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	Date of Referral
	

	Date of CCT
	
	Start Time
	
	End Time 
	



	CURRENT BEHAVIORAL SERVICES & COMMUNITY SUPPORTS THE FAMILY IS INVOLVED WITH

	
	
	

	
	
	

	
	
	

	
	
	



	CCT ATTENDANCE

	NAME
	CONNECTION TO YOUTH/FAMILY
	HOW DID THIS PERSON PARTICIPATE (In person, via video, via telephone)
	

	
	
	
	

	
	
	
	

	
	
	
	



	CCT OUTCOME 

	                  __________ Enrolled
	   

_________ Youth/Family Declined
    


	__________ Decision Delayed
	

__________ Other, please describe.






	Person Facilitating CCT:                                            
	
	   Job Title
	



[image: ][image: ]		NMHF Wraparound CCT Verification Form 06/2023
image1.jpg




image2.jpg
W CENTER OF
‘= INNOVATION

) /// //7//11 : y
* 74 For Behavioral Health and Wellbeing

AT





