[Clinic Name Here]
Behavioral Health Initial Session
Date:  
/
/






Chart#  




Patient:  








Date of Birth:  
/
/

Treatment modality:

	[  ] 90801 Diagnostic Interview
	[  ] Individual (20–30) 90804
	[  ] Individual (40–50) 90806
	[  ] Individual (75–80) 90808

	                                                [  ] Family w/o patient 90846
	[  ] Family w/ patient 90847
	[  ] Group 90853


Frequency of treatment:  



 Assessments: ____ PHQ ____ MDQ____ MMSE ______Other

Symptoms:

	[  ] anxiety
	[  ] depression
	[  ] anger control issues
	[  ] psychosis

	[  ] suicidal ideation
	[  ] homicidal ideation
	[  ] academic stress
	[  ] post traumatic stress

	[  ] marital stress
	[  ] financial stress
	[  ] work / vocational stress
	[  ] social stress

	[  ] eating disorder
	[  ] adjustment problems
	[  ] sexual dysfunction
	[  ] personality problems

	[  ] cognitive problems
	[  ] sleep problems
	[  ] impulse-control problems
	[  ] chronic pain

	[  ] relational problems
	[  ] alcohol misuse
	[  ] other substance misuse
	[  ] mania / hypomania

	[  ] chronic health problems
	[  ] bereavement / grief
	[  ] other problems: _________________________________


Bio-Psychosocial HX/Assessment: ________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

Prior MH DX/TX:________________________________________________________________________________________

________________________________________________________________________________________________________

Substance Use:  ________________________________________________________________________________________
Specialty Referrals to / for:_______________________________________________________________________________
Treatment Plan:_________________________________________________________________________________________  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Self-Management Goal(s):_______________________________________________________________________________  ________________________________________________________________________________________________________
Diagnosis:  Axis I___________________________________________  Axis II______________________________________  Axis IV_____________________________________________________ Axis V: GAF _________________________________
Learning Preference:  [ ] Verbal / Auditory    [ ] Written / Visual    [ ] Ask Me 3   [ ] Teach-back

Education Topic(s) ______________________________________________________________________________________
Tobacco Use?     Yes or No  (circle one)      (    ) Advised to Quit

Psychotropic/Other Medications per MD:__________________________________________________________________  











Signature: ___________________________________ 








