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Central Texas Veterans Health Care System, Waco Icf
POST-TRAUMATIC STRESS RESIDENTIAL REHABILITATION PROGRAM

REFERRAL QUESTIONNAIRE
The following information is required when referring veterans to the Post-Traumatic Stress Residential Rehabilitation Program at the Waco CTVHCS.  

Please Note:
This referral information needs to be completed by a Mental Health Specialist such as a Doctor, Psychologist, Social Worker, or Vet Center Counselor.

1.  Veterans Identifying Data:                               Date:  







        Name: ______________________________  Age: ______  SSN: 





        Address: __________________________________  Tel. #:  _(______) 




        City:  ______________________  State:  _______  County ____________ Zip Code: 


        Branch of Service:  ______________  Dates of Active Duty:  





        Service Connected:  ____ Yes ____ No  Percent _______ Condition 




        Time in Military: ________________________;  
Wounded: 





2.  Is the veteran's application complete?      _____ Yes       _____ No

3.  How long has this veteran been in treatment with you?  


4.  Does he/she have special needs? 


5.  List medications the veteran is taking. 

 

6.  List diagnoses veteran has (if any) in addition to PTSD. 


7.  Please verify that the veteran meets admission criteria.


        a.  Served in combat.




_____ Yes   _____ No  


        b.  Has significant symptoms of PTSD from combat.

_____ Yes   _____ No

        c.  Is veteran psychotic.  A suicide or homicide risk. 

_____ Yes   _____ No

        d.  Has pending legal problems.



_____ Yes   _____ No

        e.  Is veteran alcohol/drug free for three (3) months or has

recently completed a substance abuse program?

_____ Yes   _____ No

        f.  Is veteran able to take medications as prescribed

 without assistance?




_____ Yes   _____ No

        g.  Does veteran have any medical or cognitive problems 
that might preclude participation in treatment?

_____ Yes   _____ No
        h.  Is veteran willing/able to engage in intensive

group treatment?




_____ Yes   _____ No
        i.  Is veteran receptive to feedback and willing to make 

changes in self?




_____ Yes   _____ No
Medical Clearance Requirements:

The items listed below must be completed prior to evaluation for entrance into the program. 

1. Documentation of physical exam, history of medical problems, and a list of current medications (H&P)

2. Comp Metabolic Panel

3. CBC

4. Lipid Profile

5. Hemoglobin A1C

6. TSH

7. PSA

8. RPR

9. Chest X-Ray

10. PPD Skin Test

11. Urinalysis

12. Urine Tox Screen
Also, please include:

1. Copy of PTSD diagnostic evaluation (from psychologist or psychiatrist)
2. Copy of veterans DD form 214
3. VA form 10-10EZ

4. Veteran's Background Questionnaire

5. Signed Treatment Contract 

6. Signed Self Medication Agreement 

8.  Referring source data: (please print)

        a.  Referring person: 


        b.  Agency or program: 



Address: ___________________________________ Tel. # (_____) 





City: _________________________________ State: ________ Zip: 




                                                           Mail to:   Richard Siler

Building 90B


CTVHCS

4800 MEMORIAL DR

WACO TX  76711-1329

(254)297-3667

Fax: (254)297-3396
PAGE  
1

