

	Re-Assessment (Out-of-Area)

CONFIDENTIAL PATIENT/CLIENT INFORMATION: See W&I Code 5328
(See Attached Client Plan)
	Client’s Name (Print) _______________________________

Medical Record Number

______________________________
	Provider Name

_______________
	Program Name

______________

	
	
	Date Completed:     
	Minutes:      

	Section I (Requesting Provider/MHP/County)

Name of Clinician (License/Registration Title?) ______________________________

Clinician Address
___________________________________________________

Telephone 
___________________________________________________

Out-of-Area County/MHP_______________________________________________
	Section II     Current DSM IV DIAGNOSIS (Please circle which is the primary diagnosis)

Axis I:     /__/__/__/  .  /__/__/          /__/__/__/   .  /__/__/            /__/__/__/   .  /__/__/

Axis II:    /__/__/__/  .  /__/__/
____________________________________________________

Axis III:
_______________________________________________________________________

Axis IV:
_______________________________________________________________________

Axis V:  Current ________
 If the above diagnosis differs from previous assessment(s), list the client’s symptoms/behaviors, which supports the new diagnosis.  
_______________________

________________________________________________________________________________

	Section III                                                                                                        CURRENT ASSESSMENT

	A. Previous Treatment (Please check all that apply)

Psychiatric
Treatment Outcomes:
Substance Abuse

    Treatment Outcomes:
□
None
__________________    
□
None
___________________

□
Outpatient
__________________
□
Outpatient 
___________________

□
Inpatient
□
Inpatient


□
within last 12 months
__________
□ within last 12 months
______________


□
one prior admission
__________
□ one prior admission
______________


□
2 or more prior admissions
__________
□ 2 or more prior admissions
______________

B. Current Symptoms (Please check all that apply.  Not checked will be assumed absent)

□  1   Depressed Mood
□
13  Hyperactivity

□
24 Substance Use (check one)

□  2   Decreased Energy
□
14  Disruption of Thought

□
Active Substance Abuse

□  3   Grief

  Process/Content

□
Early/Full/Partial Remission







     (circle one)

□  4   Hopelessness
□
15  Delusions 
□
Sustained Full Remission

□  5   Worthlessness 
□
16  Hallucinations  

□
Sustained Partial Remission

□  6   Guilt
□
17  Dissociative State

□
Current abuse/dependence

□  7   Anxiety
□
18  Somatic Complaints


by family/guardian

□  8   Agitation
□
19  Mood Liability

List substance
____________

□  9   Panic Attacks
□
20  Elevated Mood
_________________________

□ 10  Obsessions/compulsions
□
21  Social Withdrawal/Isolation


□ 11  Irritability
□
22  Hypervigilent
□
Other (specify): ________
□ 12 Aggression/Violence
□
23  Impulsivity
□
Other (specify): ________


Current Symptoms have been present for (List Symptom Number Next to Duration):

_________Less than 1 month  _________1-6 months   ________7-11 months  ________more than a year

C. Risk Assessment 
(Check all that apply)

· Suicidality:
  □ Not present
□ Ideation   □ Plan
  □Means
□Prior Attempt     Date ___________

· Homicidality:
□ Not present
□ Ideation   □ Plan 
  □Means
□Prior Attempt     Date ___________
· History/current sexual abuse


□
Victim


□
Perpetrator

· History/current physical abuse


□
Victim


□
Perpetrator

Other risk behaviors/factors ____________________________________________________________
____________________________________________________________________________________
	D. Functioning (Please assess how current symptoms have effected the level of impairment in the following categories and indicate anticipated impairment at discharge.


Categories
Impairment Level
Anticipated




(Circle one)
Impairment at




Discharge


Level
   None
Mild
Moderate
Marked
Extreme 
  (E.g., “2”)

· Problems w/primary
    1

2

3

4

5
__________​​
Support

· School Performance
    1

2

3

4

5
__________
      □     School suspension
                □  Truant
          □  AB3632

· Friendship/Peer 
    1

2


3


4

5
__________

Relationships


· Self care/daily 

    1

2


3


4

5
__________

activities


· Hobbies/Interests/
    1

2


3


4

5
​__________
· Physical Health 
    1

2


3



4


5
__________
Status

· Oppositional to 
    1

2


3


4

5
__________
  following directions

□  school
    1

2


3


4

5
__________
□  home
    1

2


3


4

5
__________
· Appetite disorder
    1

2


3


4

5
__________
· Sleeping disturbance
    1

2


3


4

5
__________
· Interaction with
    1

2


3


4

5
__________
legal system

· Ability to Concentrate
    1

2


3


4

5
__________
· Ability to Control His/
    1

2


3


4

5
__________
Her Temper

· Problems related to
    1

2


3


4

5
__________
  social environment

· Other 


    1

2


3


4

5
__________
________________________________________________________________________________

________________________________________________________________________________

	Re-Assessment (Out-of-Area)

CONFIDENTIAL PATIENT/CLIENT INFORMATION: See W&I Code 5328
(See Attached Client Plan for Wellness & Recovery)
	Client’s Name (Print)______________________________________________

Medical Record No._______________________________________________



	Section IV









	A. Primary Intervention Approach (Check all that apply)
□  Problem/Solution Focused

□
System Approach 
□
Wraparound Services:

□  Cognitive Behavioral

□
Psychodynamic  


(List services)

□  Behavioral/Skill Building

□
Play Therapy

_________________________






_________________________






​​​​_________________________

□  Other ____________________




_________________________




B.  Progress Update (Check one [1])
□  Not progressing or improving

□  Continues with/or recurrence of presenting problem(s)

□  Somewhat improved

□  Much improved

□  Not Compliant, but at risk.  How addressed: _________________________________________

□  Not Compliant.  Need Referral for other Services/Therapy _​​​​​_____________________________

C.   Expected Goal Outcomes/Prognosis (Check all that apply)
□  Reduction in symptoms and discharge from active treatment

□  Return to highest GAF and discharge from active treatment

□  Transfer to self help/other supports and discharge from active treatment

□  Provide on-going supportive counseling and to reduce risk of regression

□  Refer to on-going medication management

□  Other: _______________________________________________________________________

Expected length of stay (beyond current authorization request) ___________________________

Did client concur with goals and strategies of treatment plan?
□
 Yes
□
No


Did parent concur with goals and strategies of treatment plan?
□
Yes
□
No
□
N/A

Have discharge plans been discussed with client/family?
□
Yes
□
No

Does client/family agree with discharge plan?

□
Yes
□
No

Cultural factors impacting treatment/outcomes_____________________________________________

__________________________________________________________________________________

D. AB3632

Coordinate with school – last date of contact:  _____/_____/_____


Are there collaborative sessions with parent/guardian?
□
 Yes
□
No


AB3632 Mental Health IEP Addendum
Date _________________________________


	E. Medication (List all psychotropic and other medications)

Has patient been evaluated for medication: 
□
Yes
□
No
Date _________________

Current MEDICATION:
 □
None
□
Psychotropic
□
Medical
□
Other _____________

Does patient follow medication regime? 

□
Yes
□
No
□
Inconsistent

Prescribing physician (indicate if PCP or Psychiatrist): ___________________________________

Name of Medication/dose ________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Describe side effects/interventions: __________________________________________________


______________________________________________________________________________
F.
Clinical Formulation

Use specific behavioral descriptors to address additional clinical information that impacts treatment.  (e.g., progression of symptoms, test results/lab values, pertinent history, concomitant issues, factors impeding progress, effectiveness of current strategies.  Expand on “Progress Update”, Section IV, #B)

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

G.
What other treatment or community service is the client receiving?



□
CWS/CPS    
□    Probation
        □
School-Based


□
None
□
Individual
□
Group
□
Medication Management


□
Family
□
AA/NA
□
Intensive Care Management
□
Other __________________

   □    Medical Treatment (Date of Last Physical Examination) _____________________________

Last date of contact to coordinate treatment:
School ___/___/___

Medical ___/___/___








Probation ___/___/___

Are other family members in treatment? 
□
 Yes
□
No
With You?
 □
 Yes
□
No


Date:

	an Signature, License/Registration Title:
	                             Date:














