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Referral Process

The OASIS Program is a voluntary program and we ask that all referred individuals be ready to participate in active treatment of their PTSD.  A copy of the Treatment Contract is enclosed which the service member is required to sign as part of the application process.  Please discuss these treatment expectations with the individual you are referring prior to submitting an application.
Admission Criteria
· Current problems are primarily due to OIF/OEF or combat related PTSD
· Has had prior mental health treatment for PTSD and has failed to progress at the outpatient or IOP level of treatment for PTSD
· Able to actively participate in treatment in an unlocked residential treatment setting 
· If patient has a substance use disorder (dependence or abuse) they will have completed treatment for substance use prior to acceptance into OASIS, and have at least 30 days sobriety outside of a residential treatment setting and be committed to sobriety
· If a patient does not have a substance use disorder, they have been substance free/sober for at least 5 days prior to admission and are committed to sobriety

Exclusionary Criteria
· Active psychotic disorders
· Active dangerousness to self or others
· Cognitive impairment, or other impairments, affecting the ability to participate in individual and group milieu treatment (i.e. severe TBI, severe ADHD, manic symptoms, etc.)
· Extensive or chronic medical conditions that will necessitate multiple medical appointments or otherwise prevent full treatment participation.  Service members will not be permitted to attend more than 5 appointments without being discharged from the program.
· Unresolved legal issues and/or charges will be considered on a case by case basis
· Patients with personality pathology that is disruptive in a milieu setting 
· If upon screening it is deemed the patient requires a screening for substance use, admission for OASIS will be deferred

Distinguishing Criteria in which residential treatment may be a more appropriate level of care than IOP
· Past history of suicide attempts
· Multiple co-morbid diagnoses (3-4 or more)
· Significant sleep difficulties
· Severity of PTSD symptoms causing significant impairment in multiple areas (i.e., marital, social, occupational, etc.)

Making a Referral
1. If you have a patient that meets the above criteria, please make a referral to OASIS.  We are always here to discuss a referral if you have questions.
2. The patient’s primary mental health provider should be involved and approve the referral.
3. The patient may be on ANY duty status, and if on PEB should have VA appointments completed in advance to avoid disruption to treatment.  Please note that if VA appointments are pending, IDES will stop the PEB process in order for SM to complete treatment at OASIS and will restart VA process on completion of prescribed treatment.
4. Complete this form on-line and e-mail it to the OASIS RN Case Manager
5. Inform the patient’s chain of command of our consensus opinion 
6. Send the patient with TAD/TDY orders and medical records

OASIS referral contact information:
Mrs. Cameron Schidlmeier, RN, BSN, CCM
OASIS RN Case Manager
Phone: (619) 553-0075
Fax: (619) 553-8946
E-mail: Cameron.Schidlmeier@med.navy.mil

Please complete ALL items below in as much detail as possible.

Date of Referral: Click here to enter a date.
Section 1:  Identifying Data
[bookmark: Text29][bookmark: Text30][bookmark: Text31]Service Members Name (Last, First, M.I.):      ,         
Rank/MOS or Rating:      		         CAD:      
	[bookmark: Text9][bookmark: Text10][bookmark: Text11]Date of Birth (mm/dd/yy):    /  /  
	[bookmark: Text3][bookmark: Text12][bookmark: Text13]Social Security Number:    -  -    

	
Service Members Phone Numbers:
	Home #
	(    )     -     

	Work#
	(    )     -     

	Mobile #
	(    )     -     



	



	Branch of Service:
[bookmark: Dropdown1] 
	[bookmark: Text4]Command:     
[bookmark: Text5]Commanding Officer:      
[bookmark: Text6][bookmark: Text7][bookmark: Text8]Phone #:(    )     -     



Section 2: Deployment History and Duty Status

	Date of Deployment 
(From – To)
(mm/dd/yy) to (mm/dd/yy)
	Location
	Unit Deployed With

	  /  /    to   /  /  
	[bookmark: Text32]     
	     

	  /  /    to   /  /  
	     
	     

	  /  /    to   /  /  
	     
	     

	  /  /    to   /  /  
	     
	     

	  /  /    to   /  /  
	     
	     



Service Member’s EAS/EAOS/ETS (mm/dd/yy) :   /  /  
The Service Member is on LIMDU/Physical Profile: |_|Yes  |_|No
	[bookmark: Check1]|_|On 1st LIMDU
[bookmark: Check2]|_|On 2nd LIMDU
[bookmark: Check3]|_|On 3rd LIMDU
	[bookmark: Text16]Placed on LIMDU by:      
[bookmark: Text17][bookmark: Text18][bookmark: Text19]Date Placed on LIMDU: (mm/dd/yy):   /  /  
[bookmark: Text20]Condition(s) for which LIMDU was initiated:      

	Type of Profile:
|_|P1
|_|P2
|_|P3
|_|P4
	Placed on Profile by:      
Date Placed on Profile: (mm/dd/yy):   /  /  
Condition(s) for which Profile was initiated:      



[bookmark: Check4][bookmark: Check5]The Service Member is pending a MEB/PEB: |_|Yes  |_|No

If yes, SM has completed required VA appointments: |_|Yes  |_|No

	Date MEB/PEB submitted: 
(mm/dd/yy):   /  /  
	[bookmark: Text21]MEB/PEB submitted by:      
Condition for which MEB/PEB was initiated:      



Section 3: PTSD Treatment History

	Service Member has been in outpatient treatment for PTSD:  
	|_|Yes 
|_|No
	Length of Treatment:       

	Service Member has been in IOP treatment for PTSD:  
	|_|Yes
|_|No
	Program Name:      
Completion Date:   /  /  

	Service Member has been in residential treatment for PTSD:  
	|_|Yes
|_|No
	Program Name:      
Completion Date:   /  /  

	Service Member has been in inpatient (locked unit)treatment for PTSD:  
	|_|Yes
|_|No
	Program Name:      
Completion Date:   /  /  

	Service Member has made a suicidal gesture or attempt:
	|_|Yes    
|_|No
	Date of last gesture/attempt:   /  /  
Describe Gesture/Attempt:      

	Additional PTSD treatments not listed above
	     



If the service member has not received prior evidence-based treatment for PTSD (PE, CPT, EMDR), please provide a rationale for why the patient needs to be elevated to a higher level of care:      

Is a diagnosis of PTSD clearly and thoroughly documented in AHLTA? In other words, are all criteria documented well enough to justify the diagnosis as current?      

Current DSM-IV-TR Diagnoses:

	Axis I:
	[bookmark: Text33]     

	Axis II:
	     

	Axis III:
	     

	Axis IV:
	     

	Axis V:
	     



The Service member’s current primary mental health providers are:
	[bookmark: Text27]     
	Phone number:  (    )     -     

	     
	Phone number:  (    )     -     




Section 4:  Medical History

The Service Member has been diagnosed with a TBI:  |_|Yes  |_|No

If yes, please provide the following information from the TBI evaluation that documents the TBI in AHLTA:  

	Date (mm/dd/yy):
	Provider:

	  /  /  
	[bookmark: Text34]     



Past Medical History:

	     



Past Surgical History:

	     



Non-Psychiatric Medication List:

	Medication
	Dose
	Frequency
	Target Symptom(s)
	Ordering Provider

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




The Service member’s current medical PCM is:
	     
	Phone number:  (    )     -     



Section 5: Psychiatric Treatment History – Medication Management/Narrative Summary/Labs

Substance Abuse Treatment History:

	Service Member has a history of substance abuse:
	|_|Yes   
|_|No
	Substance:      
Duration of Abuse/Dependence:      
Sobriety Date:      

	Service Member has completed a substance abuse treatment program (SARP/ASAP/etc):  
	|_|Yes    
|_|No
	Program Name:      
Level of Treatment:      
Completion Date:   /  /  


	If Service Member has a history of substance abuse without treatment for substance use, please explain the rationale:      



Current Psychiatric Medication List:

	Medication
	Dose
	Frequency
	Target Symptom(s)
	Ordering Provider

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Past Psychiatric Medication List:

	Medication
	Dose
	Frequency
	Target Symptom(s)
	Ordering Provider

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Psychiatry Narrative:
	Please use this space to provide a treatment turnover to the OASIS psychiatrist, outlining HPI, current treatment goals and target symptoms, as well as any therapy or medication challenges you have encountered with this patient.

HPI:      
Current Treatment Goals:      
Target Symptoms:      
Therapy/Medication Challenges:      



Please check completion of required labs:
|_|CBC

|_|CMP

|_|LFT

|_|GGT

|_|THYROID FUNCTION PANEL

|_|URINE DRUG SCREEN

Section 6: Legal History

Does the Service Member have outstanding legal issues at this time: |_|Yes  |_|No
[bookmark: Text35]If yes, please provide details:       

Section 7: Patient Discussion and Treatment Agreement

Please discuss the following issues with the patient to help determine their appropriateness for OASIS. Please provide rationale as to why you believe these issues will not prevent the patient from receiving the full benefit of the OASIS program: 

1. Pain assessment: Is patient’s level of pain going to impact daily functioning at OASIS? If patient would be SIQ one day or more a week due to pain, the patient may not be appropriate for OASIS at this time and should be referred back to PCM for pain management prior to OASIS admission.  (Note:  SMs who are currently prescribed to narcotic pain control regimens may be deferred until such time as they are able to engage in trauma therapy without numbing effects of narcotic medication)     

2. Personal/family/legal issues: Is the patient currently going through a divorce or having marital problems? If so, will the patient be able to put that on the back burner in order to focus on his/her trauma? Are there other family issues which might be a distraction, such as upcoming family surgeries or family health issues? Any legal issues pending?      

3. Motivation for treatment: Is patient motivated to get better? Is the patient ready to work on his/her trauma? Is the patient willing to live for 10.5 weeks in a barracks environment, in a building and program with many rules? If the patient is on LIMDU or a PEB a careful assessment and frank discussion should occur as to his/her motivation to get better, should they be hoping/expecting to be medically retired for PTSD.      

4. Socialization/group process issues: Does the patient have any behaviors or problems which would negatively impact a group process? For example, are they intrusive, tangential, circumstantial thought process, have extreme social anxiety, often interrupting or blurting, unfocused, or distracted? Is there any reason this patient could not benefit from or contribute effectively to a group?      
Treatment Agreement for the OASIS Program
1. I agree to participate in and attend all scheduled groups and activities and to adhere to all aspects of my individual treatment plan, including but not limited to prescribed medications, dietary restrictions, volunteer activities, and exercise and recreation programs.  

2. I understand that I cannot be admitted to the program while under the influence of alcohol, illegal substances or any substance other than prescribed medications.

3. I understand that I am expected to disclose all prescribed and non-prescribed medications to my referring provider during the application process.

4. I understand that substance use is not compatible with treatment at OASIS and will result in my discharge from the program.  I understand that breathalyzer tests and random drug screens are part of the treatment program.

5. I understand that physical violence, verbal abuse, or threats of violence will be grounds for my discharge from the program.

6. I will not bring weapons or contraband to the program and will not store weapons or contraband in my berthing space, vehicle, or on grounds during the course of my stay in the program.

7. If admitted, I agree to a search of my belongings (which may include vehicle) for safety concerns and contraband.  If I refuse, I understand that I may be denied admission or be discharged.

8. I understand that administrative changes will not be initiated while at OASIS, to include transfers to Wounded Warrior Battalion, removal from my parent command, or change in duty status.  I will return to the command which referred me, and all other referrals for transfer or alterations in duty status are at the discretion of my outpatient treatment team.  

9. I understand that while I am a resident at OASIS, there are some restrictions on when I can leave Building 500.  I will be issued a program manual which explains this and other program policies.

10. I understand that Naval Medical Center San Diego is a teaching institution, and as such, trainees from various fields may be involved in my treatment at various times while at OASIS.  

I have read the Treatment Agreement.  I understand the described guidelines, endorse them, and will abide by them if accepted into the program.
_________________________________________________
Applicant’s Signature				Date
[bookmark: _GoBack]I have reviewed and discussed these treatment expectations with the applicant and support this application to OASIS Residential Program.  I will provide follow-up care myself within seven days after discharge or have identified an alternate clinician who can and will provide this information to the RN Case Manager at OASIS.
_________________________________________________
Referring Clinician’s Signature			Date


All current mental health providers for this SM have been consulted and are in agreement that residential treatment is the appropriate level of care as described in the inclusion and exclusion criteria above: |_|Yes  |_|No

The SM’s command has been informed about this referral and is supportive of issuing TAD/TDY orders for 10 weeks of treatment at OASIS: |_|Yes  |_|No

[bookmark: Text25][bookmark: Text26]The Service Member would be available to start OASIS in: (month/year):   /  

	This referral form was completed by: 
[bookmark: Text28]     
	Email Address:
     
	Phone number: 
(    )     -     





