	
	 FORMDROPDOWN 

	MENTAL HEALTH CENTER
	

	
	
	
	

	
	Initial Clinical Assessment
	

	
	
	
	

	Date:
	     
	
	Source of Data:
	 FORMCHECKBOX 
  Client
	 FORMCHECKBOX 
  Family:
	     

	
	
	
	
	
	
	

	
	
	
	
	 FORMCHECKBOX 
  School:
	     

	
	
	
	
	
	

	Referred By:
	 FORMCHECKBOX 
  Self
	 FORMCHECKBOX 
  Court Order: (Type)
	     
	 FORMCHECKBOX 
  Old records
	 FORMCHECKBOX 
  Other:
	     

	
	
	
	
	
	
	

	
	 FORMCHECKBOX 
  Other:
	     
	
	
	

	
	
	
	
	
	

	Section A: Identifying Data

	Name:(Last)
	     
	(First)
	     
	(MI)
	 
	CID#
	     

	
	
	
	
	
	
	
	

	Age:
	  
	DOB:
	 FORMDROPDOWN 

	  
	    
	Gender:
	 FORMDROPDOWN 

	Race:
	 FORMDROPDOWN 

	Marital Status:
	 FORMDROPDOWN 


	
	
	
	
	
	
	
	
	
	
	
	

	Other Identifying Information:
	     
	

	
	
	

	Section B: Perceptions and History of Presenting Problem(s)

	Documentation should address the source of information and the following:

	(1) What brought client here today (px, sx, hx, duration and stressors)?   

	Client Response:



	     


	Family/Guardian (Specify):

	     


	Collateral Sources (Specify):

	     


	(2) What are the possible causes? Why does the client think she/he is having these problems/symptoms?

	Client Response:



	     


	Family/Guardian (Specify):

	     


	Collateral Sources (Specify):

	     


	

	(3) Who and what area of client’s life are affected by this?  How does this make client/family member feel about him/herself?

	Client Response:



	     


	Family/Guardian (Specify):

	     


	Collateral Sources (Specify):

	     


	(4) How does client/family think this can be solved?  What will help?

	Client Response:



	     


	Family/Guardian (Specify):

	     


	Collateral Sources (Specify):
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	Name:       
	CID#:       

	Section C: Urgent Needs/Risk Assessment

	

	Suicidal Risk:
	 FORMCHECKBOX 
 Denies  FORMCHECKBOX 
 Ideas   FORMCHECKBOX 
 Plans   FORMCHECKBOX 
Means   FORMCHECKBOX 
 Intent   FORMCHECKBOX 
 Hx of attempts   FORMCHECKBOX 
 Hx in family 

	Homicidal Risk:
	 FORMCHECKBOX 
 Denies  FORMCHECKBOX 
 Ideas   FORMCHECKBOX 
 Plans   FORMCHECKBOX 
Means   FORMCHECKBOX 
 Intent   FORMCHECKBOX 
 Hx of attempts   FORMCHECKBOX 
 Hx in family

	Self Mutilation:
	 FORMCHECKBOX 
 Denies  FORMCHECKBOX 
 Ideas   FORMCHECKBOX 
 Plans   FORMCHECKBOX 
Means   FORMCHECKBOX 
 Intent   FORMCHECKBOX 
 Hx of attempts   FORMCHECKBOX 
 Hx in family

	Other Risk Taking Behaviors:
	Past or current (Specify in comments section.):   FORMCHECKBOX 
 Denies  

	
	 FORMCHECKBOX 
 Driving fast/DUI   FORMCHECKBOX 
 Unprotected sex   FORMCHECKBOX 
 Gang affiliations   FORMCHECKBOX 
 Fire setting   FORMCHECKBOX 
 Hx of violence

	
	 FORMCHECKBOX 
 Other (specify):
	

	
	
	

	
	
	

	Comments:

	     

	Steps taken to address urgent needs:

	     

	Section D: History of Mental Health Treatment

	A chronological history of all inpatient and outpatient treatment to include location, date of treatment, diagnosis, type of treatment, and how/why ended.     FORMCHECKBOX 
 None

	     
	

	     
	

	     
	

	     
	

	     
	

	     
	

	Family Mental Health History:     FORMCHECKBOX 
 None


	

	Describe history and specify relative:
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	Name:       
	CID#:       

	Section E:  Trauma History  (  FORMCHECKBOX 
 See Trauma Assessment Form)

	History of Trauma/Violence/Abuse/Neglect:  FORMCHECKBOX 
None apparent   FORMCHECKBOX 
Signs/sx present, but denies   FORMCHECKBOX 
Acknowledges 
                                                                                    FORMCHECKBOX 
Referred for assessment

	Type of Trauma/Violence/Abuse/Neglect:   FORMCHECKBOX 
None   FORMCHECKBOX 
Sexual   FORMCHECKBOX 
Physical   FORMCHECKBOX 
Emotional   FORMCHECKBOX 
Self/someone else was going to die/be killed

	
	          FORMCHECKBOX 
Natural Disaster   FORMCHECKBOX 
Accident  (specify):
	     
	

	Was client:     FORMCHECKBOX 
Victim   FORMCHECKBOX 
Witness   FORMCHECKBOX 
Perpetrator
	
	

	Describe issues identified:  (nightmares, flashbacks, startle reflex, avoidance):
	     

	     

	     

	     

	     

	Section F: Substance Use     FORMCHECKBOX 
 Denies (go to Family Hx of Substance Abuse)

	Substance
	Age Started
	Frequency/Quantity
	Method
	Last Use

	Alcohol
	  
	     
	     
	     

	Cannabis
	  
	     
	     
	     

	Sedatives (Benzodiazepines, Barbiturates)
	  
	     
	     
	     

	Stimulants (Crack, Cocaine, Methamphetamine, Speed)
	  
	     
	     
	     

	Hallucinogens (LSD, Mushrooms, Mescaline)
	  
	     
	     
	     

	Opiates (Heroin, Codeine, Morphine)
	  
	     
	     
	     

	Inhalants
	  
	     
	     
	     

	Steroids
	  
	     
	     
	     

	Caffeine
	  
	     
	     
	     

	Nicotine
	  
	     
	     
	     

	Other
	  
	     
	     
	     

	Substance Use Treatment  (A chronological history of all inpatient and outpatient treatment to include location, dates of treatment,

	type of treatment, and how/why ended.):

	     

	Substance Use Experiences:

	1)  Experienced blackouts?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, describe:
	     

	
	     

	2)
	Withdrawal symptoms (seizures, DT’s, etc)?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, describe: 
	     

	
	     

	3)
	Legal involvements related to substance use?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, describe:
	     

	
	     

	
	     

	4)
	Is your alcohol/drug use something that needs to be addressed in treatment?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, describe:
	     

	
	     

	5)
	Family history of substance abuse?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, describe:
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	Name:       
	CID#:       

	Section G: Medical History and Current Status    (  FORMCHECKBOX 
 See Medical Assessment Form)

	C = Current problem                 H = Client has a history 

	C         H
	C         H
	  C          H

	
	
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	No physical sx/problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Kidney/bladder problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	STDs (specify)
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Thyroid
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Stomach/intestinal problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Other (specify)
	     
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Seizures
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Serious body/head injury
	
	
	
	
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Severe headaches/migraines
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Heart problems/Hypertension
	
	Females:
	
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	TB
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Epilepsy
	
	Date of last menstrual period :
	     
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Cancer (specify):
	     
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Liver/Hepatitis
	
	Pregnant?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Lung problems
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Immune disorder
	
	# of pregnancies
	  
	

	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Diabetes  (specify if juvenile or adult
onset)
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Surgeries (specify)
	
	# of living Children
	  
	

	
	
	
	
	 FORMCHECKBOX 

	
	 FORMCHECKBOX 

	Allergies:
	     
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Comments:  (Describe status of any current physical conditions.  Describe any significant history.)
	     

	     

	     

	     

	     

	     

	

	Significant Family History:  
	

	     

	     

	     

	     

	Medication:  (List all current medications: prescribed and OTC, including herbs, vitamins, etc.):

	Name of medication
	Dosage
	Frequency
	Why prescribed?
	How well does it work?

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	

	Medication Allergies:
	     

	
	

	Adverse Reactions to Medication:
	     

	
	

	Primary Care Physician:
	     
	Phone #:
	(      )
	
	   
	  -
	    
	Date Last Seen:
	     

	
	
	
	
	
	
	
	
	
	

	If none, community resources provided?    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
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	Name:       
	CID#:       

	Section H:  Social, Economic and Cultural

	1).  Where were you born and raised?

	     

	2).  Describe your family of origin (who raised you, how many sibling(s), quality of relationships then and now):

	

	     

	3).  Describe current family/significant relationships (significant other? children? quality of relationships?):

	     

	4).  Describe past significant relationships (marriages, divorces, separations, etc.):

	     

	5).  Describe any significant losses/separations of any family members/significant others (including loss of pets, physical functions,
     limbs, property/possessions, etc.):

	     

	6).  Describe current housing situation (house, mobile home, boarding homes, shelter, homeless, etc.): Any needs? 

	     

	 7).  Any problems/issues/changes with sex/sexuality?   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    (If yes, describe):

	     

	 8).  Describe current social involvement (activities that you enjoy with others):

	     

	 9).  Describe current spiritual/religious involvement:

	     

	10).  Describe educational background (how far in school, tech school, college, special ed., special programs, highest level completed):

	     

	11).  Describe current and past employment (how long at each job, if on disability, include any military service/type of discharge, etc.):

	     

	If you could work now, what would you be interested in doing? 

	     

	12).  History of legal involvements (DJJ, charges, jail/prison time, #arrests and #convictions, as well as any current legal problems):   FORMCHECKBOX 
  None
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	Name:       
	CID#:       

	Section I:  Strengths, Needs, Abilities, and Preferences

	Strengths:  (family, social, spiritual support, hobbies, and attitudes

that have helped overcome past crises) 
	Needs:  (Client’s expression of current needs emotional, physical,

social, environmental)

	     
	     

	
	Are you currently receiving services from other providers/agencies?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No



	
	Specify:
	     

	
	
	

	Abilities:  (Client’s ability to follow up with treatment, understand 

instructions, participate in treatment)
	Preferences:  (appt., day/times, therapist, treatment  modality, etc.)

	     
	     

	Section J:  View of Treatment and Discharge

	Documentation should include the source and the following:

	· What are your expectations?

	Client:
	     

	     

	Family (specify):
	     

	     

	· What is your commitment and motivation to treatment?

	Client:
	     

	     

	Family (specify):
	     

	     

	· How will you know when you will be ready for discharge?

	Client:
	     

	     

	Family (specify):
	     

	     

	Section K:  Mental Status Exam

List more than one descriptor if applicable. Elaborate on any problem areas in the space provided.

	Appearance & Hygiene
	 FORMCHECKBOX 
 Meticulous     FORMCHECKBOX 
 Neat     FORMCHECKBOX 
 Clean     FORMCHECKBOX 
 Disheveled     FORMCHECKBOX 
 Bizarre     FORMCHECKBOX 
 Body Odor 

   

	
	Comments:      


	Motor Activity
	 FORMCHECKBOX 
 Appropriate to situation   FORMCHECKBOX 
 Over-active   FORMCHECKBOX 
 Tremor/tics   FORMCHECKBOX 
 Poor coordination   FORMCHECKBOX 
 Repetitive   FORMCHECKBOX 
  Lethargic



	
	Comments:       

	Attitude During Interview
	 FORMCHECKBOX 
 Cooperative   FORMCHECKBOX 
 Oppositional   FORMCHECKBOX 
 Hostile   FORMCHECKBOX 
 Dramatic   FORMCHECKBOX 
 Guarded   FORMCHECKBOX 
 Irritable   FORMCHECKBOX 
  Withdrawn



	
	Comments:       


	Affect
	 FORMCHECKBOX 
 Appropriate to situation   FORMCHECKBOX 
 Blunted   FORMCHECKBOX 
 Flat   FORMCHECKBOX 
 Tearful   FORMCHECKBOX 
 Incongruent   FORMCHECKBOX 
 Expansive   FORMCHECKBOX 
 Labile


	
	Comments:       

	Mood
	 FORMCHECKBOX 
 Happy   FORMCHECKBOX 
 Euthymic   FORMCHECKBOX 
 Anxious   FORMCHECKBOX 
  Depressed   FORMCHECKBOX 
 Angry   FORMCHECKBOX 
 Hopeless   FORMCHECKBOX 
 Suspicious   FORMCHECKBOX 
 Passive



	
	Comments:       

	Speech
	 FORMCHECKBOX 
 Normal rate and tone   FORMCHECKBOX 
 Slow   FORMCHECKBOX 
  Fast   FORMCHECKBOX 
 Soft   FORMCHECKBOX 
 Loud   FORMCHECKBOX 
 Pressured   FORMCHECKBOX 
 Slurred   FORMCHECKBOX 
 Stuttering  FORMCHECKBOX 
 Alogia



	
	Comments:       
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	Name:       
	CID#:       

	Thought Process
	 FORMCHECKBOX 
 Normal, appropriate, coherent, relevant   FORMCHECKBOX 
 Loose associations   FORMCHECKBOX 
 Flight of ideas   FORMCHECKBOX 
 Blocking   FORMCHECKBOX 
 Racing



	
	 FORMCHECKBOX 
 Circumstantial   FORMCHECKBOX 
 Tangential   FORMCHECKBOX 
 Indecisive   FORMCHECKBOX 
 Disorganized   FORMCHECKBOX 
 Concrete



	
	Comments:       

	Thought Content
	 FORMCHECKBOX 
 Normal   FORMCHECKBOX 
 Phobias   FORMCHECKBOX 
 Obsessions   FORMCHECKBOX 
 Ideas of hopelessness   FORMCHECKBOX 
 Ideas of worthlessness   FORMCHECKBOX 
 Paranoia



	
	 FORMCHECKBOX 
 Persecutory   FORMCHECKBOX 
 Suicidal   FORMCHECKBOX 
 Homicidal (Note: If suicidal or homicidal, see risk assessment)

	
	Comments:       

	Hallucinations
	 FORMCHECKBOX 
 No evidence   FORMCHECKBOX 
 Auditory   FORMCHECKBOX 
 Command   FORMCHECKBOX 
 Visual   FORMCHECKBOX 
 Olfactory   FORMCHECKBOX 
 Tactile  FORMCHECKBOX 
 Denies



	
	Comments:       

	Delusions
	 FORMCHECKBOX 
  No evidence  FORMCHECKBOX 
 Persecutory   FORMCHECKBOX 
 Grandeur   FORMCHECKBOX 
 Reference   FORMCHECKBOX 
 Influence   FORMCHECKBOX 
 Somatic   FORMCHECKBOX 
 Denies  



	
	Comments:       

	Orientation/Level of 
	 FORMCHECKBOX 
  Alert: Oriented to    FORMCHECKBOX 
 Person   FORMCHECKBOX 
 Place   FORMCHECKBOX 
 Time   FORMCHECKBOX 
 Situation    FORMCHECKBOX 
 Clouded   FORMCHECKBOX 
 Confused



	Consciousness
	Comments:       

	Judgement
	 FORMCHECKBOX 
 Able to make sound decisions   FORMCHECKBOX 
 Usually able to make sound decisions  

	
	 FORMCHECKBOX 
 Poor decision making, adversely affects self   FORMCHECKBOX 
 Poor decision-making, adversely affects others 

	
	Comments:       

	Insight/Adjustment to Problems/Illness, Disabilities, Disorders
	 FORMCHECKBOX 
 Denies problems/illness   FORMCHECKBOX 
 Blames others   FORMCHECKBOX 
 Minimizes   FORMCHECKBOX 
 Acknowledges & understands  

	
	 FORMCHECKBOX 
 Acknowledges but fails to understand

	
	Comments:       

	Memory 
	 FORMCHECKBOX 
 Intact   FORMCHECKBOX 
 Poor remote   FORMCHECKBOX 
 Poor recent   FORMCHECKBOX 
 Poor immediate

	(use example )
	Comments:       

	Concentration & Calculations 

(use example)
	 FORMCHECKBOX 
 Able to concentrate   FORMCHECKBOX 
 Able to do simple math   FORMCHECKBOX 
 Easily distracted   FORMCHECKBOX 
 Daydreams

	
	Comments:       

	Fund of Knowledge
	 FORMCHECKBOX 
 Above average   FORMCHECKBOX 
 Average   FORMCHECKBOX 
 Below average

	(use example) 
	Comments:       

	Other Pertinent Information:
	     

	     

	     

	Sleep Patterns:
	Appetite/Eating Patterns:
	Energy Levels:
	Libido

	 FORMCHECKBOX 
  Adequate
	 FORMCHECKBOX 
  Hypersomnia
	 FORMCHECKBOX 
  Adequate
	 FORMCHECKBOX 
  Purges
	 FORMCHECKBOX 
  Adequate
	 FORMCHECKBOX 
  Adequate

	 FORMCHECKBOX 
  Early awakening
	 FORMCHECKBOX 
  Insomnia
	 FORMCHECKBOX 
  Increased
	 FORMCHECKBOX 
  Binges
	 FORMCHECKBOX 
  Increased
	 FORMCHECKBOX 
  Increased

	 FORMCHECKBOX 
  Short intervals
	 FORMCHECKBOX 
  Sleepwalking
	 FORMCHECKBOX 
  Decreased
	 FORMCHECKBOX 
  Doesn’t eat
	 FORMCHECKBOX 
  Decreased
	 FORMCHECKBOX 
  Decreased

	 FORMCHECKBOX 
  Nightmares
	 FORMCHECKBOX 
  Decreased need for sleep
	 FORMCHECKBOX 
  Weight changes:
	   
	Lbs.
	
	 FORMCHECKBOX 
  Fatigue 
	

	 FORMCHECKBOX 
  Other
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	Name:       
	CID#:       

	Section L:  DSM-IV Diagnosis

(Must include both code and description)

	Axis I:
	     
	

	
	     
	

	
	     
	

	Criteria For Dx:
	     
	

	
	     
	

	
	     
	

	Axis II:
	     
	

	
	     
	

	Axis III:
	     
	

	
	     
	

	Axis IV:
	     
	

	
	     
	

	Axis V:
	     
	

	
	     
	

	Section M:  Interpretive Summary

	This is a narrative of the data gleaned during the assessment. It should include:  FORMCHECKBOX 
 Priorities for treatment, include co-occurring disorders  FORMCHECKBOX 
 Justification for treatment  FORMCHECKBOX 
 Recommendation(s) for treatment and referrals (including services and their frequencies)  FORMCHECKBOX 
 Clinical judgement re: both positive and negative factors likely to affect the client’s course of treatment and clinical outcomes.    And it could also include:   FORMCHECKBOX 
 Current levels of cognitive, emotional, and behavioral functioning  FORMCHECKBOX 
 Issues present  FORMCHECKBOX 
 Basis for diagnosis  FORMCHECKBOX 
 Adjustments to disorder/disabilities. 

	     

	Assisting Staff’s Signature / Title (if applicable):
	     
	Date:
	     

	Clinician’s Signature / Title:
	     
	Date:
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