San Diego County Mental Health Services

PSYCHIATRIC ASSESSMENT
Instructions

Anasazi Tab 1
Program Name: Required Field.   

Unit Number:
Required Field.
PRESENTING PROBLEMS/NEEDS: 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 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 behaviors.  Include information on 5150 and Police transport.​​​​​​​​​​​​​​​​​​​
CLINICAL UPDATE:  Document in the space provided.  Interval note, describe current presentation and risk assessment to include danger to self and others, reason for visit.

PAST PSYCHIATRIC HISTORY:  This is a required field.  Previous history of symptoms and/or mental health treatment.  Describe in chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods of stability and the characteristics of those periods.
SUBSTANCE USE INFORMATION: Required field.  Select “No” or “Yes” as it applies to the client.  If client indicates “yes,” provide information on which substances the client reports in the space provided.
If client declines to report substance use, indicate by checking the appropriate box. 

Educate the client regarding the effects of smoking by reading the following statement:  “Smoking is a serious health risk that may lead to lung cancer, cardiovascular disease and the possibility of premature death.”  Indicate that you have provided this advisement by selecting the “Yes” check box. 

Use the space provided to document how substance use impacts the client’s current level of functioning.

History of Substance Use Treatment:  Provide types of treatment, level of care, length of treatment, etc.
Recommendation for Further Substance Use Treatment:  Check box “No”, “Yes”, or “Not Applicable.  If “yes,” explain  in the box provided.

FAMILY HISTORY:  

The “Living Arrangement” prompt is Required.
Enter your response on the form based on the Living Arrangement Table below.  Include the ID and Description in your documentation.   

	Living Arrangement 

	A-House or Apartment

B-House or Apt with Support

C-House or Apt with Daily Supervision 
Independent Living Facility

D-Other Supported Housing Program

E-Board & Care – Adult 

F-Residential Tx/Crisis Ctr – Adult


	G-Substance Abuse Residential 
Rehab Ctr 

H-Homeless/In Shelter 

I-MH Rehab Ctr (Adult Locked)

J-SNF/ICF/IMD

K-Inpatient Psych Hospital

L-State Hospital

M-Correctional Facility 
	O-Other 

R-Foster Home-Child

S-Group Home-Child (Level 1-12)

T-Residential Tx Ctr-Child (Level 13-14)

U-Unknown   

V-Comm Tx Facility (Child Locked)

W- Children’s Shelter




Those Living In The Home With The Client:  List the names and relationship to client in the text box.

Include relevant family information impacting the client in the text box provided.
Have Any Relatives Ever Had Any Of The Following Conditions:  For each listed condition, enter information from the family members table, if applicable, in the spaces provided.  Leave blank if there are none: 
	ID
	DESCRIPTION
	ID
	DESCRIPTION
	ID
	DESCRIPTION

	Aunt Bio
	Aunt – Biological
	Fath InLaw
	Father – In-Law
	Niece NBio
	Niece – Non-biological

	Aunt NoBio
	Aunt – Non-biological
	Gdaug Bio
	Granddaughter – Biological
	Other
	Other

	Bro Adop
	Brother – Adopted
	GDaug Nbio
	Granddaughter – Non-biological
	Signif Oth
	Significant Other

	Bro Bio
	Brother – Biological
	GrFa Bio
	Grandfather – Biological
	Sig Supp
	Significant Support Person

	Bro Foster
	Brother – Foster
	GrFa NBio
	Grandfather – Non-biological
	Sis Adopt
	Sister – Adopted

	Bro InLaw
	Brother – In-Law
	GrMo Bio
	Grandmother – Biological
	Sis Bio
	Sister – Biological

	Bro Step
	Brother – Step
	GrMo Nbio
	Grandmother – Non-biological
	Sis Foster
	Sister – Foster

	Cous Bio
	Cousin – Biological
	GrSon Bio
	Grandson – Biological
	Sis In Law
	Sister – In-Law

	Cous Nbio
	Cousin – Non-biological
	GrSon Nbio
	Grandson – Non-biological
	Sis Step
	Sister – Step

	Daug Adopt
	Daughter – Adopted
	Husband
	Husband
	Son Adopt
	Son – Adopted

	Daug Bio
	Daughter – Biological
	Mother Ado
	Mother – Adopted
	Son Bio
	Son – Biological

	Daug Foster
	Daughter – Foster
	Mother Bio
	Mother – Biological
	Son Foster
	Son – Foster

	Daug InLaw
	Daughter – In-Law
	Mother Fos
	Mother – Foster
	Son In Law
	Son – In-Law

	Daug Step
	Daughter – Step
	Mo In Law
	Mother – In-Law
	Son Step
	Son – Step

	Dom Partner
	Domestic Partner
	Mo Step
	Mother – Step
	Uncle Bio
	Uncle - Biological

	Fath Adop
	Father – Adopted
	Neph Bio
	Nephew – Biological
	Uncl NBio
	Uncle – Non-biological

	Fath Bio
	Father – Biological
	Neph NBio
	Nephew – Non-biological
	Wife
	Wife

	Fath Fost
	Father – Foster
	Niece Bio
	Niece – Biological
	
	


Include relevant family information impacting the client:  (Further explain family member’s involvement in substance use)

MEDICAL HISTORY:   
Does client have a Primary Care Physician: This is a required field.  Check box “No”, “Yes, “Unknown”  If No, check “No” or “Yes”  client been advised to seek primary care.

Primary Care Physician:  Enter the name and phone number of the physician in the text boxes provided.
“Seen within the Last” period of time question is a required field. Check box “6 months”, “12 months”, or “Other” and explanation in text box provided.

The “Physical Health Issues” prompt is a Required Field. Check boxes for health issues are provided.  Check all that apply.

The Allergies and adverse medication reactions” prompt is a Required Field. 
Referred to primary health physician:  Check box “Yes” or “N/A”.

Physical health problems affecting mental health functioning:  Explain in text box provided.
Head Injuries:  Check box “No” or “Yes”.  If Yes, specify.
Describe any medical and/or adaptive devices used by client.


Describe any significant developmental information (when applicable). 

Allergies and adverse medication reactions is a required field.  Check box “No”, or “Yes”.  If yes, specify in text box provided 
Other prescription medications:  Check box  “None” or “Yes”.  If Yes, describe in text box provided.
Herbals/Dietary Supplements/Over the counter medications:  Check box  “None” or “Yes”.  If Yes, describe in text box provided.
Healing and Health: Alternative healing practices and beliefs.  Apart from mental health professionals, who or what helps client deal with disability/illness and/or to address substance use issues?  

Any known medical condition or past history of abuse that requires special consideration if physical restraint is needed, specifically:  breathing problems, significantly overweight, pregnancy, etc?
Check box “No”, “Yes”.  If yes, explain.
MMSE: (Mini Mental Status Exam): Enter 2 digit code 
Anasazi Tab 2
MENTAL STATUS EXAM :  This is a Required Field.  Check each area as applicable to client.  Document other observations in the space provided.  
Anasazi Tab 3
DIAGNOSIS

If making or changing a diagnosis, complete the current Diagnosis Form and attach to this Psychiatric Assessment.
Anasazi Tab 4
VITAL SIGNS:  Enter appropriate values for each prompt.
Pain: Check box “No”, “Yes”, “Unable to determine”. 


Pain intensity level: Enter information in text box provided.


Location of pain: Enter information in text box provided, and how long client has had pain.


Doctor notified: Enter information in text box provided.
DIAGNOSTIC SUMMARY:   Document the summary of your assessment in the space provided.
PLAN:  Enter documentation of the Psychosocial/Rehab needs in the space provided.  Include available treatment and/or recovery services recommended, within your program or in the community.
.

PRESCRIPTIONS ORDERED NOW:  (NOTE: This area only needs to be completed by programs that are given exceptions to the DHP. All other programs need to complete information in DHP as instructed.)

If client is taking psychiatric or psychotropic medications enter in medication table provided in the form. 

For “Side Effects Discussed”, “Medication Consent Forms”, “Ex-Parte” and “Conservator”, check boxes “No”, “Yes”, or “N/A”.   

Diagnostic Examinations Ordered Now:  Enter information in space provided.

Laboratory Tests Ordered Now:  Enter information in space provided

Placement Needs:  Enter information in space provided

SIGNATURES:  Enter the name, credential, date and Anasazi ID number for the Physician requiring a co-signature (if applicable); and/or the Physician completing/accepting the evaluation.
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