response anytime anywhere • dedicated line and fewer questions for 

requesting crisis response • wellness checks after discharge from hospital 

Date of Referral:  _____________ 

Referring Agency:__________________________________     Referring Person:______________________________ 

Referral Phone Number (area code):____________________      Referral Fax Number (area code):________________ 

Consumer’s Name:________________________________        Consumer’s DOB (required):___________________ 

Social Security Number (required):_________________    WPIC’s Medical Record Number (if known) ____________ 

1
st
 Parent/Guardian Name:______________________________ Home Phone:_______________ Cell:______________ 

          1
st
 Home Address:____________________________________________________________________________ 

2
nd

 Parent/Guardian Name: ____________________________    Home Phone: _______________ Cell:______________ 

            2
nd

 Home Address: ___________________________________________________________________________ 

Have parent(s)/guardian consented (verbal or written) with enrolling their child in CACTIS?   

YES         NO   

School Name: ______________________________________    School Phone (area code):________________________ 

Grade in School: __________                 CYF involved?   YES         NO 

Reason for Referral   

 Physical/Verbal aggression 

 Property Destruction 

 School Problems (academic) 

 School Problems (behavioral) 

 Defiance  

 Self Harm Behavior 

 Unstable mood 

 Suicidal/Passive Death Wish  

 Threats of harm of others /Homicidal 

 Substance use (alcohol, drugs) 

 Impulsive 

 Agitation  

 Anxiety symptoms 

 Depressive symptoms 

 Psychosocial stressors _____________________ 

 Trauma_________________________________ 

 PDD/Autism 

 Legal issues (probation/truancy) 

 Poor self care (hygiene) 

 Intellectual Disability  

 Sexual Identity Issues   Reason for referral (additional information):__________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
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Current Diagnosis  

Axis I: ___________________________________________________________________________________________ 

_________________________________________________________________________________________________

Axis II: ___________________________________________________________________________________________ 

__________________________________________________________________________________________________  

Is child currently receiving OUTPATIENT mental health treatment (required): 

YES Level of treatment:  Therapy,   BHRS,   Family Based,    MST,    IOP 

Residential Treatment,   DAS,   Partial Hospital 

Agency Name:_________________________    Name of Contact:_________________________ 

Provider Phone (area code):_______________    

 NO To fulfill enrollment criteria, consumers must have an active (or soon to initiate) mental 

health treatment provider.  

Referred level of treatment: Therapy,   BHRS,  Family Based,    MST,   IOP 

Residential Treatment,   DAS,   Partial Hospital 

Date referral initiated: __________________ Agency Name:_________________________    

Name of Contact:_____________________ Provider Phone (area code):_______________    

Completed referral information can be returned to the CACTIS program by: 

E-mail: CACTISreferral@UPMC.EDU 

Fax:  412-864-5014  attention CACTIS  Program

Mail:    CACTIS Program 

re:solve Crisis Network 
333 North Braddock Ave 

Pittsburgh, Pa 15208 

Phone: 412-864-5067, Michael Scarff, CACTIS Supervisor

NOTE: Consumers/Families are NOT enrolled in CACTIS until AFTER they have participated in the initial intake visit. 

Until enrollment is complete the family can contact re:solve Crisis Network 1888-7-YOU-CAN (1888.796.8226). 

__________________________________________________________________________________________ 

Internal use only:  Date of referral: ___________   Date received: ______________ 

Date of 1
st
 contact with Guardian_________
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