San Diego County Mental Health Services

PERT INITIAL SCREENING 
Instructions

PERT INITIAL SCREENING TAB:

TYPE OF CONTACT: This is a required field. Check box: “Telephone” “Face-to-Face”.

PROGRAM:  Enter your full program name in the space provided.

INFORMANT NAME: Enter the name of the person providing the information for the assessment.

RELATION TO CLIENT: Using the table below, enter the information on the form in the space provided.

	ID
	DESCRIPTION
	ID
	DESCRIPTION

	A
	Aunt/Uncle
	Q
	Legal Representative

	I
	Caretaker/Caregiver
	M
	Mother

	C
	Child
	L
	Nephew/Niece

	K
	Clinician
	R
	Other Professional Rep

	H
	Cousin
	O
	Other Relationship

	X
	Domestic Partner
	P
	Self

	B
	Father
	J
	Sibling

	F
	Foster Parent
	E
	Spouse

	N
	Friend
	S
	Step Parent

	G
	Grandparent
	U
	Unknown


IS CLIENT UNDER 18? This field is required. “Yes” in this field requires parental information to be entered for minors. “No” in this field does not require parental information, but it may be entered.
CLIENT’S AGE TODAY: Client’s current age at time of service/interaction. 

DATE OF BIRTH: Enter birth date.
PARENTAL INFORMATION: Enter parent name, relationship (select from relationship table above) address, home phone, employment phone, and any other information that might be helpful. 
LEGAL INFORMATION: Enter responsible person name, relationship (select from relationship table above) address, home phone, employment phone, and any other information that might be helpful. 
Legal Consent: Select from the LEGAL STATUS table located in the CCBH user manual. If status is different from the table, explain. 

Responsible Person: Enter the name of the responsible person.

Relationship to the client: Enter the relationship to the client (select from relationship table above). 

CLIENT INFORMATION: Enter client’s physical address, home phone and work phone. 

PRESENTING PROBLEM:  This is a Required Field.  Include precipitating factors that led to deterioration/behaviors.  Describe events in sequence leading to present visit.   Describe primary complaint and history of present illness. Summary of client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  Include observable and measurable impairing behavior, including experiences of stigma and prejudice, if any.
URGENCY LEVEL:  This is a required field. Indicate the appropriate urgency level by selecting the appropriate check box: “Emergency” or “Urgent”
IS THE CLIENT CURRENTLY TAKING MEDICATIONS:  Indicate if client is currently taking medications by selecting the appropriate check-boxes “Yes,” “No,” or “Unknown”. If client is taking psychotropic medications complete the pre-existing medications. 
HISTORY OF TREATMENT:  Check all boxes that apply:  “Outpatient” “Inpatient” or “Psychiatric Medications.”  Provide a narrative description in the space provided. Previous history of symptoms and/or mental health treatment. Descrive in chronological order – where, when, and length of time. Include dates and providers related to any prior psychiatric history, traumatic and/or significant events, and/or trauma related to treatment. Include the most recent period of stability and the characteristics of those periods.  
PERT POTENTIAL FOR HARM/RISK TAB  - ALL FIELDS ARE REQUIRED
Current suicidal ideation: Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box to specify plan and client’s ability to carry out plan. Is the client verbalizing SI, explain the extent of the SI. Are their behaviors putting them at significant risk? Add credible 3rd party information. Include quotes when available. If the client is unable or unwilling or denies SI, please indicate client’s response.  
Previous Attempts: This is a Required Field. Mark the appropriate check box “No” “Yes” “Unknown/Refused”. Use the text box to describe any information necessary.

Are the client’s behaviors possibly creating a danger to self-risk?: Mark the appropriate check box “No” “Yes”. Use the text box to explain any information necessary.

Current Violent Ideation Towards Others?: Mark the appropriate check box “No” “Yes.” Use the text box to specify plan and client’s ability to carry out plan. Consults with Team Lead should be explained based upon the CRF 6-Step Tarasoff policy. 
Identified Victim: Check box “No” or “Yes”. If yes, answer “Tarasoff Warning Indicated” check box “No” or “Yes”. Answer reported to in text box and date.

Victim(s) name and contact information (Tarasoff Warning Details): Enter in text box.

Is the client’s behavior possible creating a danger to others?: Mark the appropriate check box “No” “Yes”. Use the text box to explain any information necessary.
Acts of property damage: Check box “No” or “Yes” If yes, enter most recent date. Use the text box to explain any information necessary.

Gravely Disabled: Check box “No” or “Yes”. Use the text box to explain any information necessary.

Current Domestic Violence: Check box “No,” “Yes,” or “Unknown/Refused to Answer”. Use the text box to describe situation.

Child/Adult Protective Services Notification Indicated: Check box “No” or “Yes”. Use text box to indicate “reported to” and “date”.

Substance Use: Check box: “No” “Yes” “Client Declined to Report”. Enter substances used in text box provided. 

Comments Regarding Factors Increasing Risk: Text box is provided to enter any information necessary. 

Justice System Involvement: Check box “Yes” “No” or “Unknown” If yes, describe recent arrests, probation, sex offender information, et cetera in text box provided. 
PERT OUTCOME/DISPOSITION
INSURANCE: Check box: “No” or “Yes” If yes, select “Medical” Medicare” or “Other Insurance” and provide policy information. 

OUTCOME/DISPOSITION

Describe Factors Increasing Risk: Text box is provided to enter any information necessary.

Describe Protective Factors Decreasing Risk: Text box is provided to enter any information necessary.

Safety Plan: Text box is provided to enter any information necessary.
Referred to: This is a Required Field.  Select from Table below.
	Referred To:

1- ACL,211,or Other Community Support 
2- ACT Program
3-CAPS

4-Case Management Program

5-Clubhouse

6-FFS Hospital
7-FFS Individual Provider

8-Mental Health Res Treatment Facility

9-OP Clinic
	10-PEI Program
12-SDCPH
13- START (Crisis House)

14-Substance Abuse Treatment – OP
15-Substance Abuse Tx – Residential
16-TBS
17-Other
18-ESU

19-CAC

21-Juvenile Hall

22-Withdrawal Management


	23-WIAC/JWC

24-CSU

25-Regional Center Services

50-Managed Care Plan – PCP

51-Managed Care Plan – MH Provider

52-FQHC

A- ADS

H- Hospital/ER

J- Jail

N- No Referral

O- Other Community Services

S- Specialty Mental Health Services


Referrals:   List address, phone number, person to contact, directions and other instructions.

Describe Outcome, Including Plan: Describe the outcome including plan in space provided. 

SIGNATURE OF STAFF COMPLETING SCREENING: Enter the name, credential, date and CCBH ID number for the Staff completing the screening.  
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