
Psychiatry 

UW Psychiatry Clinic 

Adolescent Dialectical Behavior Therapy (A-DBT) 

Referral Form 

In order to help us assess whether your patient is appropriate for DBT, please complete both pages of this form and 

return it to Megan Kasdorf (group coordinator) via email (mkasdorf@wisc.edu) or fax (608-263-0265). If you have 

questions, please feel free to contact Megan Kasdorf or Dr. Hannah Koerten (group leader; hkoerten@uwhealth.org). 

Patient Information 

Patient’s Name: _______________________________________ Date of Birth: _____/_____/__________ 

Parent/Guardian Name(s) ___________________________________________________________________ 

Does patient have health insurance?  ___Yes ___No Name of insurance: ____________________________________ 

 Have you discussed DBT with your patient? 

 Have you informed them that a parent/caregiver is required to attend all sessions? 

 Have you informed them that our group meets for 6-week periods weekly on Thursdays from 4:00-6:00 PM in-person? 

Referring Provider: _______________________________________________________________________________ 

Address: _______________________________________________________________________________ 

Email: ______________________________________ Phone: ____________________   Fax: ____________________   

Patient’s Diagnoses and Symptoms 

Diagnoses: _____________________________________________________________________________________ 

Previous attendance/experience with DBT? ________________________________________________________ 

Examples of patient engaging in behaviors that appear to help at the time, but ultimately hurts the patient: 

____ spending ____ unsafe/risky sex ____ alcohol/ drug use 

____ self-harm behavior ____ binge eating ____ violence towards others 

____ suicidal thoughts/behaviors ____ academic problems (e.g., suspension/truancy) 

____ other ___________________________________ 

Reasons for Referring Patient to DBT 

DBT focuses on 4 sets of skills. Which skills do you believe your patient needs help with? 

Interpersonal Conflict Issues 

Difficulties establishing and maintaining balance in relationships (giving too much or too little). 

Difficulties asking for what they want. Difficulty saying “no.” 

Emotional Regulation Issues 

Labile emotions. Intense painful emotions. Feeling overwhelmed or controlled by emotions. 

Distress Tolerance Issues 

Substance abuse. High risk sexual behaviors. Extreme financial difficulties. Criminal behaviors. Dysfunctional 

behaviors that interfere with work/school. 

Core Mindfulness Issues 

Trouble focusing attention. Trouble staying in the present. Trouble being overly sensitive or misunderstanding 

others. Judging self or others. 
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Therapy Information 

How often do you see your patient for treatment? ___ Weekly ___ Twice a Month 

___ Other (please specify): ______________________________ 

DBT is a practical skills training group with classes requiring homework and parent/guardian participation. 

Parents/Guardians who are unable to benefit from participation due to substance dependence, legal involvement, or 

severe mental illness including active mania or psychosis are asked to seek their own treatment prior to group 

participation. Are there parent(s)/guardian(s) who would be able to participate in group? ___ Yes ___ No 

If yes, please list their name(s)__________________________________________ 

Does your patient have any learning problems? ___ Yes ___ No 

If yes, please describe: __________________________________________________________________ 

Does your patient have an IEP or 504 plan? ___ Yes ___ No 

Has your patient ever been diagnosed with autism spectrum disorder (including Asperger’s Disorder)? ___ Yes ___ No 

I am the     individual therapist     other (__________________) to the patient referred above.  I understand that my 

patient will not be eligible to participate in the DBT Skills Training Program at UW Psychiatric Clinic unless they attend 

regular individual sessions on an ongoing basis (at least once per month while a part of the DBT group program unless 

documentation for less frequent visits is provided). As the primary provider for the patient, I agree that I will: 

Assume full clinical responsibility for my patient. 

1. Handle or provide backup services to manage patient clinical emergencies.
2. Be available by phone or provide a backup provider phone number to call during skills training sessions of my

patient.

3. Provide and keep an updated safety plan.
4. Help my patient apply DBT skills to their clinical problems.

Referring Provider Name Date 

Important Group Guidelines: There is an attendance policy. If a patient misses three sessions within a 

module, they are to sit out until the start of the next module. If they sit out two modules, then they will be 

removed from group and must wait a year before re-applying to group. The skills build on each other and 

therefore attendance is important. Our group sessions are skills focused and we do not discuss crises or delve 

into more personal topics. Therefore, patients are required to be in ongoing individual therapy to address crises, 

discuss personal topics, and reinforce skills practice. If the patient discontinues therapy or has repeated no-shows 

or cancellations, please contact the Adolescent DBT facilitator. 

Comments/anything you feel would be helpful: 
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