Client Name:     
                                         Case Number:       
Program Name:                                                       Assessment Date:        

San Diego County Mental Health Services

PSYCHIATRIC ASSESSMENT
*Client Name:        

*Case Number:       
*Assessment Date:       
*Program Name:       
*PRESENTING PROBLEMS/NEEDS   Include precipitating factors that led to deterioration/behaviors.  Describe events in sequence leading to present visit.   Describe primary complaint and history of present illness.  Summary of client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  Include observable and measurable impairing behaviors; include experiences of stigma and prejudice, if any.

     
CLINICAL UPDATE  Interval note, describe current presentation and risk assessment to include danger to self and others, reason for visit.
     
*PAST PSYCHIATRIC HISTORY   Previous history of symptoms and/or mental health treatment.  Describe in chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods of stability and the characteristics of those periods.

     
SUBSTANCE USE INFORMATION: 
*History of Substance Use? 

  FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 Client Declined to Report?  
(if yes, specify substances used)   

	Name of Drug
	Priority
	Method of Admin-istration
	Age 1st used
	Freq-uency of Use
	Days of use in last 30 days
	Date of last use
	Amount of last use
	Amount used on a typical Day


	Largest Amount Used in One Day

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


The client has been advised that smoking is a serious health risk that may lead to lung cancer, cardiovascular disease and the possibility of premature death.  




 FORMCHECKBOX 
Yes


 FORMCHECKBOX 
N/A


When applicable, outline how substance use impacts current level of functioning: 

     

History of substance use treatment: 
     
Recommendation for further substance use treatment:   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
Not applicable

If Yes: 
     
FAMILY HISTORY:  

*Living Arrangement: Select from Living Arrangement table listed in the Instructions Sheet
        
Those living in the home with client:      
Have any relatives ever had any of the following conditions  Select from Relatives table listed in the Instructions Sheet). 

Substance abuse or addiction:       
Other addictions:       
Suicidal thoughts, attempts:       
Emotional/mental health issues:       
Mental retardation:       
Developmental delays:       
Arrests:       
Include relevant family information impacting the client:       
MEDICAL HISTORY
*Does client have a Primary Care Physician?
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 Unknown  

If No, has client been advised to seek primary care?  FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes  

Primary Care Physician:  
     


Phone Number:       




Seen within the last:   FORMCHECKBOX 
 6 months     FORMCHECKBOX 
 12 months     FORMCHECKBOX 
 Other:      
Hospital of choice (physical health):       
Been seen for the following (provide dates of last exam):  



Dental exam:         




Hearing exam        



Vision exam:        


Physical Health issues:

 FORMCHECKBOX 
 Asthma


 FORMCHECKBOX 
 Diabetes

 FORMCHECKBOX 
 Elevated BMI    
 FORMCHECKBOX 
Heart Disease     FORMCHECKBOX 
 Hypertension 

 FORMCHECKBOX 
 Kidney Disease
 FORMCHECKBOX 
 Liver Disease 
 FORMCHECKBOX 
 Neurological    

 FORMCHECKBOX 
 None at This Time
 FORMCHECKBOX 
Sedentary Lifestyle  FORMCHECKBOX 
 Seizure Disorder
 FORMCHECKBOX 
 Smoking   
 FORMCHECKBOX 
 Other, specify:       
Referred to primary health physician:   FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 N/A
Physical health problems affecting mental health functioning:       
Head injuries: 
 FORMCHECKBOX 
No
     FORMCHECKBOX 
Yes, specify:      
Medical and/or adaptive devices:       
Significant Developmental Information (when applicable):       
*Allergies and adverse medication reactions:   FORMCHECKBOX 
No         FORMCHECKBOX 
Unknown/Not Reported

 FORMCHECKBOX 
  Yes, specify:      
Other prescription medications:   FORMCHECKBOX 
 None         FORMCHECKBOX 
 Yes:       
Herbals/Dietary Supplements/Over the counter medications:   FORMCHECKBOX 
 None    FORMCHECKBOX 
 Yes:       
Healing and Health: (Alternative healing practices and beliefs.  Apart from mental health professionals, who or what helps client deal with disability/illness and/or to address substance use issues?  Describe):
     
Any known medical condition or past history of abuse that requires special consideration if physical restraint is needed, specifically:  breathing problems, significantly overweight, pregnancy, etc?
 FORMCHECKBOX 
No
        FORMCHECKBOX 
Yes

If yes, explain:       
MMSE:        
MENTAL STATUS EXAM

 FORMCHECKBOX 
 Unable to assess at this time. 

Level of Consciousness


 FORMCHECKBOX 
 Alert     
 FORMCHECKBOX 
  Lethargic
     FORMCHECKBOX 
  Stuporous

Orientation


 FORMCHECKBOX 
 Person      FORMCHECKBOX 
 Place      FORMCHECKBOX 
 Day      FORMCHECKBOX 
 Month      FORMCHECKBOX 
 Year      FORMCHECKBOX 
 Current Situation


 FORMCHECKBOX 
 All Normal      FORMCHECKBOX 
 None

Appearance


 FORMCHECKBOX 
 Good Hygiene
 FORMCHECKBOX 
 Poor Hygiene
 FORMCHECKBOX 
 Malodorous

 FORMCHECKBOX 
 Disheveled


 FORMCHECKBOX 
 Reddened Eyes
 FORMCHECKBOX 
 Normal Weight
 FORMCHECKBOX 
 Overweight 
 FORMCHECKBOX 
 Underweight
Speech


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Slurred      FORMCHECKBOX 
 Loud
   FORMCHECKBOX 
 Soft     FORMCHECKBOX 
 Pressured    

             FORMCHECKBOX 
 Slow
 FORMCHECKBOX 
 Mute
Thought Process


 FORMCHECKBOX 
 Coherent  
 FORMCHECKBOX 
 Tangential
    FORMCHECKBOX 
 Circumstantial  
 FORMCHECKBOX 
 Incoherent
 FORMCHECKBOX 
 Loose Association

Behavior


 FORMCHECKBOX 
 Cooperative
  FORMCHECKBOX 
 Evasive   FORMCHECKBOX 
 Uncooperative    FORMCHECKBOX 
 Threatening   FORMCHECKBOX 
 Agitated
    FORMCHECKBOX 
 Combative

Affect

 FORMCHECKBOX 
 Appropriate
   FORMCHECKBOX 
 Restricted     FORMCHECKBOX 
 Blunted
 FORMCHECKBOX 
 Flat
     FORMCHECKBOX 
 Labile   FORMCHECKBOX 
 Other


Intellect


 FORMCHECKBOX 
 Average
 FORMCHECKBOX 
 Below Average
 FORMCHECKBOX 
 Above Average
 FORMCHECKBOX 
 Poor Vocabulary


 FORMCHECKBOX 
 Poor Abstraction
 FORMCHECKBOX 
 Paucity of Knowledge
 FORMCHECKBOX 
 Unable to Rate
Mood


 FORMCHECKBOX 
 Euthymic
 FORMCHECKBOX 
 Elevated
 FORMCHECKBOX 
 Euphoric
 FORMCHECKBOX 
 Irritable     FORMCHECKBOX 
 Depressed     FORMCHECKBOX 
 Anxious

Memory


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Poor Recent
  FORMCHECKBOX 
 Poor Remote         FORMCHECKBOX 
 Inability to Concentrate


 FORMCHECKBOX 
 Confabulation
 FORMCHECKBOX 
 Amnesia

Motor


 FORMCHECKBOX 
 Age Appropriate/Normal
 FORMCHECKBOX 
 Slowed/Decreased
  FORMCHECKBOX 
 Psychomotor Retardation

 FORMCHECKBOX 
 Hyperactive   FORMCHECKBOX 
 Agitated     FORMCHECKBOX 
 Tremors     FORMCHECKBOX 
 Tics    FORMCHECKBOX 
 Repetitive Motions
   

 Judgment


 FORMCHECKBOX 
 Age Appropriate/Normal    
 FORMCHECKBOX 
 Poor              FORMCHECKBOX 
 Unrealistic



 FORMCHECKBOX 
 Fair               FORMCHECKBOX 
 Limited                   FORMCHECKBOX 
 Unable to Rate

Insight


 FORMCHECKBOX 
 Age Appropriate/Normal 
 FORMCHECKBOX 
 Poor     FORMCHECKBOX 
 Fair      FORMCHECKBOX 
 Limited       FORMCHECKBOX 
 Adequate    FORMCHECKBOX 
 Marginal
Command Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Auditory Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Visual Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Tactile Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Olfactory Hallucinations

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Delusions

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Other observations/comments when applicable   :      
DIAGNOSIS

If making or changing a diagnosis, complete the current Diagnosis Form and attach to this Psychiatric Assessment.
VITAL SIGNS:
	Height
	Weight
	Temp
	Resp
	Pulse
	BP

	     
	     
	     
	     
	     
	     


Pain:        FORMCHECKBOX 
No
            FORMCHECKBOX 
Yes      
 FORMCHECKBOX 
Unable to determine


Pain Intensity Level:      




Location of pain:       

How long:            


DIAGNOSTIC SUMMARY:
     
PLAN:

Psychosocial/Rehab Needs:  Other available treatment and/or recovery services recommended, within program or in community.
     
Medications (Active and Current Inactivations):  (NOTE: This area only needs to be completed by programs that are given exceptions to the DHP. All other programs need to complete information in DHP as instructed.)
	Med
	Start Date
	Is Date 

Estima-ted

Y or N
	Dosage/

Frequency
	Amt. Prescribed
	Target

Sxs
	Taken as Pre-scribed?

Y, N or Unk
	Prescribing Physician Name
	**
	Refills
	Stop Date
	Reason for Stopping

	


	
	
	
	
	
	
	
	
	
	
	

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	**Physician Type:  1.  current psychiatrist (out of network)     2.  current PCP     3.  previous psychiatrist (out of network)     4.  previous PCP




Side Effects Discussed:  
 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
N/A

Medication Consent Forms:  
 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
N/A 
Ex-Parte:  


 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
N/A 

Conservator: 

 
 FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
N/A
Diagnostic Examinations Ordered Now:  
     
Laboratory Tests Ordered Now:  
     
Placement Needs: 
     
Signature of Physician Requiring Co-signature:

______________________________________
 
Date:        
Time:       
Signature                                                      

Printed Name:                 CCBH ID number:        
*Signature of Physician Completing/Accepting the Evaluation: 

______________________________________
 
Date:        
Time:       
Signature                                                      

Printed Name:                 CCBH ID number:        
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