WISe Referral Instructions
What is WISe?
WISe is a voluntary, team-based mental health service for youth experiencing complex behavioral or emotional challenges. WISe works with the youth and their family to provide coordinated, strengths-based support when traditional outpatient mental health therapy alone has not been enough. Services focus on improving stability across home, school, and community settings. Comprehensive Healthcare provides WISe services in Benton, Franklin, Columbia, Kittitas, Walla Walla, and Yakima counties.
Eligibility Requirements
Be 20 years old or younger
Have active insurance with Washington Medicaid (Apple Health)
Able to commit intensive services (10.5 hours or more per month)
Before Submitting a Referral
Please inform the family that a WISe referral will be made and they can expect our call.
When Referring to WISe
WISe may be appropriate for youth with complex mental or behavioral health needs that are impacting multiple areas of life. When completing the referral, please provide as much information as possible about:
· Challenges at home, school, or in the community
· Safety concerns (self-harm, suicidal ideation, high-risk behaviors)
· System involvement (DCYF/CPS, Juvenile Justice, Special Education, DDA, etc.)
· Recent crisis calls, emergency department visits, or hospitalizations
· Significant behaviors or mental health concerns observed
· Current medications and reported diagnoses
· Services already tried and the youth or family’s response
How to Submit a Referral
Complete the following form and return via email determined by county of residence:
Benton / Franklin Counties: BF-WISe@comphc.org 
Kittitas County: kittitasWISe@comphc.org 
Walla Walla & Columbia Counties: wwWISe@comphc.org 
Yakima County: yakimaWISe@comphc.org
BRS Referrals
WISe can be offered in addition to BRS for youth receiving those services. If this referral is being made in regard to a BRS services,  please indicate the following:
☐ CANS is needed for initial BRS placement
☐ CANS is needed for periodic rescreening in an established placement
☐ If recommended for WISe, the youth/team is interested in WISe Services
☐ If recommended for WISe, the youth/team is not interested in WISe services
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WISe Referral 
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Referral Date: 
Youth Name:  
Caregiver Name: 
Address:
County: 
Date of Birth:
Caregiver Phone Number:
Preferred Language: 

Best time to contact: 
Referent Name: 
Provider One Number: 
Referent Contact Number:


Does the Youth need an intake at Comprehensive Healthcare?
☐Yes 		☐No 		☐Unsure
Does the Youth have active Medicaid?
☐Yes 		☐Unsure 	(This is a requirement for WISe services.)
Has the family been informed of the referral and expecting our call?
☐Yes 		(If no, please inform the family prior to submitting the referral.)
Reason for referral:
Please provide detailed information explaining the reason for referral.  Please include as much information as possible from the “When Referring to WISe” section.
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