 

Date your services started 


Site (if multiple servce sites)

1. Current presenting Problem(s), Clinical Risks To Client And Others, Including Situational Risks As Reported By Client

2. Summary Of Mental Health History, Substance Abuse History, Including Diagnoses, Suicide Attempts, Violence, Hospitalizations and Other Treatments

Family History Of Psychiatric Disorders
3. Psychosocial

Support system 
Last worked and job title or grade level as applicable
4. Summary Of Medical History  (PHYSICIANS SHOULD COMPLETE QUESTION 10 INSTEAD)

Medical problems as reported by client
Summary of current medications as reported by client (indicate prescribing physician(s) & how long receiving medication)

Psychotropic
Non-psychotropic

5. Current Mental Status Exam (with all parameters relevant to a differential diagnosis e.g.: severity)
Appearance/Behavior/Abnormal movements     FORMCHECKBOX 
 Within normal limits
 FORMCHECKBOX 
Other       
Speech
 FORMCHECKBOX 
 Within normal limits    FORMCHECKBOX 
Other       
Mood
 FORMCHECKBOX 
 Within normal limits     FORMCHECKBOX 
Depression     FORMCHECKBOX 
Hypomanic/manic     FORMCHECKBOX 
Anxiety     FORMCHECKBOX 
Anger    


 FORMCHECKBOX 
Other       
Affect/Range 
 FORMCHECKBOX 
 Within normal limits     FORMCHECKBOX 
Labile     FORMCHECKBOX 
Restricted
 FORMCHECKBOX 
Inappropriate   


 FORMCHECKBOX 
Other  

Thought Process
 FORMCHECKBOX 
 Within normal limits      FORMCHECKBOX 
Blocking     FORMCHECKBOX 
Tangential     FORMCHECKBOX 
Flight of ideas    


 FORMCHECKBOX 
Other  

Thought Content
 FORMCHECKBOX 
 Within normal limits     FORMCHECKBOX 
Auditory hallucinations      FORMCHECKBOX 
Visual hallucinations    


 FORMCHECKBOX 
Commands/Content       
                    
 FORMCHECKBOX 
Suicidal ideation  Describe     

 FORMCHECKBOX 
Homicidal ideation Describe     
                       
 FORMCHECKBOX 
Other        
Sensorium/Cognition
 FORMCHECKBOX 
 Within normal limits


Orientation       


Concentration      


Memory


Immediate      

Recent      

Remote      
Abstraction:      
Intelligence
 FORMCHECKBOX 
 Below average                        FORMCHECKBOX 
 Average                        FORMCHECKBOX 
 Above average

Insight


 FORMCHECKBOX 
 Within normal limits

 FORMCHECKBOX 
Other     
Judgment 

 FORMCHECKBOX 
 Within normal limits

 FORMCHECKBOX 
Other     
Impulse Control 
 FORMCHECKBOX 
 Within normal limits

 FORMCHECKBOX 
Other     
Attitude toward interviewer and motivation for treatment     

6. 5 axis Diagnosis (DSM-IV-TR Code)

Primary      

DSM-IV TR Code     

 FORMCHECKBOX 
Axis I

 FORMCHECKBOX 
Axis II


Secondary     
DSM-IV TR Code     

 FORMCHECKBOX 
Axis I

 FORMCHECKBOX 
Axis II

Additional     

DSM-IV TR Code     

 FORMCHECKBOX 
Axis I

 FORMCHECKBOX 
Axis II


Additional     
DSM-IV TR Code     

 FORMCHECKBOX 
Axis I

 FORMCHECKBOX 
Axis II

Axis III     
 Axis IV     
  Axis V        
Current     
Past     
7. Other Providers, Agencies Assisting Client (case manager, therapist, physician, psychiatrist, organizations)

     
8. Medical Necessity Impairment and Intervention Criteria

	Specify and Quantify impairment in an important area of life functioning and relate to included diagnosis (e.g.: Poor grooming and housebound due to constant hallucinations)
	Specify Dx. to which  impair is related
	Impair. criteria (see key below)
	Intervention to address identified impairment/condition 
(specify cpt code, service, frequency and duration of services  e.g.: Indiv psychotherapy, X9502, 60 min, every 2 weeks, for 4 months)
	Intervention criteria (see key below)

	     
	
	
	Approach      
_____________________________________________________

Service Description
     
CPT Code      


     
     
     


Length/Time
Frequency
Duration of treatment
	

	     
	
	
	Approach      
_____________________________________________________

Service Description
     
CPT Code      


     
     
     


Length/Time
Frequency
Duration of treatment
	

	     
	
	
	Approach      
_____________________________________________________

Service Description
     
CPT Code      


     
     
     


Length/Time
Frequency
Duration of treatment
	

	     
	
	
	Approach      
_____________________________________________________

Service Description
     
CPT Code      


     
     
     


Length/Time
Frequency
Duration of treatment
	


Impairment Criteria (must have at least one of the following impairments as a result of the listed mental disorder):

A Significant impairment in an important area of life functioning 

B Probability of significant deterioration in an important area of life functioning 

C (Under 21 yr.) Probability will not progress developmentally as individually appropriate

Intervention Criteria (expectation is that the proposed INTERVENTION will):

1 Significantly diminish impairment

2 Prevent significant deterioration in an important area of life functioning

3 (Under 21 yr.) Probably allow the child to progress developmentally as individually appropriate

9. Information From Physician (If client is receiving psychotropic medication at your site, the prescribing physician completes this section)
Additional aspects of psychiatric presentation     
Medication/Medical History (provide at first physician services only)

Past psychiatric medication history (maximum dose, duration, when prescribed, effect, reason if discontinued)

     
Active medical conditions

     
Medication allergies and sensitivities

     
Current medication (complete each time)
Psychiatric medication (dose, frequency, duration, target symptoms and response, side effects, compliance, informed consent)

     
Nonpsychiatric medications (dose, duration, target medical condition)

     
Additional diagnostic and treatment impressions

     

Physician Name      



Signature




Date     

10. Provide If Closing/Discharging Client From Treatment

Date of termination (Last session)                Reason for termination     
Treatment Summary     
Follow-up     
Referrals made     
Referrals recommended     

CLIENT INFORMATION AND TREATMENT PLAN DEVELOPED BY

Clinician Name                                                             Discipline                           Signature

Date     
Supervisor’s Signature If Clinician is Intern






Date     

REQUEST FOR EXTENDED SERVICE REVIEW 	TO:  Authorization Services


submit to mental health plan before fourth visit			2000 Embarcadero Cove Suite 400


							Oakland, CA  94606


(510) 567-8141 Fax  (510) 567-8148














CLIENT  NAME:_________________________________________________________DOB:  ___________SSN________________________

DESIGNATED PAYEE/PROVIDER____________________________________________________PHONE  #__________________________
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