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Psychological Testing

MENTAL HEALTH ASSESSMENT

Informant:___________________________  
Relation to Client:____________________________

I. IDENTIFYING INFORMATION

____________________
___________________ 
_____

Date of Assessment:  ___/___/____

Last Name 

First Name 

M.I.

Address:_______________________   phone:____________

D.O.B:  ___/___/____ , age:______

_________________________________________________

Gender:  male   female
Race: African-American  Hispanic  Caucasian   Asian   Native American   Other (Specify):_____________  Self-Identify:_____________________________________________________

Relationship Status:  married   single   separated   divorced   widowed   Other (Specify):____________________  Duration:______________  Sexual Orientation:___________________

Social Security #:_________________
Religion/Belief:__________________

Referral Source and Reason for Referral:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

II. PRESENTING PROBLEM

A. Chief Complaint (“Why are you requesting services at this time?” and “What do you hope to gain from counseling?”  Describe in client’s own words.)

B. Narrative Description of Nature and Extent of Problem (i.e., onset, duration, frequency, circumstances at time of onset, treatments attempted, what makes it better/worse, etc.)  Note:  If the problem is substance use, use the substance use history grid on the following page.

SUBSTANCE USE HISTORY

	Substance
	None
	Rarely (Less than once a month)
	Monthly (1-3 times a month)`
	Weekly (1-5 days a week)
	Daily 

(6-7 days a week)
	Age of Onset
	Mode

	Alcohol


	
	
	
	
	
	
	

	Marijuana


	
	
	
	
	
	
	

	Barbiturates/Sedatives (sleeping pills)


	
	
	
	
	
	
	

	Stimulants (Methamphetamine, speed)


	
	
	
	
	
	
	

	Tranquilizers (Valium, Librium, Ativan, Xanax)


	
	
	
	
	
	
	

	Hallucinogens (LSD, PCP, dust, aid, crystal)


	
	
	
	
	
	
	

	Painkillers (Percodan, Talwin, Codeine, Demerol)


	
	
	
	
	
	
	

	Opiates (Heroin, Dilaudid, Morphine)


	
	
	
	
	
	
	

	Cocaine (Crack)


	
	
	
	
	
	
	

	Inhalants

(Glue, paint, gasoline)


	
	
	
	
	
	
	

	Over-the-counter drugs (diet pills)


	
	
	
	
	
	
	

	Tobacco


	
	
	
	
	
	
	

	Caffeine


	
	
	
	
	
	
	


III.
PSYCHOSOCIAL HISTORY

A.   Household Members:



Name


Age
Relationship
Occupation
Education

1._____________________________________________________________________________

2._____________________________________________________________________________

3._____________________________________________________________________________

4._____________________________________________________________________________

5._____________________________________________________________________________

6._____________________________________________________________________________

7._____________________________________________________________________________

8._____________________________________________________________________________

B.   Family of Origin:



Name


Age
Relationship
Occupation
Education

1._____________________________________________________________________________

2._____________________________________________________________________________

3._____________________________________________________________________________

4._____________________________________________________________________________

5._____________________________________________________________________________

6._____________________________________________________________________________

7._____________________________________________________________________________

8._____________________________________________________________________________

C.   Current Family Functioning and General Family History (i.e., Identify life traumas--deaths, divorce, separations--identify social support; occupation, previous marriages, background; changes in family composition,etc)  “Who do you feel connected to in your life?”

	CLIENT


	FAMILY

	Have you ever had any kind of mental illness,  psychiatric involvement and/or therapy, history of hospitalizations or suicide attempts/gestures? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Has anyone in your family ever had any kind of mental illness, psychiatric involvement and/or therapy, history of hospitalizations or suicide attempts/gestures?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	

	Have you ever been the victim of domestic violence, or been a victim of or witness to a violent attack?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Has any one in your family been the victim of domestic violence, or been a victim of or witness to a violent attack?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	What are your current and past legal concerns?  (i.e., Arrest, warrants, gang involvement, jail or juvenile hall placement, police contact, diversion programs, custody disputes, lawsuits, or any others?)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	What are the current and past legal concerns of your family?  (i.e., Arrest, warrants, gang involvement, jail or juvenile hall placement, police contact, diversion programs, custody disputes, lawsuits, or any others?)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Have you ever been the victim of physical, sexual, emotional abuse and/or neglect?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Has anyone in your family ever been the victim of physical, sexual, emotional abuse and/or neglect?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	

	
	

	
	


III. MEDICAL HISTORY (include car accidents, traumatic injury, i.e., gun shot wounds, self-inflicted trauma, allergies, surgeries, head trauma, medications, loss of consciousness, pregnancies, abortions, sexual activity, AIDS, birth control)

	CLIENT


	FAMILY

	Current________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Current________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Past__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	Past__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
	


IV. DEVELOPMENTAL/EDUCATIONAL/WORK HISTORY (For child: planned pregnancy, exposure to toxins, complications, milestones (i.e., walk, talk, toilet training).  Current and past schools; grade level; past IEP; special education classes; past assessments; failed grades; suspensions/discipline; fights; truancy; absences; favorite/worst subjects; current grades; gang involvement/harassment; bring/witness weapons; peer/teacher relations, teased, etc.)
VI.   MENTAL STATUS EXAMINATION

Appearance:

Build:
Average   Slight    Husky

Height:
Average   Short   Tall

Age:   
Appears stated age   Appears younger than stated age
   Appears older than stated age

Posture:  Unremarkable   Rigid   Bored  

Gait:   
Unremarkable   Slow   Rapid

Grooming:   Unremarkable  Neat   Unkept   

Eyes:  Unremarkable   Averted   Closed   Glazed

Facial features:  Unremarkable   Anxious   Bored   Tearful   Angry    Fearful   Sad   Suspicious   Cheerful

Orientation:   Person   Place   Time 

Motor Activity:   Normal   Agitated   Lethargic   Other (describe):

Affect:   Appropriate   Constricted   Blunted   Flat   Labile   Elated   Sad   Expansive   Other:

Mood:   Euthymic   Dysphoric   Euphoric  Agitated   Fearful   Hostile  Other:

Speech:   Normal   Rapid   Pressured   Slow

Thought Processes:   Logical   Circumstantial   Blocking   Tangential   Looseness of Associations       Incoherence   Neologisms   Other:

Content:    Appropriate   Obsessions   Persecutions   Somatic   Ideas of Reference

Hallucinations:     Visual    Auditory    Olfactory  

Dellusions:

Suicidal:  Current   Past   Plan   Describe:______________________________________________________________________________________________________________________________________________________

Homicidal:   Current   Past   Plan   Describe:______________________________________________________________________________________________________________________________________________________

Risk of Harm to Self/Others:  Safe   Manageable   Moderate   Dangerous   Explain:_______________________________________________________________________________________________________________________________________________________

Memory:   Intact   Fair   Poor   Other:

Attention:   Hyperalert   Attentive   Distractible   Apathetic  Drowsy

Concentration (serial 7’s, spell “world” backwards):      

Consciousness:   Alert   Lethargic   Sleepy   Stupor

Estimated Intelligence:

Insight (Awareness of the nature of their illness/problems):   Good   Fair   Poor

V.  SUMMARY

A. Interviewers general impressions:


B.  Client’s goals and motivation:

C.   Client’s strengths and weaknesses (“What kinds of interests do you have?”  “What inspires you?”)   

VI. PROVISIONAL DSM-IV DIAGNOSIS:

Axis I:  

Axis II:

Axis III:

Axis IV:

Axis V:

VII. RECOMMENDATIONS

1.____________________________________________________________________________________

______________________________________________________________________________________

2.____________________________________________________________________________________

______________________________________________________________________________________

3.____________________________________________________________________________________

______________________________________________________________________________________

4.____________________________________________________________________________________

______________________________________________________________________________________

5.____________________________________________________________________________________

______________________________________________________________________________________

Mental Health Assessment Completed By (sign and print):_______________________________________

Date:__________________

Supervising Clinical Psychologist:__________________________________________________________

Date:__________________
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