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	The Department of Services

For Children, Youth and

Their Families
	



DATE OF INTAKE:      

NEW ASSESSMENT:      

UPDATED:      
CLIENT NAME                       DOB            AGE      
VERIFICATION OF IDENTITY     
RACE           ETHNICITY:         

 FORMCHECKBOX 
LATINO 
 FORMCHECKBOX 
 NOT/LATINO  
OTHER      
GENDER:  FORMCHECKBOX 
 MALE    FORMCHECKBOX 
 FEMALE

ADDRESS/STREET        CITY/TOWN      
COUNTY:   FORMCHECKBOX 
NC    FORMCHECKBOX 
K    FORMCHECKBOX 
S    STATE       ZIP      
INSURANCE:      

 FORMCHECKBOX 
MEDICAID                   FORMCHECKBOX 
NONE           FORMCHECKBOX 
 PRIVATE           FORMCHECKBOX 
OTHER

MCO OR INSURANCE PROVIDER      
MEDICAID OR INSURANCE NUMBER     
 

PARENTS/LEGAL GUARDIANS NAMES:         
DOES CHILD LIVE WITH GUARDIAN?  FORMCHECKBOX 
Y
 FORMCHECKBOX 
 N
 (H)        (W)      
 




                   (Cell)       Work hrs.     
CUSTODIAN’S NAME, IF DIFFERENT FROM GUARDIAN     
MOTHER’S NAME/ADDRESS (if not listed above)      
FATHER’S NAME/ADDRESS (if not listed above)      
EMERGENCY CONTACT NAME/ADDRESS/NUMBER     
DEPARTMENT INVOLVEMENT: 
 FORMCHECKBOX 
DFS   CURRENT WORKER/PHONE:      
 FORMCHECKBOX 
 PRIOR INVOLVEMENT WITH DFS? DATE/OUTCOME:      
 FORMCHECKBOX 
 PBH   TEAM LEADER AND WORKERS/PHONE:      
     
 FORMCHECKBOX 
 YRS CURRENT WORKER/PHONE:      
Any barriers to treatment or special accommodations needed? (i.e. translator, transportation assistance, etc.)      
Primary source(s) of information       Relationship to client      
STRENGTHS AND ABILITIES
	STRENGTH
	PERSON SERVED
	FAMILY

	Characteristics/Traits
	     
	     

	Fun/Hobbies
	     
	     

	Talent/Skills
	     
	     

	Learning Style
	     
	     

	Coping Skills
	     
	     

	Social/Cultural Interests
	     
	     

	Religious/Spirituality
	     
	     

	Hopes/Dreams
	     
	     

	Supports
	     
	     

	Learning Style
	     
	     


 (therapist observations)      
NEEDS
What does the family feel it needs from this provider?      
PREFERENCES
Does the family have preferences around:

Type of therapist?      
Type of treatment?      
PRESENTING PROBLEMS FOR ADMISSION: “In your own words what are the problems you need help with?” Which 3 are the biggest problems? What is the frequency/duration of the problem?
     
Has the client experienced or exhibited any of the following within the last two years or by history: (Please indicate any additional information such as frequency, intensity, duration, outcome, date of occurrence etc.)
	Child/Youth Problems
	In last month
	Ever

	1. Excessive Irritability
	     
	     

	2. Overly sensitive to environment (noise, touch) which causes distress.
	     
	     

	3.  Excessive sadness, crying, withdrawal
	     
	     

	4.  Excessive fears or worries, difficulty separating from parents, school refusal
	     
	     

	5. Recurrent intrusive thoughts or senseless repetitive behaviors such as hand washing, lock checking, organizing objects
	     
	     

	6. Suicidal thoughts, threats, gestures, or attempts
	     
	     

	7. Hallucinations or delusions
	     
	     

	8. Difficulty in concentration
	     
	     

	9. Irregular or problematic sleep problems
	     
	     

	10. Many nightmares.
	     
	     

	11. Irregular or problematic eating/appetite patterns
	     
	     

	12. Problems in activity patterns (overactive or underactive)
	     
	     

	13. Injures self
	     
	     

	14. Enuresis or Encopresis
	     
	     

	15. Inability to give or receive appropriate affection to primary caregivers
	     
	     

	16. Inability to accept appropriate limits
	     
	     

	17. Easily angered or excessive anger or other strong emotion
	     
	     

	18. Frequent intense, uncontrollable temper tantrums
	     
	     

	19. Verbally threatening
	     
	     

	20. Physically violent
	     
	     

	21. Cruel to animals
	     
	     

	22. Willful destruction of property
	     
	     

	23. Fire setting
	     
	     

	24. Sexually preoccupied or inappropriate sexual activity
	     
	     

	25. Running away
	     
	     

	26. Suspected or confirmed abuse of alcohol or other drugs/substances
	     
	     

	27. Adolescent’s pregnancy is/was related to behavioral/emotional difficulties
	     
	     

	28. Parenting (Youth is having trouble parenting his/her child(ren)
	     
	     

	29. Medical condition complicated by emotional disturbance or medical noncompliance
	     
	     

	30. Persistent unrealistic worry over physical health
	     
	     

	31. Problems in school/vocational activity (attendance, behavior, learning, performance)
	     
	     

	32. Suspected or confirmed victim of physical, sexual, or emotional abuse
	     
	     

	33. Problems in interpersonal relationships (family and/or authority figures)
	     
	     

	34. Problems in interpersonal relationships (same age peers)
	     
	     

	35. confirmed or suspected developmental delay
	     
	     

	36. Arrested, detained, or on probation
	     
	     

	37. Homicidal
	     
	     

	38. Gambling
	     
	     

	39. Avoids people, places, things
	     
	     

	40. Always seems jumpy or afraid
	     
	     

	41. Gets upset when remembering bad thing that have happened to him/her.
	     
	     


Stressors or factors that client and family believe are important in current problems: 

     
MENTAL HEALTH TREATMENT HISTORY (Most recent 1st)

                              

	DATES 

     
	SERVICE

     
	AGENCY 

     
	PROVIDER/THERAPIST

     
	PHONE

     


Family’s experience of help and ideas about help: (What has it been like to seek help for these problems? What has it been like to work with professionals, pastors, school teachers, etc.? What would you like to see happen? What would need to happen for the problems to be reduced or eliminated?

     
List all family of origin or household members and their relationship to client

	NAME 

     
	AGE

     
	RELATIONSHIP

     
	IN THE HOUSEHOLD?(Y/N)

     


ANY OTHER SIGNIFICANT / SUPPORTIVE PEOPLE WHO MAY BE INVOLVED WITH CHILD OR FAMILY?       
DEVELOPMENTAL
Was there any drug or alcohol use by the mother of client during pregnancy?     
Was there pre/post natal care?      
Any complications during pregnancy or birth of client?     
At what age did client meet developmental milestones (i.e., walking talking, toilet training, etc.)     
Has your child ever received OT, PT or speech and language Tx.     
Has your child ever had sensory integration problems?     
Did your child have any early medical issues or concerns, please explain:      
      On a scale of 1-10 with 10 being most significant, how significant of an issue are developmental concerns?

FAMILY HISTORY

 FORMCHECKBOX 
 Family history of domestic violence, describe:      
 FORMCHECKBOX 
History of divorce. If yes, describe current child custody arrangements      
 FORMCHECKBOX 
Client currently lives in a blended family
 FORMCHECKBOX 
 Child currently lives with family that does not include a bio-parent. Who does child live with?        
 FORMCHECKBOX 
 Family has had inconsistent housing arrangements or homelessness     
 FORMCHECKBOX 
 Client has experienced multiple placements, describe:      
 FORMCHECKBOX 
 Family has experienced job loss and /or decrease in income
 FORMCHECKBOX 
 Death of significant family member, who?      
 FORMCHECKBOX 
 Family history of suicide, who?      
 FORMCHECKBOX 

 Bio-parent/s have a history of serious medical problem, describe, include treatment      
 FORMCHECKBOX 

Bio-parent/s have a history of mental illness, describe, include treatment      
 FORMCHECKBOX 

Bio-parent/s have a history of substance abuse, describe, include treatment     
 FORMCHECKBOX 

Bio-parent/s have a history of incarceration, describe, include treatment      
Describe any other family members’ history of significant health, mental health or substance abuse issues.

     
Who raised client?      
How does client get along with parent(s)?      
How does client get along with sibling(s)?      
What is your current parenting style?  What have you tried that has worked or hasn’t worked     
Does Child have a best friend? (please also describe social skills)      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is family relationships?
 
CULTURAL/SPIRITUAL/RELIGIOUS:

Is religion/spirituality important to client’s family?    FORMCHECKBOX 
Y      FORMCHECKBOX 
N 

If so, how (i.e., belief about the future, their problems, source of community support)?      
Please describe any cultural/religious or spiritual practices that are meaningful to the family (i.e., meditation, prayer, holidays, food customs     
Is client in conflict with parent’s belief’s, if so describe     
How does the family define their cultural identity?      
What are family customs, manners of interacting?      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is culture/religion/spirituality?

MEDICAL 
FAMILY DOCTOR     PHONE     
DATE OF LAST PHYSICAL     
IMMUNIZATIONS UP TO DATE?     
DATE OF LAST DENTAL EXAM?     
CURRENT OTC or NON-PSYCHOTROPIC MEDICATIONS PRESCRIBED AND DOSAGES:

     
Does client take medication as prescribed?  FORMCHECKBOX 
YES    FORMCHECKBOX 
NO Who prescribes these medications?     
CURRENT PSYCHIATRIST        DATE LAST SEEN     
AGENCY       PHONE       
CURRENT PSYCHOTROPIC MEDICATIONS AND DOSAGES:

	Medication
	Dose
	Frequency
	Reason
	Response
	Prescribing Psychiatrist/Physician

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


PREVIOUS PSYCHOTROPIC MEDICATIONS AND RESPONSES:
     
Does client take medication as prescribed?   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO    Who prescribes psychotropics?     
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N   Client has been diagnosed with a medical condition, (describe)      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has sleep problems, describe       

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has vision problems FORMCHECKBOX 

Does child need corrective lenses? FORMCHECKBOX 

Does child wear them? FORMCHECKBOX 

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has history of hearing problems      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has had surgery or hospitalizations       

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has a seizure disorder, specify:       
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has a history of tics, describe:       
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has a history of head injury, describe:      
          If yes,      With loss of consciousness or       without loss of consciousness
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N _   Client has allergies FOOD      DRUG      OTHER      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client is enuretic/ encopretic or has had urinary tract problems explain:        
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N If female, date of last menstrual period:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client sexually active? If yes, preferred gender of partner:      
Use of Birth Control?          History of  STDS?      
Number of partners in the last year:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client ever been pregnant or fathered a child? If so explain:     
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Has your child ever received treatment for any items checked “Yes”, please explain:      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is medication/medical concerns?

      

NUTRITIONAL
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N       Client has experienced (within past month) recent weight loss or gain (> 10% of body weight).  Explain:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client eats a balanced diet

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client is overweight                 according to client             according to parent

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client is underweight               according to client            according to parent

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client has had a recent increase/decrease in appetite

                                                                           according to client         according to parent

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client has an eating problem      according to client         according to parent 

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client reports attempts to lose/gain weight

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N 
Client reports negative body image:     
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client follows a restrictive diet, if yes, physician or self-imposed?      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Chronic use of laxatives, if yes frequency and date last used:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Chronic vomiting after meals, frequency:      
 
How often does client exercise?           

       On a scale of 1-10 with 10 being most significant, how significant of an issue is nutrition?
PAIN: 

 FORMCHECKBOX 
Check if N/A
Is client experiencing pain anywhere?      
Where?      
If yes, is client receiving treatment for condition:      
*Any positive responses in medical section that are not being treated should be reported to nurse or physician for follow up.*

EDUCATION
SCHOOL ATTENDING:         
CURRENT GRADE:      
EDUCATION CLASSIFICATION:      FORMCHECKBOX 
REGULAR         FORMCHECKBOX 
SPECIAL EDUCATION 

      IEP    If yes:      FORMCHECKBOX 
SED
      FORMCHECKBOX 
LD      
Is there a 504 plan?      
Client’s grades usually range between?        and      
Client’s current grades are between?            and      
SCHOOL PHONE          FAX      
TEACHER:        ROOM #     
SCHOOL COUNSELOR:     
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N
Client attends school regularly, if not explain:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N
Client is or has been involved in Truancy Court, explain:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N      Client has behavior problems in school, explain:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N
Client has been suspended/expelled, explain:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N
Client has been or is placed in alternative education, explain:     
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N      Client likes school

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N      Client was retained?   Grade:      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is educational performance/behaviors?
VOCATIONAL INTERESTS
 FORMCHECKBOX 
Check if N/A
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N        Client plans to finish high school.

Describe client’s vocational plans after high school:     
                Describe career field/s of client’s interest:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N        Client is currently employed, where:      
                Number of hours working per week      
                Describe parents career desires for client      
     On a scale of 1-10 with 10 being most significant, how significant of an issue is vocational interests?

SUICIDE/SELF-INJURY 

     Check if N/A
History (suicide/self-injury)

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N    History of suicide ideation

                 FORMCHECKBOX 
 Suicide ideation involved a plan

                Suicide ideation was  FORMCHECKBOX 
Mild:   FORMCHECKBOX 
 Moderate:   FORMCHECKBOX 
Intense

  FORMCHECKBOX 
Y  FORMCHECKBOX 
N        History of suicide attempts

                How many attempts?      
                Dates of attempts?       
                Methods utilized?      
                If drugs used, what kind, how many:      
                 FORMCHECKBOX 
 others were present or nearby during attempt

                 FORMCHECKBOX 
 client alone during attempt

                 FORMCHECKBOX 
 attempt made when client knew help was available

                 FORMCHECKBOX 
  precautions taken against being discovered, specify:     
                 FORMCHECKBOX 
 suicide note left

                 FORMCHECKBOX 
 client  thought he/she would actually die

                 FORMCHECKBOX 
  medical attention was required

                 FORMCHECKBOX 
  client wanted to die

                 FORMCHECKBOX 
  client relieved he/she recovered

                 FORMCHECKBOX 
  client wanted to escape, what?      
                 FORMCHECKBOX 
  client was trying to communicate a feeling, specify:       
                 FORMCHECKBOX 
  client trying to influence others

                 FORMCHECKBOX 
  make others feel sorry

                 FORMCHECKBOX 
  make others change their minds about something, specify:      
                 FORMCHECKBOX 
  make others get help for client

                 FORMCHECKBOX 
 get attention for client

                How long had client planned for the attempt?      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N History of self abusive/self-injurious behaviors? Describe:      frequency     
Current (suicide/self –injury) 

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N        Any thoughts about wanting to die in the past 48 hours? 

                Describe:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N        Any thoughts about wanting to kill/hurt oneself in the past 48 hours?  
                Describe:      
                 FORMCHECKBOX 
   Client cannot list any reasons for wishing to stay alive 

                 FORMCHECKBOX 
   Client listed the following reasons to stay alive:      
                 FORMCHECKBOX 
   Client has a method(s): (specify)      
                 FORMCHECKBOX 
   Client has access/availability to method(s)

                 FORMCHECKBOX 
   Client has the time/opportunity to use such method(s)

                 FORMCHECKBOX 
   Client plans to kill self

                 FORMCHECKBOX 
  Client has thoughts about killing self, but convincingly denies

                          intent.

If YES to above, was safety plan completed?      
If YES to above, was evaluation for hospitalization/crisis bed completed?      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N        Any current (within last month) self-abusive/self-injurious behaviors? Describe:     
     On a scale of 1-10 with 10 being most significant, how significant of an issue is suicidal ideation/self injurious behavior(s)?
RISKOF SERIOUS HARM TO OTHERS

 FORMCHECKBOX 
Check if N/A
History (risk or harm) 

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      Client has thought about harming others in past; If yes, describe thoughts:       
                 FORMCHECKBOX 
  Client thinks he/she has to be aggressive even though does not want to 

                 FORMCHECKBOX 
  Client has walked away from fights.

                 FORMCHECKBOX 
  Client has sought help for problems with aggression.

                 FORMCHECKBOX 
  Client has witnessed significant aggression, describe:      
                 FORMCHECKBOX 
  Client has been the victim of serious aggression, describe:       
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N     Client has threatened to harm others: If yes, details of threat and outcome:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N      History of seriously harming others

                How many attempt(s)?       
                Dates of attempt(s)      
                Method of most serious attempt(s)      
                Outcome of attempt      
                 FORMCHECKBOX 
  Client’s aggression has resulted in others being seen in hospital ER

                 FORMCHECKBOX 
  Client’s aggression has frightened peers

                 FORMCHECKBOX 
  Client’s aggression has frightened family members

                 FORMCHECKBOX 
  Client’s aggression has frightened others, specify who:      
                 FORMCHECKBOX 
  Client has been harmed in fights, specify extent of harm:              
                 FORMCHECKBOX 
  Client aggressive when insulted

                 FORMCHECKBOX 
  Client aggressive at school

                 FORMCHECKBOX 
  Client aggressive in neighborhood

                 FORMCHECKBOX 
  Client aggressive in home

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N History of gang involvement? Explain:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N History of cruelty to animals? Explain:      
Current (risk of harm)

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N  Any thoughts about wanting to kill/seriously hurt others in past 48 hours?

                 FORMCHECKBOX 
 Client cannot list any reasons for restraining impulses to hurt others

                 FORMCHECKBOX 
 Client listed the following reasons to restrain impulses to hurt others:      
                 FORMCHECKBOX 
 Client has a method(s), specify:      
                 FORMCHECKBOX 
 Client has access/availability to method(s)

                 FORMCHECKBOX 
 Client has the time/opportunity to use such method(s)

 FORMCHECKBOX 
   Client plans to seriously harm other (who, etc)      
 FORMCHECKBOX 
   Client carries a weapon: (specify type)       

If YES to above, was a safety plan completed?      
If YES to above, was Tarasoff reporting completed?      
ARE THERE WEAPONS IN THE HOME?       IF SO, ARE THEY SECURED?      
        On a scale of 1-10 with 10 being most significant, how significant of an issue is harm to others?

RUNAWAY 

 FORMCHECKBOX 
Check if N/A
History (run-away) 

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N Any thoughts about running away?

                How many times has client run away?       
                Dates of run-away?       
                Where did client go?      
                How long was client gone from home?      
                How was client returned to home?      
                Other high risk behaviors while client was away:      
  Current (run-away)

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N       Any thoughts about running away in the past 48 hours?

                 FORMCHECKBOX 
  Client cannot list any reason not to run away.

                 FORMCHECKBOX 
  Client listed the following reason s to restrain impulses to run away :      
                 FORMCHECKBOX 
  Client plans to run away

                 FORMCHECKBOX 
  Behavior and history indicate high risk of run-away

       On a scale of 1-10 with 10 being most significant, how significant of an issue is run-away behavior?
FIRE-SETTING

 FORMCHECKBOX 
Check if N/A
History (fire-setting)

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N Client has a history of fire-setting

                How many previous fires?      
                Dates of fires      
                 FORMCHECKBOX 
 Client sets fires out of curiosity

                 FORMCHECKBOX 
 Client sets fires to burn something

                 FORMCHECKBOX 
 Client sets fires when angry

                 FORMCHECKBOX 
 Fire extinguished by itself

                 FORMCHECKBOX 
 Client extinguished fire

                 FORMCHECKBOX 
 Other person extinguished fire; specify:      
                 FORMCHECKBOX 
 Fire department called

                Describe damage from fires:      
 

Current (fire-setting)

 FORMCHECKBOX 
Y   FORMCHECKBOX 
N Any recent fires or thoughts about setting more fires?

                 FORMCHECKBOX 
 Client cannot give any reasons not to set fires.

                 FORMCHECKBOX 
 Client listed the following reasons to restrain impulses to set fires:      
                 FORMCHECKBOX 
 Client has a method: (specify):       
                 FORMCHECKBOX 
 Client plans to set fires

  FORMCHECKBOX 
Y   FORMCHECKBOX 
N Family is able to prevent access to fire-setting materials?  If yes, how:     
  FORMCHECKBOX 
Y   FORMCHECKBOX 
N Has child ever been evaluated by a fire setter program?

      On a scale of 1-10 with 10 being most significant, how significant of an issue is fire-setting?
SUBSTANCE USE
 FORMCHECKBOX 
Check if N/A
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N     Client has used alcohol or other drugs (illegal or prescription drugs used not as prescribed)  
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N     Client uses tobacco/ cigarettes.  If yes, how much/many per day?      
 Reason for use (to escape, fit in, etc)      
 
	Substance 
	Date of first use
	Frequency
	Quantity
	Route of Administration
	Date of last use

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


 FORMCHECKBOX 
Y   FORMCHECKBOX 
N When drinking/using drugs, client presents increased risk of harm to self or others.
 
  FORMCHECKBOX 
 History of self-injury when drinking/using drug
  FORMCHECKBOX 
 History of harm to others when drinking/using drugs  

        
  FORMCHECKBOX 
 History of destructive behavior when drinking/using drugs 

        
  FORMCHECKBOX 
 History of losing consciousness when drinking/using drugs 

        
  FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N History of drug or alcohol treatment, if yes, where and when      
 FORMCHECKBOX 
Y   FORMCHECKBOX 
N     Other family members use alcohol or other drugs

         
   Name family members using alcohol/other drugs:      
            
   Quantity used:      
                 Frequency of use:      
  FORMCHECKBOX 
Y   FORMCHECKBOX 
N When drinking/using drugs family member(s) present increased risk of harm to self or others.

    
Name family member and explain:     
            FORMCHECKBOX 
 History of destructive behavior when drinking/using drugs, specify who:

             Name and explain      
 FORMCHECKBOX 
 Other:      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is substance use?
ABUSE/ TRAUMA
 FORMCHECKBOX 
Check if N/A
*any yes responses require completion of UCLA.

 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has been the victim of physical abuse.  If yes, describe:      
If yes, was it reported, by whom, when, & outcome of report :      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Client has been the victim of sexual abuse.  If yes, describe:      
                If yes, has it been reported, by whom, when, & outcome of report:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Child has been witness to violence.   If yes, describe:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Child has been exposed to any other traumatic event.  If yes, describe:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Child has witnessed domestic violence.  If yes, describe:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Child has displayed inappropriate sexual behaviors, please explain:      
 FORMCHECKBOX 
Y    FORMCHECKBOX 
N Child has experienced significant/Recent losses, please explain:      
      On a scale of 1-10 with 10 being most significant, how significant of an issue is abuse/trauma?
 LEGAL HISTORY         FORMCHECKBOX 
  Check if  N/A
  FORMCHECKBOX 
 Client has been arrested, specify for what:      
  FORMCHECKBOX 
 Charges are pending

  FORMCHECKBOX 
 Client has previous history in juvenile facility, where and when:      
  FORMCHECKBOX 
 Client is on probation. Name of PO:      
       On a scale of 1-10 with 10 being most significant, how significant of an issue is illegal behavior/legal involvement? 

 
RISK FACTORS THAT REQUIRE SAFETY PLAN:
 FORMCHECKBOX 
Check if N/A
​​ FORMCHECKBOX 
Suicidal Ideation           FORMCHECKBOX 
 Self-Injurious Behaviors

  FORMCHECKBOX 
Homicidal Ideation
           FORMCHECKBOX 
AWOL          
 FORMCHECKBOX 
Sexually Inappropriate Behaviors           FORMCHECKBOX 
 History of Restraint for:      
 FORMCHECKBOX 
Safety during transit

FAMILY RESPONSE TO ALL OF ABOVE RISKS

                 FORMCHECKBOX 
  Family indicates they are concerned

                 FORMCHECKBOX 
  Family members have actively taken steps to protect client/others

                 FORMCHECKBOX 
  Extended family and others in family system have been involved in 

                        helping; who?      
                 FORMCHECKBOX 
  Family states they are willing to take difficult steps to intervene

                 FORMCHECKBOX 
  Family denies risk

                 FORMCHECKBOX 
  Family reports being angry at client

                 FORMCHECKBOX 
  Family refuses to take steps to intervene

                 FORMCHECKBOX 
  Family members state they lack resources to help client

                 FORMCHECKBOX 
  Family members have minimal interaction with client.

             

MENTAL STATUS

Codes:    O = Observed by evaluator               R = Reported as recently observed/experienced by others or client

 

APPEARANCE 

      Poor hygiene                                                                                 Well-groomed

      Clothes disheveled/dirty                                                              Appropriate attire

 

GENERAL BEHAVIOR

      Cooperative                                                                                   Uncooperative

     Agitated                                                                                          Psychomotor retardation

     Involuntary movements/tremors                                                    Pressured speech

     Suspicious                                                                                      Impulsive

      Other:





             Repetitive movements / rituals
 

GENERAL INTELLECTUAL FUNCTIONING

      Impaired level of consciousness                              Alert

      Disoriented/confused  

      Memory impairment                                               Decreased attention span  

      Tangential                                                               Able to abstract

      Circumstantial                                                         Logical/goal directed thought
       Overly preoccupied with detail                                   
Intelligence:        average          below         above

Judgment:           normal          impaired

Insight:            normal           minimal

Reliable as an informant?     FORMCHECKBOX 
Y      FORMCHECKBOX 
N
MOOD/AFFECT

 FORMCHECKBOX 
  Blunted                                                                                                   FORMCHECKBOX 
  Labile

 FORMCHECKBOX 
  Depressed/sad                                                                                        FORMCHECKBOX 
 Normal range

 FORMCHECKBOX 
  Inappropriate to content                                                                         FORMCHECKBOX 
 Appropriate to content

 FORMCHECKBOX 
  Anxious                                                                                                  FORMCHECKBOX 
 Irritable

 FORMCHECKBOX 
  Angry/hostile                                                                                         FORMCHECKBOX 
 Anhedonia

 FORMCHECKBOX 
  Other:      





                 FORMCHECKBOX 
  Euphoria/elated

THOUGHT/PERCEPTUAL CONTENT
 FORMCHECKBOX 
Hallucinations/Illusions                                                         FORMCHECKBOX 
Obsessions

        Circle Type: Auditory/Visual/Olfactory/Tactile  
 FORMCHECKBOX 
Delusional                                                                              FORMCHECKBOX 
 Compulsions    FORMCHECKBOX 
Ideas of reference

         Circle Type:  Paranoid/Grandiose/Bizarre/Erotic

 

3 wishes:      
Community resources (currently available to client and family):      
Any referrals needed?     
 INITIAL DIAGNOSTIC IMPRESSION:

 

Axis I:      
 

Axis II:      

Axis III:      
 

Axis IV:      
 

Axis V: (current)                     (highest in past year)      
  

CASE CONCEPTUALIZATION:     
STAFF SIGNATURE ________________________________________   
DATE:      

SUPERVISOR SIGNATURE __________________________________   
DATE:      
AGENCY:     
LEVEL OF CARE:      
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