	Alameda County

Department of Behavioral Health Care Services




         -Mental Health Division





       Children’s Services

Initial Assessment Summary
	
Client Name:      
Birthdate:      
Admit Date:      
Chart No:         
Reporting Unit:      
PSP Client ID No:      

	




Key:
N/E = Not-Evaluated






N/C = Non-Contributory 

	Date:        

Informants:      
	Time Spent:       
	Location:      

	1.
Identifying Information:

	Age:      
	Ethnicity:        
	Gender:  FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	Primary Language:       

	City of Residence:      
	Legal Guardian:      
	Phone:      

	Referral Source:      
	Prior Client:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	In Foster Care:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N

	Alameda County Dependent:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Social Worker:      
	Phone:      

	Probation:  FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N (601/602)
	Probation Officer:      
	Phone:      

	School:      
	Grade:      
	 FORMCHECKBOX 
Reg Ed    FORMCHECKBOX 
SDC    FORMCHECKBOX 
CESDC    FORMCHECKBOX 
RSP    FORMCHECKBOX 
AB3632

	Teacher/Counselor:      
	Phone:      

	Health Care Provider/MD:      
	Phone:      
	Insurance:       

	2.
Presenting Situation:  (Per client, significant other(s), therapist, other)

	     

	3.
Family/Social History:

	Family Constellation:


Living In


Name
Age
Relation to Client
Home

	     
	  
	     
	 FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	     
	  
	     
	 FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	     
	  
	     
	 FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	     
	  
	     
	 FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	     
	  
	     
	 FORMCHECKBOX 
Y/ FORMCHECKBOX 
N

	Comments:      

	     


	4.
Abuse History:    FORMCHECKBOX 
Physical    FORMCHECKBOX 
Sexual    FORMCHECKBOX 
Neglect    FORMCHECKBOX 
Domestic Violence    FORMCHECKBOX 
None Reported

	Comments: (describe)

	     


	5.
Substance Abuse History:    FORMCHECKBOX 
Client       FORMCHECKBOX 
Parent/Significant Other(s)       FORMCHECKBOX 
None Reported

	Comments: (describe)

	     

	6.
Placement History:

	     

	7.
Developmental/Educational History:  (Significant life events, including learning/physical disabilities)

	     

	8.
Psychiatric History:  (Significant psychiatric problems, treatments and hospitalizations)

	     

	Psychiatric Medication(s):      

	Prescribing M.D.:      
	Phone:        

	Prior Counseling     FORMCHECKBOX 
Y     FORMCHECKBOX 
N

	
When
Where
With Whom
Reason

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	9.
Medical History:  (Significant medical problems and treatments)

	     

	Medication(s):      

	Prescribing M.D.:      
	Phone:      
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Initial Assessment Summary
	
Client Name:     
Birthdate:     
Admit Date:     
Chart No:     
Reporting Unit:     
PSP Client ID No:     

	10.
Mental Status: (Check all that apply)

	Appearance and Behavior:

	     

	Threatening:
 FORMCHECKBOX 
Yes/ FORMCHECKBOX 
No
Suicidal:   FORMCHECKBOX 
Yes/ FORMCHECKBOX 
No
Homicidal:   FORMCHECKBOX 
Yes/ FORMCHECKBOX 
No
Impulse Control:   FORMCHECKBOX 
Poor/ FORMCHECKBOX 
Good

	Mood:
 FORMCHECKBOX 
WNL /  FORMCHECKBOX 
Depress /  FORMCHECKBOX 
Manic /  FORMCHECKBOX 
Anxious /  FORMCHECKBOX 
Angry /  FORMCHECKBOX 
Expansive /  FORMCHECKBOX 
Labile

Affect:
 FORMCHECKBOX 
WNL /  FORMCHECKBOX 
Sad /  FORMCHECKBOX 
Angry /  FORMCHECKBOX 
Flat /  FORMCHECKBOX 
Constricted /  FORMCHECKBOX 
Inappropriate

Orientation:
 FORMCHECKBOX 
WNL / Impaired
Memory:
 FORMCHECKBOX 
WNL /  FORMCHECKBOX 
Impaired

Cognition: 
 FORMCHECKBOX 
WNL /  FORMCHECKBOX 
Loose Associations / Disorganized

Hallucinatory:
 FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No
Delusional:
 FORMCHECKBOX 
Yes /  FORMCHECKBOX 
No

Insight:
 FORMCHECKBOX 
Good /  FORMCHECKBOX 
Fair /  FORMCHECKBOX 
Poor
Judgement:
 FORMCHECKBOX 
WNL /  FORMCHECKBOX 
Impaired

	Comments:

	     

	11.
Service Necessity:

	         Impairment in Community Functioning:  (check all that apply)

	 FORMCHECKBOX 

Living Arrangement:  Client does not have a permanent living arrangement, is at risk for out-of-home placement, or doesn’t follow community rules.

 FORMCHECKBOX 

Daily Activities:  Client exhibits difficulties in education, employment or social activities.

 FORMCHECKBOX 

Social Relationships:  Client does not have the ability to establish and maintain age-appropriate social and/or family relationships.

 FORMCHECKBOX 

Health:  Client is unable to maintain physical/mental hygiene or access health services.








OR

 FORMCHECKBOX 

Symptoms:  Client exhibits repeated presence of psychotic symptoms or suicidal ideation/acts or violent ideation or acts to persons or property

	






OR

 FORMCHECKBOX 

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


	Supporting Comments:

	     

	12.
Disposition:

	     

	13.
Additional Comments:  (legal issues, strengths and resources)

	     

	Date
     
	Clinician (print)      
	Signature 


 FORMCHECKBOX 
 LPHA                     FORMCHECKBOX 
 Waivered

	Date
     
	Supervisor (print)      
(if applicable)
	Signature 
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