	Alameda County

Department of Behavioral Health Care Services

Assessment Center Initial Assessment Summary
	Client Name: 
	     

	
	Birthdate: 
	     

	
	PSP Client ID No:
	     

	
	Opening Episode Date:
	     

	1.
Identifying Information:

	Age:  FORMCHECKBOX 

	Gender:    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F
	Ethnicity: 
	     
	Primary Language: 
	     

	City of Residence: 
	     
	Legal Guardian: 
	     
	Phone:     

	School: 
	     
	Grade:     
	Phone:     

	           FORMCHECKBOX 
Reg Ed                            FORMCHECKBOX 
Special Ed                          FORMCHECKBOX 
AB3632                
	Prior Client:            FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N

	Dependent of the Court:      FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Social Worker: 
	     
	Phone:     

	2.
Reason for Referral/Presenting Situation: (Include signs and symptoms for diagnosis other than those already listed on the BHCS Screening Form)

	     


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

	Comments: (Describe)

	     

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

	Comments: (Describe)

	     

	6.
Psychiatric History:  (Significant psychiatric problems, treatments and hospitalizations)

	     

	Psychiatric Medication(s):     

	Prescribing MD:       
	Phone:     

	Prior Mental Health Treatment:    Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 
      Unknown   FORMCHECKBOX 


	When
	Where
	Where
	Reason

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	7.
Medical History:  (Significant medical problems and treatments)

	     

	Allergies: 
	     

	Medication(s): 
	     

	Prescribing MD: 
	     
	Phone:     

	Developmental History: List any significant information related to child's development

(i.e. speech appears to be delayed or has history of speech delay, etc.)

	     

	8.      Diagnosis   (Please complete all five Axes)
Axis I:  Clinical Disorders and

Other Conditions that may be a Focus of Clinical Attention

Diagnostic Code                      DSM IV Name

	     
	     
	(Principal)

	     
	     

	Axis II:  Personality Disorders 

               Mental Retardation

Diagnostic Code                      DSM IV Name


	     
	     

	     
	     

	Axis III:  General Medical Conditions

	     

	
Principal

Axis IV:  Psychological and Environmental Problems (Circle all that apply) 
                                             (Check one)

	A.
Problems with primary support group   Specify: 
	     
	 FORMCHECKBOX 


	B
Problems related to the social environment   Specify: 
	     
	 FORMCHECKBOX 


	C.
Educational problems   Specify: 
	     
	 FORMCHECKBOX 


	D.
Occupational problems   Specify: 
	     
	 FORMCHECKBOX 


	E.
Housing problems   Specify: 
	     
	 FORMCHECKBOX 


	F.
Economic problems   Specify: 
	     
	 FORMCHECKBOX 


	G.
Problems with access to health care services   Specify:      
	 FORMCHECKBOX 


	H.
Problems related to interaction with legal system/crime   Specify:      
	 FORMCHECKBOX 


	I.
Other psychological and environmental problems   Specify:      
	 FORMCHECKBOX 


	J.
Unknown/Unavailable   Specify: 
	     
	 FORMCHECKBOX 


	Axis V:  Global Assessment of Functioning Scale      
	Current Score:      
	Highest Past Year Score:      


	9.  Additional Comments:

	     

	Date:     
	Clinician      
	Signature: ________________________________

	
	(print)          FORMCHECKBOX 
    LPHA         FORMCHECKBOX 
    Waivered 
	

	Date:     
	Supervisor      
	Signature: ________________________________

	
	(print)                                (if applicable)
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1

