
	Alameda County 
Department of Behavioral Health Care Services

- Mental Health Division

Initial Assessment Summary
	Client Name:  
	     

	
	Birthdate: 
	     
	Admit Date: 
	     

	
	Chart No: 
	     
	Reporting Unit: 
	     

	
	PSP Client ID No: 
	     

	1. Reason for Treatment (Please indicate referral source, precipitating circumstances and client’s chief complains).

	     

	2.
Service Necessity (Justifies mental health services.  Circle those that apply and provide supporting comments)

	 FORMCHECKBOX 
A.
Living Arrangement:  Client does not have a permanent living arrangement, including being homeless or at risk of becoming homeless.

 FORMCHECKBOX 
B.
Daily Activities:  Client exhibits difficulties in education/employment/day/social activities.

 FORMCHECKBOX 
C.
Social Relationships:  Client does not have the ability to establish and maintain relationships including social support systems.

 FORMCHECKBOX 
D.
Health:  Client is unable to maintain physical/mental hygiene and manage medications.

 FORMCHECKBOX 
E.
Symptoms:  Client exhibits repeated presence o psychotic symptoms or suicidal ideation/acts or violent ideation or acts to persons or property.

 FORMCHECKBOX 
F.
Psychiatric History:  Client has a psychiatric history of recurring substantial functional impairment of symptoms.  The psychiatric history demonstrates that without mental health service there is a high risk of recurrence to a level functional impairment.


	Supporting Comments:  (please include a statement addressing why this particular service is necessary for the client)

	     

	3. Identifying Information (Please include descriptive information such as:  age, sex, ethnicity, socioeconomic background, brief physical description, primary language and significant disabilities)

	     

	4. Psychiatric and Medial History

A. Significant Psychiatric History (include treatment modalities and facilities)
     

	
Past Medication (Please indicate reasons for use and discontinuation)
     

	
Current Medication (Please indicate dosage, reasons for use, and prescribing physician)
     

	B. Significant Medical History (include treatment modalities and facilities)
     

	
Past Medication (Please indicate reasons for use and discontinuation)
     

	
Current Medication (Please indicate dosage, reasons for use, and prescribing physician)
     

	A. Psychosocial Assessment

B. Suicidal Behavior (Please address suicidal ideation, attempts, plans and describe.)

Recent (within last 90 days)
Past



Yes/No/Unk

Yes /No/Unk

Ideation
 FORMDROPDOWN 

 FORMDROPDOWN 

Threat
 FORMDROPDOWN 

 FORMDROPDOWN 

Plan
 FORMDROPDOWN 

 FORMDROPDOWN 

Attempt
 FORMDROPDOWN 

 FORMDROPDOWN 


	Additional Comments:
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	C. Violent Behavior (Please address violent behavior describe with dates if known and explain if a weapon was used)
                            
Recent (within last 90 days)

Past

Comments



Yes/No/Unk


Yes/No/Unk

	
	Assault on Person(s)
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Assault attempt on Person(s)
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Ideation/Threat to Person(s)
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Assault Plan on Person(s)
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Property Damage
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Attempt to Damage Property
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Ideation/Threats to Damage Property
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Plan to Damage Property
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Possession of Weapons
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	Additional Comments:

     

	D. History of Substance abuse (Please describe client’s use, amount, frequency and past treatment programs)

                            
Recent (within last 90 days)

Past

Comments



Yes/No/Unk


Yes/No/Unk

	
	Alcohol
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Sedatives
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Opioids
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Amphetamines
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Crack
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	PCP Hallucinogens
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Marijuana
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	
	Prescription Medication
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     

	Additional Comments:

     

	E. History of physical/sexual abuse of self or to others (Please include prior treatment)
     

	F. Current Legal Issues and Criminal Justice History (Please include conservatorship, guardianship, past and current incarcerations, probation, parole or pending court cases.)
     

	G. Family Constellation (Please include ages of family members, extended family, marital/significant relationships history with dates, and socioeconomic, religious, cultural/ethnic issues.)
     

	H. Significant Family History (Please include psychiatric illness, medical history, substance abuse, physical and sexual abuse with an explanation.)
     

	I. Environmental History of family/client (Please include moves, changes, patterns, education, employment, military history, and financial status.)
     

	J. Current Support System/Family Strengths (Please include family members and/or significant others.)
     

	K. Client’s Strengths and Resources
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	5. Mental Status Examination (Please consider age, socioeconomic, religious and cultural/ethnic relevancy when completing this MSE).
A. Appearance & General Behavior: (check items that apply and explain)
Dress:
 FORMCHECKBOX 
Neat
 FORMCHECKBOX 
Untidy
 FORMCHECKBOX 
Dirty
 FORMCHECKBOX 
Clean
 FORMCHECKBOX 
Eccentric
 FORMCHECKBOX 
WNL
 FORMCHECKBOX 
Other:      
Posture:
 FORMCHECKBOX 
Erect
 FORMCHECKBOX 
Tense
 FORMCHECKBOX 
Relaxed
 FORMCHECKBOX 
WNL
 FORMCHECKBOX 
Other:      
Facial Expression:
 FORMCHECKBOX 
Underactive
 FORMCHECKBOX 
Overactive
 FORMCHECKBOX 
Angry
 FORMCHECKBOX 
Sad
 FORMCHECKBOX 
Happy
 FORMCHECKBOX 
WNL
 FORMCHECKBOX 
Other:     
Psychomotor Activity:
 FORMCHECKBOX 
Underactive
 FORMCHECKBOX 
Average
 FORMCHECKBOX 
Overactive
 FORMCHECKBOX 
WNL
 FORMCHECKBOX 
Other:      
Level of Consciousness:
 FORMCHECKBOX 
Alert
 FORMCHECKBOX 
Lethargic
 FORMCHECKBOX 
Stupor
 FORMCHECKBOX 
Coma
 FORMCHECKBOX 
WNL
 FORMCHECKBOX 
Other:      

	Describe Clients Condition/Factors Affecting Mental Status Testing:

     

	B. Emotional Reactions: (check items that apply and explain)
Attitude:
 FORMCHECKBOX 
Cooperative
 FORMCHECKBOX 
Uncooperative
 FORMCHECKBOX 
Impulsive
 FORMCHECKBOX 
Silly
 FORMCHECKBOX 
Naive
 FORMCHECKBOX 
Sensitive 

 FORMCHECKBOX 
Evasive
 FORMCHECKBOX 
Apathetic
 FORMCHECKBOX 
Withdrawn
 FORMCHECKBOX 
Passive
 FORMCHECKBOX 
Aggressive
 FORMCHECKBOX 
Demanding

 FORMCHECKBOX 
Negativistic
 FORMCHECKBOX 
Suspicious
 FORMCHECKBOX 
Combative
Other:      


Mood & Affect:
 FORMCHECKBOX 
Appropriate
 FORMCHECKBOX 
Anxious
 FORMCHECKBOX 
Irritable
 FORMCHECKBOX 
Angry
 FORMCHECKBOX 
Hostile
 FORMCHECKBOX 
Inappropriate
 FORMCHECKBOX 
Sad
 FORMCHECKBOX 
Flattened Affect
 FORMCHECKBOX 
Labile
 FORMCHECKBOX 
Elevated Mood
 FORMCHECKBOX 
Depressive Mood
Other:      


Speech:
 FORMCHECKBOX 
Form-Logical
 FORMCHECKBOX 
Illogical Rambling
 FORMCHECKBOX 
Nonsensical
 FORMCHECKBOX 
Rate-Overtalkative
 FORMCHECKBOX 
Undertalkative
 FORMCHECKBOX 
Average
Other:      
 FORMCHECKBOX 
Quality-Controlled
    FORMCHECKBOX 
Dramatic
 FORMCHECKBOX 
Forceful
 FORMCHECKBOX 
Loud
 FORMCHECKBOX 
Soft
           FORMCHECKBOX 
Pressured
 FORMCHECKBOX 
Slowed
    FORMCHECKBOX 
Slurred
 FORMCHECKBOX 
Rambling
Other:      


Describe client’s condition: 
     

	C. Thought Process & Flow of Mental Activity: (check items that apply and explain)
 FORMCHECKBOX 
Blocking
 FORMCHECKBOX 
Circumstantial
 FORMCHECKBOX 
Tangential
 FORMCHECKBOX 
Preservation
 FORMCHECKBOX 
Autistic
 FORMCHECKBOX 
Flight of Ideas
 FORMCHECKBOX 
Loose Associations
 FORMCHECKBOX 
Indecisive
Other:      

Describe client’s condition: 
     

	6. Mental Status Examination (cont.)

D. Perceptions and Content of Thoughts: (check items that apply and explain)
 FORMCHECKBOX 
Somatic Complaints
 FORMCHECKBOX 
Thoughts of Self-Depreciation
 FORMCHECKBOX 
Obsessions
 FORMCHECKBOX 
Suspicions
 FORMCHECKBOX 
Suicidal Thoughts
 FORMCHECKBOX 
Homicidal Thoughts
 FORMCHECKBOX 
Delusions
 FORMCHECKBOX 
Assaultive Thoughts
 FORMCHECKBOX 
Hallucinations
 FORMCHECKBOX 
Paranoia
 FORMCHECKBOX 
Ideas of Reference
 FORMCHECKBOX 
Derealization
 FORMCHECKBOX 
Phobias
 FORMCHECKBOX 
Depersonalization
 FORMCHECKBOX 
Other:      

	Explanation:  

     

	E. Orientation and Memory
Orientation:

	Person?      
	Comments:      

	Place?      
	Comments:      

	Time?      
	Comments:      

	Concentration:

	 FORMDROPDOWN 

	Comments:      

	Memory: 

Immediate Recall
 FORMDROPDOWN 

	Comments:      

	Recent Memory
 FORMDROPDOWN 

	Comments:      

	Remote Memory
 FORMDROPDOWN 

	Comments:      

	F. Intellectual Functioning:  FORMDROPDOWN 


	G. Insight:      

	H. Judgement:      

	I. Other Observations (Optional):      

	Disposition with Estimated Length o f Treatment and Frequency 
     

	Staff/Clinician: (print)
     
	Staff Signature/Title:
     
	 FORMCHECKBOX 
LPHA/Waivered
	Date
     

	LPHA Name: (print)
     
	LPHA Signature/Title:
     
	Date
     

	Physician order for MEDICARE Partial Hospitalization services: 

         FORMCHECKBOX 
yes       FORMCHECKBOX 
no

	

	Psychiatrist Name: (print)
     
	Psychiatrist Signature/Title:
     
	 FORMCHECKBOX 
N/A
	Date
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