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Assignment Date PATID 
   
 Completed by 

 
Clinical Staff Approving Assessment 
 

 
Domain 1: Presenting Problem(s) 
Presenting Problems, Functional Impairments, and Mental State 
 

 
Domain 2: Trauma 
Trauma Exposure and Reactions 
 

 
The individual has experienced the following: 
 Child Welfare System  Orientation/sexuality 
 Emotional Abuse  Partner Violence 
 Homelessness  Physical Abuse 
 Immigration  Race/Ethnicity 
 Justice Involvement  Sexual Abuse 
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Domain 3: Behavioral Health History and Updates 
Current mental health conditions and current substance use and services 
 

History of previous mental health conditions and/or previous substance use and services 
 

Domain 4: Medical History and Comorbidity with Behavioral Health 
Description of current Physical Health conditions and current medications 
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Description of previous Physical Health conditions and past medications 

Person in care has a primary care provider 
Yes No 

Name of the primary care provider 

Date of last visit 

Domain 5: Psychosocial Factors 
Family, social life circumstances, and cultural considerations 
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Domain 6: Strengths, Risk/Safety, and Protective Factors 
Strength and protective factors, risk behaviors, and safety planning 
 

 
Domain 7: Clinical Summary, Recommendations, and LOC Determination 
Base on the above findings, the following clinical impression, diagnosis, and treatment 
recommendations are as follows 
 

 
Type of Services 
Specialty Mental Health Services 
 Mental Health Services  Medication Services 

 Day Treatment Intensive  Day Rehabilitation 

 Crisis Intervention  Crisis Stabilization 

 Adult Residential  Crisis Residential 

 Psychiatric Health Facility 
Services 

 Intensive Home-Based Services 

 Therapeutic Behavioral Services  Therapeutic Foster Care 

 Psychiatric Inpatient Hospital 
Services 

 Case Management Services 

 Intensive Care Coordination  
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Non-Specialty Mental Health Services 
Referral to Primary Care Referral to Managed Care Plan 

Other 
No Services Recommended Client Declined Unable to complete assessment 

SUD Risk Rating 
Dimension 1 – Acute intoxication and/or withdrawal potential 

None Mild Moderate Severe Very Severe 

Dimension 2 – Biomedical conditions and complication 
None Mild Moderate Severe Very Severe 

Dimension 3 – Emotional, behavioral, or cognitive condition and complication 
None Mild Moderate Severe Very Severe 

Dimension 4 – Readiness to change 
None Mild Moderate Severe Very Severe 

Dimension 5 – Relapse, continued use, or continued problem potential 
None Mild Moderate Severe Very Severe 

Dimension 6 – Recovery/living environment 
None Mild Moderate Severe Very Severe 

SUD/NTP Required 
Yes No 

Assessed Level of Care Need Score 
None 
1 – Outpatient 
2.1 – Intensive Outpatient 
3.1 – Low Intensity Residential 
3.2 – Residential Withdrawal Management 
3.5 – High Intensity Residential 
Recovery Services 
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Level of Care Accepted by Client 
None 
1 – Outpatient 
2.1 – Intensive Outpatient 
3.1 – Low Intensity Residential 
3.2 – Residential Withdrawal Management 
3.5 – High Intensity Residential 
Recovery Services 

Reason for Level of Care Difference 
Clinical Judgement 
Lack of Insurance / Payment Source 
Legal Issues 
Level of Care Not Available 
Managed Care Refusal 
Patient Preference 
Geographical Accessibility 
Family Responsibility 
Language 
Used 2 Res Stays in a Year Already 

Describe Level of Care Difference 


	Assignment DateRow1: 
	PATIDRow1: 
	Completed byRow1: 
	Clinical Staff Approving AssessmentRow1: 
	Presenting Problems Functional Impairments and Mental StateRow1: During the assessment, client presented as [add brief description of physical and mental presentation].

Client is seeking care due to [add chief complaint/presenting problem]. Client reported experiencing [describe presenting problem/history symptoms/behaviors - duration, severity, context, impact of psychosocial/cultural factors, etc.]. Client's support person reported [add additional information related to presenting problem provided by significant support person].

The problem results in distress and/or functional impairments including [add functional impairments] in the following areas [school, work, social, family, etc.].

	Trauma Exposure and ReactionsRow1: Client does not have a history of trauma and/or declined to share this information at the time of assessment.

Client has a history of trauma exposure including [add description of psychological, physical, emotional, environmental, etc. trauma]. Client reported stressors/traumas have resulted in [describe stressor/trauma reaction including symptoms/behaviors and impact to presenting problem, developmental progression, relationships, risk factors as relevant].


	Current mental health conditions and current substance use and servicesRow1: Client reported current mental health conditions to be [describe current acute or chronic mental health conditions] and is receiving services with [describe current services]. 

Client reported current substance use to be [current use of substances, including type, method, and frequency of use] and is receiving services with [describe current services]. 

	History of previous mental health conditions andor previous substance use and servicesRow1: Client reported a history of mental health conditions which included [describe history of acute and/or chronic mental health condition, suspected/diagnosed, and source of diagnosis]. Client received treatment [describe previous mental health treatment including length of treatment, therapeutic modalities, rehabilitation programs, hospitalizations, crisis services, and efficacy/response to interventions].

Client reported a history of substance use which included [review of past use of substances, including type, method, and frequency of use, and substance use conditions previously diagnosed or suspected should be included]. Client received treatment [describe previous substance use treatment including length of treatment, substance abuse groups, detox programs, medication assisted treatment, and efficacy/response to interventions]. 
	Description of current Physical Health conditions and current medicationsRow1: Client's current medical conditions include [describe current medical conditions/treatment and discuss impact on presenting problem - information on help seeking for physical health treatment, etc.].

Client is currently prescribed [list current medications details including prescriber, reason for medication usage, dose, frequency, adherence, efficacy, and start/end dates, as relevant].

It is also important to note that client [add other relevant information including if person in care is pregnant or an expecting father, if there are any sleep/eating issues, medical trauma, and whether linkage to physical health in needed, etc.].

Client is allergic to [include any allergies to medication, food, seasonal, etc.]


	Description of previous Physical Health conditions and past medicationsRow1: Client has a history of medical conditions including [describe any relevant past medical conditions, including the treatment history of those conditions] and has accessed and received the care with [information on help seeking for physical health treatment and past treatment].

FOR INDIVIDUALS 21 YEARS OLD OR YOUNGER: Primary caregiver reported information on client's developmental history including [describe prenatal and perinatal events and relevant or significant developmental history].

Client has a history of taking the following medication [include details on past medications, including prescribing clinician, reason for medication usage, dosage, frequency, adherence, and efficacy/benefits of medications and if available, the start and end dates or approximate time frames for medication].

	Name of the primary care providerRow1: 
	Date of last visitRow1: 
	Family social life circumstances and cultural considerationsRow1: Client currently lives [identify living situation including type of residence and co-habitants].

Client reported that their family [describe significant family roles/relationships/functioning]. It was further communicated that client's family history included [discuss significant family history and life events within family - family mental health/substance use history, loss, divorce, births, etc.].

Client indicated having social supports/networks such as [describe significant roles/relationships with others/social community and impact on presenting problem].

Client identified as [describe culture/linguistic factors; sexual orientation/gender identity - LGBTQ+, etc.; race/ethnicity - BIPOC, etc.; spirituality/religion - beliefs, values, and practices, etc.] which is impacting [impact on presenting problem either positive or negative].

Client [is/is not] involved in the legal/justice [discuss relevant parole/probation engagement].

Client's educational background [describe education details].

Client's employment background consists of [describe employment details]. Client is receiving financial support by [describe financial support such as SS benefits, employment wages, disability benefits, etc.]
	Strength and protective factors risk behaviors and safety planningRow1: Client identified strengths/protective including [personal strengths - motivations, desires, drives, hobbies, interests, positive coping skills, resource availability, opportunities, supports, relationships as indicated].

Client reported current risk factors/behaviors such as [identify behaviors and triggers/situations that put person at risk for danger to self/others - suicidal ideation/planning/intent, homicidal ideation/planning/intent, aggression, inability to care for self, recklessness, etc.]. Client further indicated a history of risk factors/behaviors including [history of previous suicide attempts, family history/involvement in risks, context for risk behaviors - loneliness, psychosis, drug use/abuse]. Client's current risk level is [discuss person's willingness to seek/obtain help, how protective factors mitigate risk factors, results from risk/screening tools as indicated - e.g., Columbia Suicide Severity Rating Scale].

Client participated in safety planning which outlines the following: [specify safety plan to use in the event of risk behaviors as indicated - actions to take and trusted individuals to call].


	Base on the above findings the following clinical impression diagnosis and treatment recommendations are as followsRow1: In summary, [brief summary of the clinically relevant information including symptoms/behaviors, functional impairments, trauma, MH/SUD/medical history, mental status, psychosocial factors, strengths/protective factors, risks, and any hypothesis and/or clinical impression].

Client meets diagnostic criteria for [add diagnosis, active, provisional, rule out]. Client is recommended the following: [detailed and specific interventions and service types based on clinical impression and, overall goals for care].
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