	ALAMEDA COUNTY BEHAVIORAL

HEALTH CARE SERVICES

MENTAL HEALTH SERVICES
PHYSICIAN’S INITIAL EVALUATION AND PLAN
	Client Name:       
PSP Client ID No:       
Date of Birth:       

	SERVICE DATE:       
	FACE-TO-FACE TIME:       
	TOTAL TIME:       
	LOCATION:       

	REFERRED BY:
	INFORMATION SOURCE(S):                                                                  
	PRESENT AT INTERVIEW:

	     
	     
	     

	IDENTIFYING DATA:       


	LIVING SITUATION:   FORMCHECKBOX 
 Own house   FORMCHECKBOX 
 Rent house/apt   FORMCHECKBOX 
 With Family   FORMCHECKBOX 
 B&C   FORMCHECKBOX 
 Homeless   FORMCHECKBOX 
 Other:       

	INCOME:  Working:   FORMCHECKBOX 
 Full time   FORMCHECKBOX 
 Part tim   FORMCHECKBOX 
 SSI/SSD   FORMCHECKBOX 
 Other disability   FORMCHECKBOX 
 GA   FORMCHECKBOX 
 AFDC   FORMCHECKBOX 
 Other       

	CHIEF COMPLAINT:       


	HISTORY OF PRESENT ILLNESS:      

	   CURRENT PSYCHOTROPIC MEDICATIONS (include medication compliance, side effects):       

	   PAST PSYCHOTROPIC MEDICATIONS (include dates, results):        

	   ADDITIONAL PAST HISTORY:        

	   PSYCHIATRIC HOSPITALIZATIONS (with dates):        

	   FAMILY/SOCIAL/LEGAL HISTORY:        
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	NAME:          
	DOB:        
	PSP:        

	   SUBSTANCE USE/ABUSE:         Tox Screen:   FORMCHECKBOX 
 Y/  FORMCHECKBOX 
 N             Results:      

	
 FORMCHECKBOX 
 Tobacco    FORMCHECKBOX 
 Caffeine   FORMCHECKBOX 
 Alcohol     FORMCHECKBOX 
 Marijuana    FORMCHECKBOX 
 Methamphetamine     FORMCHECKBOX 
 PCP     FORMCHECKBOX 
 Cocaine     FORMCHECKBOX 
 Hallucinogens
Ecstacy/Club Drugs □   
Other  □:  

	
 FORMCHECKBOX 
  Ecstacy/Club Drugs    FORMCHECKBOX 
 Other:       

     

	MEDICAL HISTORY:   Physician(s)/clinic:     
	Phone #:      

	  Weight:       
	Height:        
	MEDICATION ALLERGY:       

	  ADVERSE DRUG REACTION:       

	  MEDICAL HOSPITALIZATIONS/SURGERIES:       

	  REVIEW OF SYSTEMS (describe yes responses below):

	     Cardiovascular: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   Renal: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   GI: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   Hepatic: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   CNS:  FORMCHECKBOX 
Y/ FORMCHECKBOX 
N  GU:  FORMCHECKBOX 
Y/ FORMCHECKBOX 
N    Metabolic:   FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	     GYN: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N    Pregnant: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   Breast-Feeding: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N
	LMP:      
	Pregnancy test: FORMCHECKBOX 
Y/ FORMCHECKBOX 
N Result:     

	     

	 MEDICATIONS FOR MEDICAL CONDITIONS:       

	MENTAL STATUS  (use space provided to describe findings):

	    APPEARANCE:      

	    BEHAVIOR/ATTITUDE:    FORMCHECKBOX 
Cooperative    FORMCHECKBOX 
Friendly     FORMCHECKBOX 
Pleasant     FORMCHECKBOX 
Irritable    FORMCHECKBOX 
Defensive    FORMCHECKBOX 
Hostile    FORMCHECKBOX 
Threatening

         FORMCHECKBOX 
Apathetic   FORMCHECKBOX 
Guarded    FORMCHECKBOX 
Evasive    FORMCHECKBOX 
Ingratiating     FORMCHECKBOX 
Hypervigilant    FORMCHECKBOX 
Impulse control problem    FORMCHECKBOX 
Other        


	   PSYCHOMOTOR ACTIVITY:  FORMCHECKBOX 
WNL     FORMCHECKBOX 
Restless    FORMCHECKBOX 
Pacing     FORMCHECKBOX 
Hyperactive    FORMCHECKBOX 
Agitated    FORMCHECKBOX 
Abnormal Gait    FORMCHECKBOX 
Posturing

          FORMCHECKBOX 
Psychomotor retardation     FORMCHECKBOX 
Tremor     FORMCHECKBOX 
Other       


	  MOVEMENT DISORDER:  FORMCHECKBOX 
Y/ FORMCHECKBOX 
N   (describe; AIMS as indicated):       

	  SPEECH:    FORMCHECKBOX 
WNL     FORMCHECKBOX 
Talkative     FORMCHECKBOX 
Pressured      FORMCHECKBOX 
Slowed      FORMCHECKBOX 
Hesitant      FORMCHECKBOX 
Other       


	  MOOD:  FORMCHECKBOX 
Euthymic   FORMCHECKBOX 
Dysphoric    FORMCHECKBOX 
Irritable    FORMCHECKBOX 
Labile    FORMCHECKBOX 
Expansive    FORMCHECKBOX 
Euphoric    FORMCHECKBOX 
Anxious     FORMCHECKBOX 
Angry    FORMCHECKBOX 
Agitated   FORMCHECKBOX 
Fearful

    FORMCHECKBOX 
Depressed   FORMCHECKBOX 
Apathetic    FORMCHECKBOX 
Detached     FORMCHECKBOX 
Other       


	  AFFECT:   FORMCHECKBOX 
Normal Range    Intensity:  FORMCHECKBOX 
increased    FORMCHECKBOX 
decreased      FORMCHECKBOX 
Constricted    FORMCHECKBOX 
Blunted    FORMCHECKBOX 
Flat     FORMCHECKBOX 
Sad    FORMCHECKBOX 
Labile

         FORMCHECKBOX 
Inappropriate     FORMCHECKBOX 
Other       


	  SENSORIUM & COGNITION:   Orientation:  FORMCHECKBOX 
WNL    FORMCHECKBOX 
Impaired     Level of Consciousness:   FORMCHECKBOX 
Alert   FORMCHECKBOX 
Other  

	
Memory:  Recent:   FORMCHECKBOX 
WNL    FORMCHECKBOX 
Impaired    Remote:   FORMCHECKBOX 
WNL   FORMCHECKBOX 
Impaired     Concentration:   FORMCHECKBOX 
WNL    FORMCHECKBOX 
Impaired  

Abstract Thinking:   FORMCHECKBOX 
WNL    FORMCHECKBOX 
Concrete    FORMCHECKBOX 
Other       

Level of intelligence/knowledge:       
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	NAME:         
	DOB:        
	PSP:        

	  PERCEPTUAL DISTURBANCES:  Hallucinations   FORMCHECKBOX 
 Auditory      FORMCHECKBOX 
 Visual     FORMCHECKBOX 
 Other       
           FORMCHECKBOX 
 Derealization     FORMCHECKBOX 
 Depersonalization     FORMCHECKBOX 
 Illusions     FORMCHECKBOX 
 Other       


	  THOUGHT PROCESS:  FORMCHECKBOX 
 Logical   FORMCHECKBOX 
 Goal Directed   FORMCHECKBOX 
 Evasive    FORMCHECKBOX 
 Tangential    FORMCHECKBOX 
 Circumstantial    FORMCHECKBOX 
 Racing    FORMCHECKBOX 
 Blocking
 FORMCHECKBOX 
 Flight of Ideas    FORMCHECKBOX 
 Loose Associations    FORMCHECKBOX 
 Incoherent    FORMCHECKBOX 
 Rambling   FORMCHECKBOX 
 Word Salad   FORMCHECKBOX 
 Other       


	    THOUGHT CONTENT:   FORMCHECKBOX 
 WNL    FORMCHECKBOX 
 Ruminations    FORMCHECKBOX 
 Obsessions    FORMCHECKBOX 
 Compulsions   FORMCHECKBOX 
 Phobias    FORMCHECKBOX 
 Delusions

 FORMCHECKBOX 
 Ideas of Reference    FORMCHECKBOX 
 Poverty of Thought     FORMCHECKBOX 
 SUICIDAL IDEATION     FORMCHECKBOX 
 HOMICIDAL IDEATION


	

	    INSIGHT:  FORMCHECKBOX 
 WNL   FORMCHECKBOX 
 Accepts problem, wants help   FORMCHECKBOX 
 Impaired:   FORMCHECKBOX 
 Denial of problem    FORMCHECKBOX 
 Awareness of problem but denying need for help

	    JUDGMENT:  FORMCHECKBOX 
 WNL     Impaired:   FORMCHECKBOX 
 Mild     FORMCHECKBOX 
 Moderate    FORMCHECKBOX 
 Severe    FORMCHECKBOX 
 Other:       

	    STRENGTHS:      

	    SLEEP:  FORMCHECKBOX 
 WNL   FORMCHECKBOX 
 Insomnia   FORMCHECKBOX 
 Hypersomnia   FORMCHECKBOX 
 Restless   FORMCHECKBOX 
 Early Morning Awakening   FORMCHECKBOX 
 Day/Night Reversal 

	    APPETITE:  FORMCHECKBOX 
 WNL   FORMCHECKBOX 
 Increased    FORMCHECKBOX 
 Decreased    FORMCHECKBOX 
 Recent weight gain   FORMCHECKBOX 
 Recent weight loss  

	    LIBIDO:   FORMCHECKBOX 
 WNL   FORMCHECKBOX 
 Increased    FORMCHECKBOX 
 Decreased

	ASSESSMENT AND DIAGNOSTIC CONSIDERATIONS:

     

	DIAGNOSIS (include DSM-IVR codes):

	AXIS I: 
   .    

	              
   .    

	AXIS II: 
   .    

	                
   .    

	AXIS III:  See Medical History Above

	AXIS IV:  PROBLEMS:     FORMCHECKBOX 
 Primary Support Group    FORMCHECKBOX 
 Social Environment    FORMCHECKBOX 
 Educational     FORMCHECKBOX 
 Occupational     FORMCHECKBOX 
 Access to Health Care 

     FORMCHECKBOX 
 Economic    FORMCHECKBOX 
 Housing    FORMCHECKBOX 
 Legal System/Crime    FORMCHECKBOX 
 Other Psychosocial/Environmental    FORMCHECKBOX 
 Unknown 

	(axis IV specifics):       

	AXIS V:  
	Current GAF:       
	Highest GAF Past Year:       
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	NAME:         
	DOB:        
	PSP:        

	TARGET SYMPTOMS   (Check all that apply and address below in PLAN):

	   MOOD DISORDERS:

	
DEPRESSION: FORMCHECKBOX 
 Depressed Mood    FORMCHECKBOX 
 Anhedonia    FORMCHECKBOX 
 Insomnia / Hypersomnia    FORMCHECKBOX 
 Low libido    FORMCHECKBOX 
 Energy loss
 FORMCHECKBOX 
 Crying spells    FORMCHECKBOX 
 Psychomotor retardation    FORMCHECKBOX 
 Agitation    Appetite:   FORMCHECKBOX 
 increased   FORMCHECKBOX 
 decreased  
              Weight:   FORMCHECKBOX 
 Increased    FORMCHECKBOX 
 Decreased      FORMCHECKBOX 
 Suicidal ideation   FORMCHECKBOX 
 Suicidal plan    FORMCHECKBOX 
 Indecision     FORMCHECKBOX 
 Concentration decreased
 FORMCHECKBOX 
 Feelings of worthlessness / guilt     FORMCHECKBOX 
 Other:       


	
HYPOMANIA/MANIA:   FORMCHECKBOX 
 Elevated mood      FORMCHECKBOX 
 Irritable     FORMCHECKBOX 
 Grandiose      FORMCHECKBOX 
 Risky behavior

               FORMCHECKBOX 
  Decreased need for sleep      FORMCHECKBOX 
 Distractible     FORMCHECKBOX 
 Hyperactive     FORMCHECKBOX 
 Hyperverbal     FORMCHECKBOX 
 Racing thoughts

               FORMCHECKBOX 
  Excessive anger      FORMCHECKBOX 
 Hypersexual behavior      FORMCHECKBOX 
 Other:      


	   ANXIETY DISORDERS:

	               FORMCHECKBOX 
 Anxiety     FORMCHECKBOX 
 Somatic symptoms    FORMCHECKBOX 
 Panic attacks     FORMCHECKBOX 
 Phobias     FORMCHECKBOX 
 Obsessions      FORMCHECKBOX 
 Compulsions


 FORMCHECKBOX 
 Avoidance    FORMCHECKBOX 
 Hyperarousal     FORMCHECKBOX 
 PTSD flashback     FORMCHECKBOX 
 Other:       
  (specify)______________________________________



	   PSYCHOTIC DISORDERS: 



	           FORMCHECKBOX 
 Delusions     FORMCHECKBOX 
 Hallucinations    FORMCHECKBOX 
 Negative symptoms     FORMCHECKBOX 
 Disorganized thinking     FORMCHECKBOX 
 Other:      

	   SUBSTANCE ABUSE DISORDERS:        

	   OTHER DISORDERS:       

	ESTIMATE OF COMPLIANCE:       

	PLAN  (Interventions, including medications and rationales, lab and other diagnostics ordered, referrals):

	     

	MEDICATIONS PRESCRIBED:       

	NEXT APPOINTMENT:       

	CPT/INSYST Code:  

	Informed Consent:  Info form(s) given to patient/parent and signed?    FORMCHECKBOX 
Y/  FORMCHECKBOX 
N (reason if no)       
Med forms given:      
An opportunity was given to ask questions; the patient / parent appears to understand the information on the form -  FORMCHECKBOX 
Y/  FORMCHECKBOX 
N
Ability to manage own medications:  Needs no supervision / requires supervision
Physician’s signature____________________________________________________________Date:________________________


313-PH-43 (3/04)










