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INITIAL ASSESSMENT

Intake Participants: _______________________________________ Primary Language:_____________

Guardianship Status: ( Own Guardian ( Minor, Legal Custody held by: _________________________



          ( Under Guardianship: ________________________


 
          ( Power of Attorney: _________________________



          ( Health Care Proxy: _________________________

PRESENTING PROBLEM:  (Client/family’s concern, referral source concern, length of time of problem, changes from baseline, and impact on functioning)

MENTAL HEALTH/ ADDICTIONS TREATMENT HISTORY  (dates, facilities, providers*)
* Check off which releases were obtained
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INITIAL ASSESSMENT

FAMILY HISTORY/SUPPORTIVE RESOURCES

(Specify: mental illness, substance abuse, and history of other significant facts regarding the client’s family)



 








                                                                         

Primary Support: ___________________________________________________________

Family/ Caregiver Involvement in Treatment: ____________________________________

Spiritual /Cultural Background and Support: _____________________________________

SIGNIFICANT LIFE STAGE EVENTS (Trauma, loss, moves, illness, divorce, marriage, children)
	Childhood
	Adolescence

	Adult
	Older Adult
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INITIAL ASSESSMENT

LEGAL HISTORY

Current Status: ( Probation
( Parole
( Civil Case
( CHINS



( Restraining Order
( Pending Court Actions

Name of Court: _____________________________________________________

Current Offenses, Name of Court Personnel, Terms of Probation:

Prior Record of Arrests, Incarcerations, Probation:

EDUCATIONAL HISTORY

Current/ Highest grade completed: _______________

Name of School: _____________________________
Name of Teacher: _____________________

( Special Education

( High School Diploma / GED

( Tech/ Vocational School

( College Education (degree earned): _____________________________________________ 

EMPLOYMENT HISTORY

CURRENT

( Unemployed, since: ___________

( Disabled, since: ______________

    Reason for disability: _________________________

( Retired, since: _______________________________

( Military Service, branch: _______________________

( Employed, occupation: ________________________


Employer: _____________________________________ Hours Worked: __________________

Length of time employed: _____________________________ Shift: ____________________

Financial Resources Available: __________________________________________________

Strengths/ limitations related to education or work: (skills, motivation/attendance problems, frequent firings)
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INITIAL ASSESSMENT

SUBSTANCE USE ASSESSMENT


Lifetime Substance Use Inventory

Substance Used


First used
Last Used



Frequency/ Amount

	Alcohol
	
	
	

	Cocaine
	
	
	

	Marijuana
	
	
	

	Heroin
	
	
	

	Narcotics
	
	
	

	Amphetamines
	
	
	

	LSD/Other Hallucinogens
	
	
	

	Benzodiazephines
	
	
	

	Barbiturates
	
	
	

	Over the Counter Substance (Specify)
	
	
	


Effects/ Reaction when using: _________________________________________________________

Effects/ Reaction when not using or trying to abstain: _____________________________________

Period of Heaviest use: _______________________________________________________________

Duration of current pattern: ___________________________________________________________

Symptoms occurring in the past two weeks: (Circle all that apply)

* Seizures   *Blackouts    *Hangover   *Tremors
 *Nausea  *DT’s  *Tolerance Increase     *Appetite Disturbance  *Sleep Disturbance   *Mania/Agitation  *Binges   *Cravings

*Body Aches
*Irritability
*Preoccupation with use  *Somnolence  *Sweating  *Euphoria

*Decreased Motivation
*Sells/Distributes
*Uses drugs & alcohol together

DIAGNOSTIC SCORES (from health assessment, complete for all clients)

CAGE SCORE: _______________________ DAST SCORE: _________________________________

CLINICAL SIGNIFICANCE:
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INITIAL ASSESSMENT

RISK ASSESSMENT

Ownership/access to weapons (describe type and location):

Current Suicidal/Self Harm Ideation/ Behavior: 

Past Suicidal/ Self Harm Ideation/Behavior:

Risk is assessed as: ( None 
( Low 

( Moderate

 ( High

(Suicidal ideation with intent, and or with risk factors of past behavior, substance abuse, isolation or thought disorder requires a safety plan)

	Safety Plan:




Current Aggressive/Violent ideation or behavior:

Past Aggressive/ Violent ideation or behavior:

Risk is assessed as: ( None 
( Low 

( Moderate

 ( High

(Violence ideation with intent or with additional risk factors as past behavior, substance abuse, thought disorder or means requires a safety plan.)

	Safety Plan:




CLIENT/FAMILY STRENGTHS ASSESSMENT

( Successfully used treatment in the past to problem solve

( Used peer support/self help groups to problem solve

( Family /friends provide regular assistance to deal with problems

( Self referred

( Expresses strong motivation to participate in treatment

( Utilizes a religious or spiritual belief system for support

( Have adequate financial and/or community resources for daily living seeds

CLIENT/FAMILY’S STAGES OF CHANGE

( PRECONTEMPLATIVE (doesn’t admit to a problem)

( CONTEMPLATIVE (admits to a problem, considers making a change)

( PREPARATION (admits ready to begin change process)

( RECOVERY (actively working toward change)

( MAINTENANCE (needs support/guidance to consolidate gains)

( UNABLE TO ASSESS at this time due to: _________________________________________________________

Comments:
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INITIAL ASSESSMENT

INTEGRATED SUMMARY

Evaluation Date:

Axis I:

Axis II:

Axis III:

Axis IV: ( primary supports       ( educational/occupational                ( legal

   ( social               ( health care access              ( medical     
( other: ________________

Axis V:
___________________ / _____________________

   GAF/GAS

Current

Highest past year

Case Summary:

Action Taken:

Follow Up Plans

( Individual Therapy 




( Detox Referral

( Family/ Couples Therapy



( Physical Referral

( Group Treatment (specify):



( Legal Aid

( Psychiatric Consultation



( Public Assistance

( Dual DX referral 




( DMH/ DMR Referral

( Elders at Risk




( Health Insurance Referral

( Crisis Stab/Respite




( Mass Rehab Referral

( Other Program (specify): 



( Clubhouse

_______________________________________

______________

Clinician Signature / Credentials



 Date
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INITIAL ASSESSMENT


PROBLEM LIST

Key: T= Treat, D= Defer, R= Refer




PROBLEMS


D/T/R
      DATE IDENTIFIED/REFERRED










WHERE REFERRED

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	





Reviewed By: ________________________________________________ Date: __________________

Recommendations: ___________________________________________________________________

____________________________________________________________________________________




Insert Client Information Label Here 








Insert Client Information Label Here 








Insert Client Information Label Here 








Insert Client Information Label Here 








Insert Client Information Label Here 








Insert Client Information Label Here 





Client: ________________________


MR #: _________________________


DOB: _________________________ 











Biological





Treated with Medications





Health issues





Organic





Psycho- logical





Behavior





Emotional





Social





Legal





Relationship





Financial
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