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WISe 
Wraparound with Intensive Services 

WISe External Referral/Medicaid/Criteria Form 

Thank you for your interest in the Youth Eastside Services - WISe program. Please provide as much information as known at this time to 
ensure that we can process your referral in a timely manner. If you have any questions, please contact us at 425-747-4937. 

WISe is a wraparound with an intensive outpatient mental health program. WISe program provides home and community-based 
wraparound services for Medicaid-eligible youth (up to 20 years) and their families.  It is a voluntary service that uses a team-
based approach to meet the youth’s multiple and complex needs. It provides intensive therapy, care coordination, peer support, 
parent/family support, and other services to support youth and their family to reach their goals. The System of Care (SOC) values are 
family-driven and youth-guided, community-based, and culturally and linguistically appropriate. 

Benefits of WISe services: 
 CANS assessment - Child and Adolescence Needs & Strengths

o (Pre-Screening, 30 days, 90 days, etc.)
 Intake Evaluation 
 Child and Family Team meeting (CFT) monthly
 Intensive Care Coordination Services: 10+ hours a month

o Individual treatment services
o Family therapy services
o Case management services
o Psychiatric medication services
o 24/7 Crisis Intervention and Stabilization Services
o Wraparound facilitation services
o Peer and parent/family support services (peer counseling)

 Team-Based services (Therapist, Care Coordinator, Youth Peer, and Parent/Family Partner)
 CALOCUS 3B: High-Intensity Community-Based Services (17-19 level 3)
 Home and community-based services 

What to expect during the referral process 
• WISe staff will contact the referent and youth/family to gather additional information to determine eligibility based on the pre-

screening Child and Adolescent Needs and Strengths (CANS) tool.
• Once the pre-screening is completed, WISe staff will communicate the outcome to the referent and the youth/family

Referral Checklist: 
 All information must be completed, including name, phone number, address, Medicaid ID#, email address, etc.
 Youth and family are on-board with WISe services, including a commitment to the intensive services w 10 hrs. per/mo.
 The Release of Information (ROI) and Electronic Consent is signed

o By Youth if 13 years old and older
o By parent/guardian if youth in under 13 years old

 Send the completed referral to Luis.sanchezarias@youtheastsideservices.org 
or Fax to 425-957-0351.  Interpreters are available upon request.
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WISe (Wraparound with Intensive Services) Program 

*Please make sure to have a conversation with parents about the referral process and expectations when the
students get referred and remind parents to check their phone or voice message as we are going to connect with 

them mainly through phone calls. 

*If requesting telehealth, client must have access to a phone/laptop with video and sound capabilities.
*Client must also live in or go to school in Bellevue, Redmond, Kirkland, or Sammamish

Referent Information        Date: ______________________________ 
Referent Name: _______________________________________Agency/School Name: _______________________________________ 
Phone: ___________________________Email: ___________________________________ Relationship: ________________________ 

CLIENT REGISTRATION  

Legal First Name (needed for Medicaid) 

Preferred Name 

Legal Last Name (needed for Medicaid) 

Parent / Legal Guardian Name 

Street Address 

City Zip 

Preferred Phone Message?  Yes         No Contact Name 

Alternate Phone Message?  Yes         No Contact Name 

Email (required for 
telehealth) 

Birthdate Age 

School Grade 

Describe Gender 
Identity 

 Female   Male       Trans         Agender 
 Bigender    Queer     Other: 

Gender Assigned at Birth (needed 
for Medicaid)  Male     Female 

Pronouns  He/him      She/her They/them 
 Other pronouns: 

Ethnicity  American Indian or Alaska Native    Asian or Asian American 

 Black or African American  Hawaiian native or pacific islander 

 Hispanic or Latino  Middle Eastern / Arab 

 White / Caucasian  Multi-Racial 

 Other _______________________________  Prefer not to disclose 

Is the client unhoused or homeless?  Yes         No 

Who does the client live with? 
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Primary language(s) spoken? Interpreter Needed?  Yes       Language:_______________ 
 No 

 CLIENT INFORMATION 
Parent notification & consent are REQUIRED for children who are under 13. 
 Has client & parent/guardian been notified of the referral? 

• Please have a conversation with client & parent/guardian before any
referrals unless it is a referral for confidential service. 

 Yes         No 

Are confidential services needed? (13 and over only)  Yes         No 

SYSTEMS INVOLVED IN: 
 Juvenile Justice                               Counseling/Therapy                                           Special Education        

 Crisis Services                                 Department of Children, Youth and Family Services / CPS 

 Other: ____________________________________________________________________________________________________ 
 BEHAVIORAL CONCERNS & SYMPTOMS (Check all that apply)

 Adjustment challenges  Aggression/Anger  Anxiety  Substance Use (client) 
 Bullying  Trauma  Violence  Substance Use (family) 
 Depression  Eating Disorder  Excessive Energy  Family Conflict 
 Gambling  Gender Identity  Risky Behavior  Self Esteem Issues 
 Grief  Hallucinations  Paranoia  Phobias 
 Obsessions / Compulsions  Panic Attacks  Self-Injury  Suicidal Thoughts / Actions 

ALCOHOL/DRUG USE - PAST OR PRESENT (Check all that apply-recreational/non-medicinal use only)
Are there concerns with substance use?  Yes              No 

 Alcohol  Tobacco/Nicotine/Vaping  Marijuana  Hallucinogens / LSD 
 Heroin  Over the Counter  Cocaine  Stimulants 
 Ecstasy  Tranquilizers/Xanax  Opioids (pain-killers) 

MENTAL HEALTH-RELATED ER VISITS- PLEASE INCLUDE DATE(S): 

 PREVIOUS IN-PATIENT HOSPITALIZATIONS – PLEASE INCLUDE DATE(S): 

COMMENT 
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EDUCATIONAL INFORMATION (Current or most recent school attended) 
School Name School 

District  BSD   LWSD   Homeschool  Other ___ 

IEP or 405 Plan  Yes  If Yes, which one: ________    No  

Youth is Currently:  Enrolled           Suspended           Expelled 

COLLABORATIVE PARTNERS 
          Agency:                    Contact Person:     Phone Number/Email:    

Mental Health 

Substance Use 

Special 
Education 
DCYF 

Natural Support 

Other 

FAMILY STRENGTHS (DESCRIBE THE YOUTH AND FAMILY STRENGTHS SUCH AS TRADITIONS, ACTVITIES ENJOY DOING TOGETHER, ETC.) 

REASON FOR CURRENT WISE REQUEST (INCLUDE SYMPTOMS & BEHAVIORAL THAT YOU’RE CONCERNED ABOUT) 

POTENTAIL RISK FACTORS (CHECK ALL THAT APPLY) 
In the last 30 days has the youth: 

 Made a suicide attempt                Had thoughts about suicide       Run Away and if so, how long? _________________ 

 Threatened or has been physically aggressive towards others         Engaged in self-injurious behavior 
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FINANCIAL SCREENING
YES - WISe Program accepts Medicaid/Provider One only.  Client’s Provider One ID #: ______________________WA 

Amerigroup    Molina   United Healthcare    Coordinated Care   Coordinated Health Plan of WA 
 FINANCIALLY RESPONSIBLE PERSON(S) 
First Name Last Name 

Relationship to Client 

Billing Address 

City Zip 

Phone Message?  Yes  No 

Alternate Phone Message?  Yes  No 

FINANCIAL ACKNOWLEDGMENTS & CONSENT 

- I understand that I am fully responsible for ALL services not covered by my insurance.

- I understand that estimated benefits are NOT a guarantee of payment.

- I understand that YES will bill my insurance company at its established full fees (if applicable).

- I understand that payment is due when services are rendered.

- I understand I will be charged a $20.00 NO SHOW fee for appointments cancelled less than 24 hours before the appointment.

- I agree to provide YES with a copy of my Medicaid card and photo identification.

- I agree to promptly notify the YES Billing Office if my insurance and/or financial circumstances change.

I authorize Youth Eastside Services (YES) to bill my Medicaid//Provider One for services rendered to me/my family.  I authorize YES to 
coordinate benefits to Medicaid.  I authorize YES to send any and all required information to my /Medicaid.  I understand this 
authorization shall remain valid until written notice is given by me revoking this authorization. I certify that I have read, understand 
and agree to the content of this agreement.

Client Signature  Date 

Parent/Guardian Signature Date 
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Date of Referral Received: ___________________________ 

WISe Care Coordinator Name: ________________________Pre-Screening CANS Assessment Date:___________________________ 

Pre-Screening CANS Assessment Qualification:     Yes           No 

Intake Assessment (MHP) Clinician:   Melissa Konrat       Luis Sanchez-Arias  

Intake Assessment/MHP Schedule Date: _____________________________________ 

WISe Team Assigned:  WISe Team 1 (Luis, Valerie, Ariana & Dwayne)        WISe Team 2 (Melissa, Edi, Ariana & Dwayne)        

Please make sure to complete and sign the Authorization to Disclose and Receive & 
Electronic ROI Consent forms with this referral 

*** Please email the completed external referral form to: Luis Sanchez – 
Luis.sanchezarias@youtheastsideservices.org 
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