
St. Clair County Community Mental Health 

Crisis Group Home Determination  

Date/Time of Request: ___________________________ Date/Time of Decision: ___________________________ 

Group Home Agency Decision: 

☐ Approved ☐ Denied

If placement is denied, please provide rationale: 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 

Referral Details: 

Individual: _______________________________________________________ Case #: _______________ 

Placement Meeting: 

Date/Time of Meeting: ___________________________ 

Explain Timeframe: 

__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 

Forward Copy to Contract Management 

Clinical Form: #03-0130 
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