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Comprehensive Diagnostic Assessment

This form is to be completed for children 5 years old and under when an initial request is made for psychotropic medication. 
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This form and the DCFS eHealth Passport has been sent to: 
[bookmark: Check8][bookmark: Check9][bookmark: Check10]|_| Psychiatrist	|_| Caseworker	|_| Primary Care Physician
[bookmark: Check11][bookmark: Text58]|_| DCFS Clinical Division Date Sent:     
Hand deliver, fax or send via secure email to DCFS.PsychiatricReferral@illinois.gov or other recipients using the Illinois.Gov File Transfer System at: https://filet.illinois.gov/filet/PIMupload.asp.  Follow directions to encrypt and upload files.  Sender and recipients will receive a key (via email) to open the encrypted files.
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