Teaching-Family Homes of Upper Michigan


 Clinical Assessment 

Client Name: __________________________________
Therapist: _________________________________

Intake/Assessment Date(s): ______________________________
Report Date: _________________

Client Age: ________ Client DOB: ___________Client Gender: _________ Client Ethnicity: ____________

Referral Source: _________________________________________________________________________

Reason for Referral: ______________________________________________________________________

Insurance: _________________________________ Primary Physician: _____________________________

Informants: _____________________________________________________________________________

1) Presenting Problem:

a. Type(s) of symptoms

b. Frequency of symptoms

c. Duration of symptoms

d. Start date of symptoms

e. Sleep

f. Appetite

g. Suicidal thoughts/plan

h. Current stressors

2) Mental Health History

a. Past Mental Health Diagnosis and/or Problems and Treatments

b. Hospitalizations

c. Past Suicide Attempts or History of Suicidal Ideation

d. Past Psychotropic Medication, Dosage, Length and Effectiveness of Treatment

e. Abuse/Neglect/Violence

f. Developmental Delays

3) Medical Conditions:

a.  Current and/or Chronic

b.  Current and Past Non-Psychotropic Medications Dosage, Length and Effectiveness of Treatment 

c. Psychiatric Revue of Systems (Diagnosis to Consider)

i. Psychosis

ii. Mania/hypo-mania

iii. Major Depressive Disorder

iv. Dysthymic Disorder

v. Generalized Anxiety Disorder

vi. Obsessive-Compulsive Disorder

vii. Post Traumatic Stress Disorder

viii. Social Anxiety Disorder

ix. Panic Disorder

x. Eating Disorder

xi. Attention Deficit/Hyperactivity Disorder

xii. Pathologic Gambling

xiii. Personality Disorder/Traits

xiv. Other (kleptomania, impulse control, oppositional defiance)

d. OTC Meds/Herbals

e.  Medication Allergies

4) Substance Use/Abuse:

a. Alcohol

b. Caffeine

c. Nicotine

d. Illicit Drug Use

5) Family Mental Health History:

6) Medical Conditions


Current Non-psychiatric medications

7)    Social History:

a. Raised

b. Family Relationship

c. Education level

d. Employment/Career

e. Military

f. Religion

g. Legal

h. Abilities

i. Need for Assistive Technology

j. Interests/Hobbies

8)   Marital/Relationship, Natural Supports Hx:

9) Mental Status Exam




Normal
Slight
Moderate
Severe



0
1
2
3
4
5
6

APPEARANCE
Unkempt, unclean, disheveled
O
O
O
O
O
O
O


Clothing and/or grooming atypical
O
O
O
O
O
O
O


Unusual physical characteristics
O
O
O
O
O
O
O

Comments re: Appearance
_____________________________________________________________


_____________________________________________________________________________________

________________________________________________________________________________________

POSTURE
Slumped
O
O
O
O
O
O
O



Rigid, tense
O
O
O
O
O
O
O

________________________________________________________________________________________

FACIAL
Anxiety
O
O
O
O
O
O
O

EXPRESSIONS
Depression, sadness
O
O
O
O
O
O
O

SUGGEST
Absence of feeling, blandness
O
O
O
O
O
O
O



Atypical, unusual
O
O
O
O
O
O
O

________________________________________________________________________________________

GENERAL
Accelerated, increased speed
O
O
O
O
O
O
O

BODY
Decreased, slowed
O
O
O
O
O
O
O

MOVEMENTS
Atypical, unusual
O
O
O
O
O
O
O



Restless, fidgety
O
O
O
O
O
O
O

________________________________________________________________________________________

SPEECH
Rapid speech
O
O
O
O
O
O
O



Slowed speech
O
O
O
O
O
O
O



Loud speech
O
O
O
O
O
O
O



Soft speech
O
O
O
O
O
O
O



Mute
O
O
O
O
O
O
O



Atypical quality (e.g., slurring)
O
O
O
O
O
O
O

________________________________________________________________________________________

THERAPIST/
Domineering, controlling
O
O
O
O
O
O
O

CLIENT
Submissive, compliant, dependent
O
O
O
O
O
O
O

RELATIONSHIP
Provocative, hostile, challenging
O
O
O
O
O
O
O



Suspicious, guarded, evasive
O
O
O
O
O
O
O



Uncooperative, noncompliant
O
O
O
O
O
O
O

Comments re: Behavior
________________________________________________________________


_____________________________________________________________________________________

________________________________________________________________________________________

AFFECT/
Inappropriate to thought content
O
O
O
O
O
O
O

MOOD
Increased lability of affect
O
O
O
O
O
O
O



Blunted, dulled, bland
O
O
O
O
O
O
O



Euphoria, elation
O
O
O
O
O
O
O



Anger, hostility
O
O
O
O
O
O
O



Anxiety, fear, apprehension
O
O
O
O
O
O
O



Depression, sadness
O
O
O
O
O
O
O

Comments re: Affect
___________________________________________________________________


_____________________________________________________________________________________




Normal
Slight
Moderate
Severe



0
1
2
3
4
5
6

PERCEPTION
Illusions
O
O
O
O
O
O
O



Auditory hallucinations
O
O
O
O
O
O
O



Visual hallucinations
O
O
O
O
O
O
O



Other hallucinations
O
O
O
O
O
O
O

Comments re: Perception
______________________________________________________________


_____________________________________________________________________________________

INTELLECTUAL
Level of consciousness
O
O
O
O
O
O
O

FUNCTIONING
Attention span, distractible
O
O
O
O
O
O
O

IMPAIRMENTS
Abstract thinking
O
O
O
O
O
O
O



Calculation ability
O
O
O
O
O
O
O



Intelligence
O
O
O
O
O
O
O

ORIENTATION
Time
O
O
O
O
O
O
O



Place
O
O
O
O
O
O
O



Person
O
O
O
O
O
O
O

MEMORY
Recent
O
O
O
O
O
O
O

IMPAIRMENT
Remote
O
O
O
O
O
O
O

INSIGHT
Denies psych problems
O
O
O
O
O
O
O



Blames others
O
O
O
O
O
O
O

JUDGMENT
Decision making
O
O
O
O
O
O
O

IMPAIRMENTS
Impulse control
O
O
O
O
O
O
O

THOUGHT
Obsessions
O
O
O
O
O
O
O

CONTENT
Compulsions
O
O
O
O
O
O
O



Phobias
O
O
O
O
O
O
O



Depersonalization
O
O
O
O
O
O
O



Suicidal ideation
O
O
O
O
O
O
O



Homicidal ideation
O
O
O
O
O
O
O



Delusions
O
O
O
O
O
O
O

Comments re: Thinking
_________________________________________________________________


_____________________________________________________________________________________


_____________________________________________________________________________________

  _____________________________________________________________________________________

10) Client Treatment Preferences/Goals:

11) Interpretive Summary:

12) DIAGNOSIS

Axis I

__________________________________________________________________________



__________________________________________________________________________

Axis II

__________________________________________________________________________



__________________________________________________________________________

Axis III

__________________________________________________________________________

Axis IV

__________________________________________________________________________

Axis V

__________________________________________________________________________



GAF: _______

Pre-Evaluation Scores

 
___ CBCL


___ YSR 


___ Piers-Harris 
___CAFAS 


___ AAPI
___Other (specify: ___________________ ) 
Needed Mental Health Services

__Further assessment (specify: ___________________ )


__Individual
___Group
___ Family
____other (specify)

Other Needed Services 


___ Psychiatric consultation
  ___ Physical exam




___ CD evaluation
___Neurological consultation


___ Primary Physician Consultation:


___Other (specify: ___________________ )   
13)   Recommendations:
_______________________________________________
___________________

Therapist’s Signature
Date

_______________________________________________
___________________

Supervisor’s Signature (if applicable)
Date
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