   PSYCHIATRIC EVALUATION 

Client name:

Date of Service:

Type of Service:  Psychiatric assessment.

Start time:

Stop time:

Individuals Involved: FC &

IDENTIFICATION, REASON FOR REFERRAL, AND CHIEF COMPLAINT:

Case of a: _____ year old, (caucasian, hispanic, native american, african american, asian, biracial)

(male, female), (married, single never married, separated, divorced, common law, widow), (Mother, Father) of _____ children, (employed, unemployed, retired, on disability) at present, and living (alone, with spouse, with spouse and children, with family, with friends, with care taker, with children) in (own home, own apartment, own trailer, rented home, rented apartment, rented trailer, relative’s home, friend’s home, foster home, Shelter House, in jail).  The patient was referred by (his, her) (therapist, casemanager, doctor), ____________________, for a psychiatric assessment and medication evaluation.  

· The symptoms/problems/diagnosis identified were:

· Symptoms specified as possibly requiring medication were:

· The patient’s chief complaint:

HISTORY OF PRESENT ILLNESS:

· The patient reported doing well until basically_________________.  The circumstances when the symptoms began were described as, “

· The current symptoms began on ______________.  Said they had been (constant, increasing, decreasing, fluctuating).  The circumstances when the symptoms began were described as, “

· The problem(s) that precipitated the difficulty (does, does not) persist.

· The patient’s quotes regarding symptoms, feelings, and functional assessment included:

Appetite:

Sleeping pattern:

Sexual Urges:

Energy:

Motivation:

Memory:

Concentration:

Anhedonia:

Hopelessness:

Helplessness:

Guilt: 

Managing day-to-day life:

Household responsibilities:

Work functioning:

Social functioning:

Family relationship:

School functioning:

· Current dangerousness symptoms assessment:  

· There (were no, were) suicidal/homicidal thoughts, ideas, plans.

· Lifetime dangerousness history:

· There (is, is no) history of (suicidal/homicidal) (thoughts, ideas, plans, gestures, attempts):

· Concerning other psychiatric symptoms patient denied:

PSYCHIATRIC HISTORY:

· The patient (has, has no) history of previous psychiatric treatment.  

· Said diagnosis had been:

· The patient (reported, did not report) psychiatric hospitalizations history.  

· First hospitalization:______________ in _____________________, ____ Due to, “ 

yeat


Hospital

                  State

· Second: 

· Third:

· The patient (did not, did) report Partial Program participation.  

· Attended:

· The patient (did not, did) report outpatient psychiatric treatment.  

· Attended:

· There (was, was no) history of psychiatric treatments modalities:

· Described response to treatment as, “

· The patient referred currently taking the following psychiatric medication(s):

HISTORY OF SUBSTANCE ABUSE:

· The patient (did, did not) report history of substance abuse.  

Alcohol: 
 onset:

last used:  

daily use:




$

Nicotine:
onset:

last used:

daily use:




$

Caffeine:
onset:

last used:

daily use:




$

Marijuana:
onset:

last used:

daily use:




$

Cocaine/crack:
onset:

last used:

daily use:




$

Heroin:
onset:

last used:

daily use:




$

LSD:

onset:

last used:

daily use:




$

Other:

SIGNIFICANT PERSONAL,FAMILY, & SOCIAL HISTORY:

· The patient was born in:                    

· The patient is the  ___________ of __________ siblings.

· Perinatal difficulties (were not, were) reported.  

· Developmental difficulties (were not, were) reported. 

· The patient described significant family members of origin as:

Mother:

Father:

(paternal, maternal) Grandmother:

(paternal, maternal) Grandfather:

Step-Mother:

Step-Father:

Siblings:

The patient described significant immediate family members as:

Spouse(s):

Children:

· The patient (denied, informed) history of (verbal, physical, sexual) abuse, “

· Highest level of education achieved:

· Employment history includes:

· Present occupation:

· Problems with the legal system were(denied, reported).
· Religious Background:

· Support Network:

· Military history:

FAMILY PSYCHIATRIC AND MEDICAL/SURGICAL HISTORY:

· The patient (did, did not) report family history of mental illness.

· The patient (did, did not) report family history of medical/surgical illness.

MEDICAL HISTORY AND REVIEW OF SYMPTOMS:

· The patient (did, did not) report history of medical illness.

· The patient (did, did not) report symptoms during review of symptoms.

· The remainder of the review of systems was (negative,  or no symptoms).

· The patient referred currently taking the following medications: 

· The patient (did, did not) report being allergic to medication(s): or (I’m not allergic to any medications).

MENTAL STATUS EXAMINATION:

· The patient arrived (on time, early, late) for scheduled appointment (alone, accompanied by:__________________).

· The patient is a (well nourished, undernourished), (well developed, physically challenged), (male, female), looking (stated, younger than, older than) chronological age.
· Attire was (appropriate, inappropriate), (casual, peculiar, mismatched, prison uniform, flamboyant, seductive),  (neat, unkempt, disheveled) and (clean, dirty, soiled). 

· Grooming status was (appropriate, inappropriate) and (clean, dirty, unwashed, unshaven, no makeup, wearing make up, bizarre).  

· Adornments present:(none, hat, cap, hairband, barrette, hair bow, name tag, nose ring, eyebrow ring, glasses, broach, belly ring, chain, earings, rings, bracelets, watch, scarf, tattoo, scarf).  

· Ambulation was (independent, assisted by staff, cane, ambiwalker, by wheel chair).  

· Gait was (normal, abnormal) and (coordinated, awkward, clumsy, staggering, shuffling, stiff, limp, limited due to handcuffs and leg chains).  

· Posture was (normal, abnormal) and (relaxed, slumped, erect, tense, edge of seat, rocking, threatening, dramatic).  

· Eye contact was (appropriate, inappropriate), and (adequate, little, excessive,avoided, looking at floor, staring, scanning, as if looking at someone, blank).  

· Motor activity was (appropriate, overactive, underactive) with (purposeful, organized, coordinated, unable to sit still, exaggerated gestures, hand wringing, foot tapping, scratching, rocking, pacing, slowed, retarded, limp, tremors, tics, muscle spasm, involuntary, no involuntary) movements. 
· Attitude was (cooperative, uncooperative) and (friendly, playful, silly, ingratiating, seductive, guarded, evasive, defensive, fearful, arrogant, indifferent, cold, hostile, angry).  

· Language production was (spontaneous, unspontaneous), (fluent, hesitant, pressured) and, (scanty, appropriate, increased), latency of response was (prolonged, adequate, shortened), with (variable, happy, irritable, angry, monotonous, dramatic, whining, sad) tone, (high, variable, low) volume, and evidencing (no, articulation and phonation, perseveration, poverty of speech, poverty of content) impairments. 

· Mood was (euthymic, euphoric, dysphoric), “                                                                                                                   “ with  (adequately ranged, constricted, blunted, flat), (congruent, incongruent, labile, inappropriate) affect.  

· Thought process was (logical, illogical at times, illogical), (coherent, incoherent), and (relevant, irrelevant).

· Thought content included:  The information provided in previous headings.
· There (were no, were) undesirable side effects from the medications.

· There (were no, were) suicidal/homicidal thoughts, ideas, or plans.

· Perceptual disturbances (were not, were) present.  

· Orientation was (full, partial, absent) to person, (full, partial, absent) to place, and (full, partial, absent) to time.  

· Memories:  immediate was (intact, impaired, poor), recent was (intact, impaired, poor) and, remote was (intact, impaired, poor).  

· Attention and concentration were (adequate, impaired, poor).  

· Insight was (adequate, impaired, poor).  

· Judgement was (adequate, impaired, poor).

  AXIS I:

AXIS II:


AXIS III:


AXIS IV:
(Problems with Primary Support Group, Problems related to the social environment, educational problems, occupational problems, housing problems, economic problems, problems related to interaction with the legal system/crime, Other psychosocial and environmental problems).


  AXIS V:

TREATMENT PLAN: 

1.

2.

3.

4.

5.

(Cognitive behavioral, insight oriented, supportive) therapies.

Appointment ____________ week(s)

Revised 01/21/00 fjc, tac.

