	Alameda County 
Department of Behavioral Health Care Services

–Mental Health Division

Annual Community Functioning Evaluation
	Client Name:
	     

	
	Birthdate:
	     
	Admit Date:
	     

	
	Chart No:
	     
	Reporting Unit:
	     

	
	PSP Client ID No:
	     

	Instructions:  Please completes this form when the client’s initial treatment plan is developed and every year that the client remains in your program.  By using the scale provided, rate the level of client supervision required and/or problem identified.
	

	I.
Health
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Medication Compliance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Personal Safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
C.
Grooming/Hygiene
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
D.
Nutrition/Diet/Weight
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
E.
Sleep disturbance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
F.
Medical/Dental Care/Eye Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
G.
Hospitalization in Last Year 

 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
H.
Current Significant Health Problems 


being treated 

 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Statement of Problem(s)/Strengths: 

     

	II.
LIVING ARRANGEMENT
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Seeking Housing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Maintaining Housing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
C.
Changes in Living Situation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
D.
Risk of Losing Living Situation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Statement of Problem(s)/Strengths: 

     

	III.
DAILY ACTIVITIES/SELF CARE
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Use of Leisure Time
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Cooking/Shopping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
C.
Transportation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
D.
Education, Training, Employment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
E.
Personal Safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Statement of Problem(s)/Strengths: 

     

	Rating Scale
	

	1.
N/A or Unknown

2.
Performs individual and/or client has no problems

3.
Requires minimum supervision and/or client has minimal problems
	4.
Requires some supervision and/or client has moderate problems

5.
Requires constant  supervision and/or client has severe problems


Annual Community Functioning Evaluation (Cont.)
	IV.
SOCIAL RELATIONSHIPS
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Utilizes Significant Others/Family Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Interaction with Peers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
C.
Engages in Antisocial Behavior
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
D.
Ethnic/cultural/Language Issues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
E.
Participation in Social/Recreational Activities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Statement of Problem(s)/Strengths: 

     

	V.
SYMPTOM MANAGEMENT
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Psychiatric Symptoms
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Suicidal Ideation/Acts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
C.
Violent Ideation/Acts
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
D.
Understanding of Diagnosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
E.
Medication Compliance
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
F.
Utilizes Treatment Services
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
G.
Drug/ETOH Issues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
H.
Psychiatric Hospitalization in Past Year




 FORMDROPDOWN 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Statement of Problem(s)/Strengths: 

     

	V.
FINANCE
	1
	2
	3
	4
	5
	Comments and Description: (Address Cultural Issues When Needed)

	
A.
Money Management
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
B.
Income/Entitlements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	

	Clinician’s Signature
	Date

	Client’s Signature: (If applicable to Program)
	Date

	REVIEW:  See chart note dated (If no significant changes, sign below)
	Date

	Clinician’s Signature
	Date

	Client’s Signature: (If applicable to Program)
	Date

	Rating Scale
	

	1.
N/A or Unknown

2.
Performs individual and/or client has no problems

3.
Requires minimum supervision and/or client has minimal problems
	4.
Requires some supervision and/or client has moderate problems

5.
Requires constant  supervision and/or client has severe problems
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