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          ERIE FAMILY HEALTH CENTER


PSYCHOSOCIAL ASSESSMENT 

                  To be completed by 3rd Full Hour Session
C O N F I  D E N T I A L

                   Referral Source: 

                  Client’s Address: 

                  Phone: ___________________  Language/Place of Origin: 

                  Name of Guardian (s) or Other Contact: ____________________________ Phone: 

                  INTAKE/ HISTORY/ASSESSMENT CONTACTS:

	DATE
	TIME
	LENGTH
	INITIALS
	DATE
	TIME
	LENGTH
	INITIALS

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


1. Presenting Problem(s) & Current Stressors: What is the nature, duration, and severity of the presenting problem(s), as described by the client? (and as described by Guardians if present?)

2. Current Signs & Symptoms (observed and described by client or other): 

3.
HIGH RISK POTENTIAL:


Danger to Self:
( Current
( History
( Not Presented





( Ideation
( Plan

( Attempt

( Intent Present


Danger to Others:
( Current
( History
( Not Presented





( Ideation
( Plan

( Attempt

( Intent Present
Explain:


Gang Involvement? (describe)


Access to Weapons?

( Yes

( No

4.
Client’s Strengths & Support System (observed and described; include coping strategies):

5.
History of Past Problems: (i.e., traumas, abuse, neglect, and D.V., plus coping skills and outcomes)

6.
Prior Treatment & Evaluations: (include Inpatient/ Outpatient/ Residential/ Day Treatment)

7.
Mental Status/ Current Functioning: (complete Appendix A)


Date Mental Status Exam Completed: ___________________________

8.
Substance Abuse Screen: (complete Appendix B)


Date Substance Abuse Screen Completed: ___________________________

9.
Family of Origin / Mental Health History (include family psychiatric/substance-use hx):

10.
Current Family Constellation: 

	Children
	 
	Sex
	Age
	Birth Date
	Adp
	Grade
	Significant Info: School, Custody, Special Ed., Etc.

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 


11.
Current Relationship/ Family Functioning: (Indicate Significant Relational/Family Issues/Concerns – Living Arrangements) [Genogram can be used]

12.
Child/Adolescent Summary [Complete Appendix-C for all clients 18 y.o. or younger] 


Date Child/Adolescent Survey Completed: ___________________________

13.
Education / Employment Hx: (client’s highest level of education, include vocational or special education)

14.
Leisure Activities:

15.
Social Adjustment and Daily Living Skills/ Current Peer Relationships:

16.
Client’s Faith/Spiritual Beliefs & Related Activities:

17.
Identity Development (Including Ethnic & Sexual History):

18.
Legal History: (problems with police/ legal system/ pending court cases)

19.
Legal Guardian/DCFS Involvement:


List Name of Legal Guardian (if not biological parents): __________________________

20.
Medical History: (list any medical/ developmental problems, disabilities, chronic illnesses, special needs, and current or previous medications, including psychotropics/alternative Tx)

21.
Date of Last Physical Exam: _____________   Provider: _________________________

22.
Primary Care Provider: _______________________________ Site:______________

23.
Financial: (indicate presence of financial stressors, sources of income, and insurance coverage)

SUMMARRY & CONCLUSIONS

24.
Summary of Problems & Strengths / Diagnostic Formulation: [Summarize Problems for (Individual/ Family Dynamics, Client’s Functioning Problems, and Maladaptive Behaviors), Indicate Client’s Motivation for Change & Conditions Necessary for Change Process to Occur.]

25.
Preliminary Diagnosis:

Axis I:





Axis II:





Axis III:





Axis IV:
(psychosocial/environmental problems:)


Axis V:
  GAF:

  (at present)

SUMMARY OF CURRENT CARE NEEDS

26.
Problems for Initial Focus of Treatment/Services: 


1. 






4. 







2. 






5. 







3. 






6. 






27.
Recommended Interventions: 


( Individual Therapy
( Family Therapy
( Individual/Family Social Rehab


( Individual Counseling
( Family Counseling
( Medication Evaluation


( Group Therapy
( Case Management
( Medication Training


( Group Counseling
( Client Centered Consult
( Medication Monitoring


( AOD Therapy
( AOD Counseling
( AOD Group


( DV- Therapy
( DV- Counseling
( DV- Group


( Other: 


28.
How Will the Family be Involved in the Client’s Treatment (if not involved, explain why): 

29.
Current Community Resources Used by Client: 

30.
List Any Other Resources Needed by Client: 

31.
Psychiatric/Psychological Assessment Referral: 

Is a psychological evaluation indicated? 
( Yes
( No

Is a psychiatric evaluation indicated?
( Yes
( No

List where Client Referred: 


SIGNATURES

Signature of Assessor 1: 

Date:_________

Signature of Assessor 2: 

Date:_________

Signature of Therapist (QMHP): 

Date:_________

Signature of Physician (LPHA): 

Date:_________

Signature of Director:: 

Date:_________
FORM: MH10             PSYCHOSOCIAL ASSESMENT
             820/03    
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