
CHILDREN’S MENTAL HEALTH PROGRAM
BRIEF SCREENING AND CONSULTATION REPORT FOR CHILDREN (BSCR-C) 
	INITIAL CONTACT DATE 
	TIME 
	PRESENTING ISSUE NUMBER      

	(Check ALL  that are appropriate)
	Assessment Date:       

	 FORMCHECKBOX 
  EMERGENCY
	 FORMCHECKBOX 
  VOLUNTARY SERVICES 
	 FORMCHECKBOX 
  INFORMATION AND REFERRAL 
	

	 FORMCHECKBOX 
  DESIGNATED EXAMINATION
	 FORMCHECKBOX 
  INPATIENT / SHS SCREENING
	 FORMCHECKBOX 
  COURT REFERRAL
	

	Type of Contact:
	 FORMCHECKBOX 
  Collateral
	 FORMCHECKBOX 
  Telephone
	 FORMCHECKBOX 
  Face-to-Face
	Time Began:       
	Time Ended:       

	Case Manager:       
	Interview Location:       

	Name:         
	DOB:  
	Age:
	Sex:   FORMDROPDOWN 
  

	Address:   
	SS #:  
	Medicaid ID#:        

	City:       
	Phone:      
	Education (yrs):
 FORMDROPDOWN 

	IEP:     Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	State:        
	Zip:  
	County       
	Race:       

	Mother/Guardian
	      
	SS #:
	      
	Phone
	      

	Address
	      
	City
	      
	State        
	Zip
	      

	Father/Guardian
	      
	SS #:
	      
	Phone
	      

	Address
	      
	City
	      
	State        
	Zip
	      

	Current Living Situation (include homeless or at-risk of homeless)      
	 Child protection involvement

  YES   FORMCHECKBOX 
      NO   FORMCHECKBOX 

	 Juvenile justice involvement

  YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 


	Current School Status: 

     
	Current Juvenile Justice Status: 

     
	Current Child Protection Status: 

     

	Primary Care/ Healthy Connections Physician
	      
	Healthy Connections Referral #:
	     

	Current Service Providers
	      

	List ALL RX Medication 
	      

	List ALL Over-the-counter Medication:                                                                                                                                  
	      

	Legal Status: 
	 FORMCHECKBOX 
  16-2407 Voluntary admission to hospital or     residential treatment facility.
	 FORMCHECKBOX 
  16-2414  Order for emergency evaluation

	
	 FORMCHECKBOX 
  16-2416  120 day involuntary treatment order
	 FORMCHECKBOX 
  16-2411 Emergency mental health response and evaluation – temporary detention by a peace officer

	
	 FORMCHECKBOX 
  20-511a Mental Health Assessments and Plans of Treatment
	 FORMCHECKBOX 
  16-2406 Voluntary services 

	COMMENTS:  
	     

	PRESENTING PROBLEM (social context and history of problem): 

          

	SIGNIFICANT MEDICAL HISTORY: (physical health; recent surgeries; allergies; other medical problems; head trauma):

	       

	FORMER PSYCHIATRIC TREATMENT EPISODES (dates, locations, types): 

	       

	FAMILY PSYCHIATRIC HISTORY (describe any known family history of mental illness):

	       

	SUBSTANCES (Check):  FORMCHECKBOX 
alcohol,  FORMCHECKBOX 
tobacco,  FORMCHECKBOX 
marijuana,  FORMCHECKBOX 
 methamphetamine,   FORMCHECKBOX 
amphetamine,  FORMCHECKBOX 
crank,  FORMCHECKBOX 
speed,  FORMCHECKBOX 
caffeine,  FORMCHECKBOX 
crack,  FORMCHECKBOX 
cocaine,  FORMCHECKBOX 
heroin,  FORMCHECKBOX 
opioids,  FORMCHECKBOX 
morphine,  FORMCHECKBOX 
barbiturates,  FORMCHECKBOX 
LSD,  FORMCHECKBOX 
PCP,  FORMCHECKBOX 
prescription drugs,  FORMCHECKBOX 
benzodiazepine,  FORMCHECKBOX 
mushrooms,  FORMCHECKBOX 
inhalants [gas, glue, paints etc., used by injection, oral ingestion, smoking, snorting],  FORMCHECKBOX 
None   FORMCHECKBOX 
Unknown 

	DRUGS OF CHOICE:       

	COMMENTS: (effects, frequency, quantity, method of administration, history of usage and duration, history of drug treatment, etc.)
       

	Family History of drug/alcohol use (check all that apply):  FORMCHECKBOX 
Father  FORMCHECKBOX 
Mother  FORMCHECKBOX 
Siblings  FORMCHECKBOX 
Grandparent   FORMCHECKBOX 
None   FORMCHECKBOX 
Unknown

	RISK INDICATORS  (assessment of specific present/past behaviors; suicidal tendency, include current plans and means): 

	Danger to self: 
	       

	Danger to others: 
	       

	CHILD/ FAMILY  STRENGTHS & SUPPORTS (family, financial, motivation):      

	BRIEF MENTAL STATUS SCALE:

NA = Not Assessed           NP = Not Present     1
 = Mild          2  = Moderate          3 = Severe



	Appearance                          NA     NP       1        2       3
  1.  Inappropriate Dress

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

   FORMCHECKBOX 

       and Hygiene
	Perception                             NA     NP      1        2       3
  1.  Hallucinatory Behavior
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

  FORMCHECKBOX 



	Speech



NA     NP     1         2      3
  1.  Excessive


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Decreased


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Altered


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

	Attitude                                NA     NP       1         2       3
  1.  Emotional Withdrawal
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Uncooperativeness

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Sensitivity


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 


	Thought Process                  NA      NP      1         2      3
  1.  Conceptual


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 
   Disorganization

  2.  Altered Associations

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 


	Activity                                 NA     NP       1         2      3
  1.  Tension


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Mannerisms


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Motor Retardation

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  4.  Excitement


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  4.  Hyperactivity


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 


	Mood

                   NA     NP     1          2      3
  1.  Cheerful
               
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Anxious

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Depressed

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  4.  Fearful

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  5.  Euphoric

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  6.  Angry


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  7.  Irritable 
               
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

	Affect

                   NA     NP     1          2       3
  1.  Appropriate
               
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Blunted

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Restricted

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  4.  Contradictory
      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  5.  Liable

      FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  6.  Dramatized 


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  7.  Flat  
               
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 


	Thought Content

NA     NP     1         2      3
  1.  Somatic Concerns

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  2.  Guilt Feelings

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  3.  Aggressiveness

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  4.  Unusual Thoughts

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  5.  Suspiciousness

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

  6.  Grandiosity


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
     FORMCHECKBOX 

	Mental Status Comments

       

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

	(P = Principal Diagnosis)                                       INITIAL DIAGNOSTIC IMPRESSIONS

	Axis I
	  

	Axis II  
	       

	Axis III
	       

	Axis IV 
	                     

	Axis V
	Current C-GAS           
	Highest C-GAS Past Year  
	Current CAFAS       

	Duration of Principal Diagnosis
	Unable to Rule Out

	 FORMCHECKBOX 
  Less than one year
	 FORMCHECKBOX 
   Psychosis
	 FORMCHECKBOX 
  Alcoholism
	 FORMCHECKBOX 
  Thought disorder

	 FORMCHECKBOX 
  One to two years
	 FORMCHECKBOX 
   Abuse/neglect
	 FORMCHECKBOX 
  Suicide
	 FORMCHECKBOX 
  Transient

	 FORMCHECKBOX 
  More than two years
	 FORMCHECKBOX 
   Development Delay
	 FORMCHECKBOX 
  Drug Abuse
	 FORMCHECKBOX 
  Acting Out

	   FORMCHECKBOX 
  Other:       

	 DISPOSITION: 
	       


 
               FUNCTIONAL ASSESSMENT

	 (Address each of the following areas showing any relationship with the mental illness, including relevant strengths :)  

FUNCTIONAL ASSESSMENT AREAS:

	Psychiatric:       

	Health/Medical:       

	Vocational/Educational:       

	Financial:       

	Social:       

	Family/Cultural:       

	Basic Living Skills:       

	Housing:       

	Community/Legal:       

	Other:       


RECOMMENDATIONS 

	(Please utilize the section below to document recommendations): 

     


INITIAL SERVICE PLAN
	FUNCTIONAL ASSESSMENT AREA # 1
	     

	AREA OF CONCERN
	     

	DESIRED RESULT
	     

	TASK 
	     

	TASK
	     

	DESIRED RESULT
	     

	TASK
	     

	TASK
	     

	FUNCTIONAL ASSESSMENT AREA # 2
	     

	AREA OF CONCERN
	     

	DESIRED RESULT
	     

	TASK 
	     

	TASK
	     

	DESIRED RESULT
	     

	TASK
	     

	TASK
	     

	FUNCTIONAL ASSESSMENT AREA # 3
	     

	AREA OF CONCERN
	     

	DESIRED RESULT
	     

	TASK 
	     

	TASK
	     

	DESIRED RESULT
	     

	TASK
	     

	TASK
	     


	By signing this document I acknowledge having participated in the development of this Assessment and Service Plan.

	Child/ Youth Consumer Signature
	
	Date:
	

	Parent/Guardian Signature:
	
	Date:
	

	Parent/Guardian Signature:
	
	Date:
	

	Case Manager Signature:
	
	Date:
	

	Supervisor Signature:
	
	Date:
	

	






Physician Authorization (if required):

I reviewed this client’s plan and record and assess that s/he has need of psychiatric and psychosocial services.  I approve of the provision of services to meet the goals described in this plan and indicate that these services are medically necessary.

	Physician’s Name: 

(Please Print) 
	

	Physician’s Signature:
	
	Date:
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Name of Assessed: _________________________________________________     Date Assessment: ___________________

