Rev. January 14, 2008

	                   IDAHO STANDARD MENTAL HEALTH ASSESSMENT REPORT

	Assessment Date (date of face to face):      
	Time:      
	Referral Source (voluntary/involuntary):

     

	Assessment Completed by:      
	Agency:       

	Name:      
	Agency Client #:      

	Address:      
	DOB:      
	Age:      
	Sex:      

	City:                             Phone:      
	Race:      
	SS#::      

	State:                 Zip:               County:      
	Marital Status: 

	Presenting Problem/Reason for Assessment (List current symptoms or concerns and the source of information.):      


	Current Living Situation (Independent, with others, residential facility.  Identify source of information):      


	School/Employment Status (Current grade attending or highest grade completed/identify full time, part time employment and name of employer.  Identify collateral contacts and source of information):      


	Mother/Guardian:      
Address:                                                                     Phone:      

	Father/Guardian:      
Address:                                                                     Phone:      

	Legal Status (Guardian, adult/child.  Identify collateral contacts and source of information/attach pertinent documents):      


	Primary Care Physician:      

	Psychiatrist:      

	Medical Insurance/Medicaid Number:      

	Medication Taken Historically, Currently Prescribed or Taken Over the Counter (Dose, effects and compliance.  Identify collateral contacts and source of information):      


	Medical History (Surgeries, allergies, neurological disorders, HIV, Hepatitis, etc.  Identify collateral contacts and source of information):
     


	Psychiatric History (Age at onset, hospitalizations, reasons for hospitalizations, symptoms of decompensation, medication, outpatient treatment, history of being abused, neglected or significantly traumatized, diagnosis/treatment by whom/when,  history of malingering or exaggerating symptoms, etc.  Identify collateral contacts and source of information):      


	Developmental History (Include copies of evaluations or summarize testing results and the name/credentials of evaluators.  Identify collateral contacts and source of information):      


	Psychological, Psychiatric, and other Testing (Include copies of evaluations or summarize testing results and the name/credentials of evaluators.  Identify collateral contacts and source of information):      


	Family Psychiatric History (Who, what, when.  Identify collateral contacts and source of information):      


	Current Service Providers (PCS, PSR, Physical Therapist, Home Health, Case Manager, etc.  Identify collateral contacts and source of information):      


	                                                      SUBSTANCE ABUSE

Attach a GAIN “I” or “Q” Recommendations and Referral Summary or complete the following sections:

	Substance Use History (What, when, frequency, amount, method, and impact on mental health.  Identify collateral contacts and source of information):      


	Substance Use Treatment (Historical and current treatment, outpatient and inpatient, when, where, duration, outcome, treatment needs. Identify collateral contacts and source of information):      


	Drugs of Choice: (Indicate C=current/P=past.  Identify collateral contacts and source of information under comments):

	      LSD

	
      crank
      speed
	      caffeine 

      cocaine 
      heroin 
      opioids
      tobacco
	      inhalants
      marijuana
      morphine
      mushrooms
      alcohol
	      amphetamine
      benzodiazepine
      barbiturates
      methamphetamine
      prescription drugs
	 FORMCHECKBOX 
 None 
 FORMCHECKBOX 
 Unknown
 FORMCHECKBOX 
 Other:  ________
___________________

	Comments:      


	Current Substance Use/Dependence (What and how often.  Identify collateral contacts and source of information):      


	Family History of Drug/Alcohol Use (check all that apply): 

 FORMCHECKBOX 
 Father     FORMCHECKBOX 
 Mother     FORMCHECKBOX 
 Siblings     FORMCHECKBOX 
 Grandparent     FORMCHECKBOX 
 Significant Other     FORMCHECKBOX 
 None      FORMCHECKBOX 
 Unknown

Comments (What, when, how.  Identify collateral contacts and source of information):      


	                                           FUNCTIONAL ASSESSMENT 

	Health/Medical (Describe skills and abilities to manage medications and follow treatment recommendations.  Identify collateral contacts and source of information):      


	Vocational/Educational (Describe current and historical employment, education, military service, etc.  Identify collateral contacts and source of information):      


	Financial (Describe source of income and skills in the areas of budgeting, bill payment, etc.  Identify collateral contacts and source of information):      


	Social (Describe leisure/recreational interest and ability to establish and maintain personal support systems and relationships.  Identify collateral contacts and source of information):      


	Basic Living Skills (Describe ability to meet age appropriate basic living tasks such as food preparation, housekeeping, etc.  Identify collateral contacts and source of information):      


	Housing (Describe history and risk of homelessness and level of satisfaction with/stability of current arrangements.  Identify collateral contacts and source of information):      


	Community (Describe transportation resources and membership in church, clubs and other groups.  Identify collateral contacts and source of information):      


	Legal (Describe history of criminal justice involvement including arrests, warrants, parole/probation, or jail time.  Identify collateral contacts and source of information):      


	Family (Describe relationship with family members and resources/support provided by family members.  Identify collateral contacts and source of information):      


	Cultural (Describe ethnic culture, how culture influences view of mental illness, and language(s) spoken.  Identify collateral contacts and source of information):      


	Substance Use (Describe how substance use affects daily living skills, behavior, employment, relationships, and psychiatric symptoms.  Identify collateral contacts and source of information):      


	                                   MENTAL STATUS EXAM - SUMMARY

	Appearance (grooming, hygiene, dress):      


	Motor Activity (relaxed, constant movement/agitation):      


	Speech (rate, volume):      


	Thought Process (disorganized, logical, organized, altered associations):      


	Thought Content (somatic concerns, guilt, aggressiveness, unusual thoughts, suspiciousness, grandiosity, suicidality, concept of self):

     

	Perceptions (delusions, hallucinations):      


	Mood (depressed or elevated):      


	Affect (flat, blunted, appropriate to situation):      


	Attitude (positive, negative, friendly, guarded):      


	Orientation (person, place, time, and purpose):      


	Memory (immediate, short/long term):      


	Judgment (poor/good decision making, intellectual functioning):      


	Insight (awareness and understanding of situations):      


	CLINICAL FORMULATION  (Summarize data gathered, substantiating formulation of diagnosis and  current symptoms and  include a statement of ability to provide informed consent):       


	                                               DIAGNOSIS  (p= principle diagnosis)

	Axis I
	     


	Axis II
	     


	Axis III
	     


	Axis IV
	     


	Axis V
	Current C-GAS/GAF: 

     
	Highest C-GAS/GAF Past Year: 

     
	Current CAFAS/PECFAS (children): 

     


	Diagnosis Completed By:                                                   Credentials:                        Date:      


	RECOMMENDATIONS:      



________________________________________________________   
________

Signature and Credentials of individual completing this assessment




Date
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Name of Client: ________________________________________ Assessment Date: ____________

