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PATIENT’S NAME:
_______________________________   Date Of Birth: _____________________ Date of Service: _____________
Patient Seen: In Home  FORMCHECKBOX 
  Address: ______________________________________________________________________________
Phone#: 
__
          
PCP: ___________________________________________________

Medical Group: ___________________________________________ Referral Source: ______________________________________

Patient’s Chief Complaint: __________________________________________________________________________________
PRESENTING PROBLEM / ONSET AND COURSE: 
High Risk Factors:
[   ] Suicidal
[   ] Homicidal
[   ] Gravely Disabled
Indicate the frequency, severity, and duration of symptoms. 
  FORMCHECKBOX 
 PHQ-9 Score- _____ please see Page- ___​___ for results.   FORMCHECKBOX 
 Cornell Scale Score- ____​_    please see Page- ______for results.

 FORMCHECKBOX 
 SLUMS Exam Score- ____________​__   please see Page- ___________for results.

​​PREVIOUS PSYCHIATRIC HISTORY/ADMISSIONS: ________________________________________________________________

________________________________________________________________________________________________________
___________________________________________________________________________________________________________

FAMILY PSYCHIATRIC HISTORY: ______________________________________________________________________________

________________________________________________________________________________________________________
SOCIAL/FAMILY HISTORY: ____________________________________________________________________________________
MEDICATIONS: ______________________________________________________________________________________________ 


_______________
PERTINTENT MEDICAL HISTORY:

________________________________________________________________

              
__
ELDER ABUSE:    FORMCHECKBOX 
Historic  FORMCHECKBOX 
Current     FORMCHECKBOX 
None              REPORTED TO APS:    FORMCHECKBOX 
Yes  FORMCHECKBOX 
No   FORMCHECKBOX 
N/A
TYPE:  (Check all that apply)    FORMCHECKBOX 
Physical Abuse    FORMCHECKBOX 
Sexual Abuse  FORMCHECKBOX 
Emotional/psychological abuse  FORMCHECKBOX 
Neglect  FORMCHECKBOX 
Other  
 FORMCHECKBOX 
Abandonment  FORMCHECKBOX 
Financial Material Exploitation  FORMCHECKBOX 
Self-Neglect
EXPLAIN: ​​​​​​​​​​​​​​​__________________________________________________________________________________________________
___________________________________________________________________________________________________________
CHEMICAL DEPENDENCY (History of DRUGS, ALCOHOL AND/OR PRESCRIPTION MEDICATION): If current use please document in presenting problem.

________________________________________________________________________________________________________
___________________________________________________________________________________________________________
FUNCTIONING STATUS ADL’s and IADL’s: (Circle only those that apply):   1=Minimal    2=Poor   3=Satisfactory   4=Good   5=Excellent


	Self-care, Activities or daily living                 1    2    3    4    5
Physical Health                                             1    2    3    4    5

Hygiene (bathing, grooming)                        1    2    3    4    5

Continence                                                   1    2    3    4    5       

Dressing                                                       1    2    3    4    5                                        

Eating (ability to feed self)                            1    2    3    4    5            

Toileting (ability to use restroom)                 1    2    3    4    5

Transferring                                                  1     2    3      4      5
	
	Finding and utilizing resources                                              1    2    3    4    5

(look up phone numbers using phone making and keeping Doctors appts)

Preparing meals ( using kitchen equipment)                         1    2    3    4     5

Driving or arranging travel (public or private)                         1    2    3    4    5

Shopping (necessities)                                                           1    2    3    4    5

Housework                                                                             1    2    3    4    5      

Managing Medications                                                           1    2    3    4    5

Managing Finances                                                                1    2    3    4    5


PATIENT’S NAME:
_______________________________   Date Of Birth: _____________________ Date of Service: _____________
Mental Status Exam:                                                                          Check all that Apply:

	Appearance:
	 FORMCHECKBOX 
  Well Groomed
	 FORMCHECKBOX 
 Groomed
	  FORMCHECKBOX 
 Unkept
	  FORMCHECKBOX 
 Very Poor

	Demeanor:
	 FORMCHECKBOX 
 Cooperative
	 FORMCHECKBOX 
 Guarded
	  FORMCHECKBOX 
  Withdrawn
	 _____________________

	Posture:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Limp
	  FORMCHECKBOX 
 Rigid
	 _____________________

	Movement & Behavior:
	 FORMCHECKBOX 
 Alert
	 FORMCHECKBOX 
 Slowed
	  FORMCHECKBOX 
 Agitated
	  FORMCHECKBOX 
 Aggressive

	Mood:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Depressed
	  FORMCHECKBOX 
 Elated
	  FORMCHECKBOX 
 Dysphoric

	Affect:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Flat
	  FORMCHECKBOX 
 Anxious
	  FORMCHECKBOX 
 Confused

	Speech:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Slow
	  FORMCHECKBOX 
 Rapid
	  FORMCHECKBOX 
 Pressured

	Thought Content:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Paranoid
	  FORMCHECKBOX 
 Grandiose
	______________________

	Perception:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 A/H
	  FORMCHECKBOX 
 V/H
	 FORMCHECKBOX 
Tactile

	Thought Process:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Circumstantial
	  FORMCHECKBOX 
 Loose Association
	 _____________________

	Orientation:
	 FORMCHECKBOX 
 Person
	 FORMCHECKBOX 
 Place
	  FORMCHECKBOX 
 Time
	  FORMCHECKBOX 
 Purpose

	Cognition:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Delayed
	  FORMCHECKBOX 
 Disorganized
	 ______________________

	Insight:
	 FORMCHECKBOX 
 Normal
	 FORMCHECKBOX 
 Fair
	  FORMCHECKBOX 
 Poor
	 ______________________

	Judgment:
	 FORMCHECKBOX 
 Normal 
	 FORMCHECKBOX 
 Fair
	  FORMCHECKBOX 
 Impaired
	  FORMCHECKBOX 
 Questionable


DIAGNOSIS:  

          Axis I Code:  ____________________ Classification: ______________________________________________________
          Axis I Code:  ____________________ Classification: ______________________________________________________

          Axis II Code:  ____________________Classification: ______________________________________________________
          Axis III description: __________________________________________________________________________________
          Axis IV check all that apply:   FORMCHECKBOX 
 Access to health Care      FORMCHECKBOX 
 Housing    FORMCHECKBOX 
Primary Support Group     FORMCHECKBOX 
Economic      FORMCHECKBOX 
Education                  FORMCHECKBOX 
Occupational             FORMCHECKBOX 
Social Environment           FORMCHECKBOX 
other psychosocial or Environmental             FORMCHECKBOX 
Legal system/ Crime
          Axis V Score:  _____________________

Treatment Plan and Coordination of care (circle all that apply): Psychiatry/ Psychotherapy; Goal for treatment: ______________
_________________________________________________________________________________________________

_________________________________________________________________________________________________

PATIENT RECEPTIVITY TO TREATMENT RECOMMENDATIONS:     Accepts [ ]     Refuses [ ]     Unsure [ ]

If Refuses or Unsure, why: ___________________________________________________________________________________________________
ASSESSMENT OF PATIENTS ABILITY TO ADHERE TO TREATMENT PLAN:  [ ] Excellent [ ] Good [ ] Fair [ ] Poor

PROGNOSIS:
[  ] Excellent
[  ] Fair
[  ] Poor
[  ] Good                    [  ] Guarded

                                                                                                                                           Initiated Follow-up Services: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

                                                                                                                                           Health Plan/ Medical Group: ____________________________
                                                                                                                                                                             (Please specify)
                                                                                                                                           Name of contact: _____________________________________
                                                                                                                                           Outcome: ___________________________________________
Practitioner’s Signature: _________________________________________________________ Date: _________________________
Please Fax this form to (714) 242-1519
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