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Associates in Behavioral Health

314-909-8484

Client’s Name: _________________________________________
Date/Time of Assessment_____________________________________
Legal Status:   ☐ Adult, No guardian     ☐ Adult with Guardian      ☐ Minor/Legal Guardian: ________________________
Referred by: __________________________________________________________________________________________________________________
List other parties (family, friends, etc) participating in assessment. (Indicate information on assessment gathered from source other than the client) ________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Presenting need (Why are you choosing to seek services at this time) _______________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

FAMILY 
	PERSON
	AGE
	GENDER
	ALIVE / DECEASED
	IN TOWN / OUT OF TOWN
	SUPPORTIVIE
	HISTORY OF MENTAL ILLNESS

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Trauma History

Physical abuse?
☐ Yes
☐ No
Comment ________________________________________________________________________
Sexual abuse?

☐ Yes
☐ No
Comment ________________________________________________________________________
Emotional abuse?
☐ Yes
☐ No
Comment ________________________________________________________________________
Neglect?

☐ Yes
☐ No
Comment ________________________________________________________________________
Client’s experience as perpetrator of abuse _______________________________________________________________________________
LIVING ENVIRONMENT 

☐Rent 

☐Mortgage  
☐Other ____________________________________________________________
☐ Alone
☐ with Others ___________________________________________________________________________________________

☐ Stable
☐ Unstable

☐ Safe

☐ Unsafe __________________________________________________________________________________________________

☐ Satisfied with living environment 
    or
☐ Would like change___________________________________________________

Sexual History

Sexually Active ☐ Yes
☐ No   


Sexual Orientation ☐Heterosexual ☐Homosexual ☐Bisexual ☐Asexual 

☐ Satisfied with current sexual orientation and/or partner
☐ would like change_________________________________

☐ Problems _________________________________________________________________________________________________________________

CHILDHOOD

Supportive/Strengths_______________________________________________________________________________________________________

Significant events (Positive and Negative) ________________________________________________________________________________

Trauma _______________________________________________________________________________________________________________________

EDUCATIONAL 

☐ Highest grade achieved __________________________________________________________________________________________________

☐ School performance/grades ____________________________________________________________ 
Literate   ☐ Yes   ☐ No

☐ Educational goals ________________________________________________________________________________________________________

☐ Learning Challenges _____________________________________________________________________________________________________

Financial/Employment Circumstances (Vocational Needs Screen)

☐ Unemployed

☐ Employed ______________________________________________________________________________
☐ Years employed ____________________________________ Plans for retirement ____________________________________________
☐ Job Satisfaction ___________________________________________________________________________________________________________
☐ Financially stable
☐ Unstable ________________________________________________________________________________________
☐Financial assistance from ______________________________________________________________________
☐ Able to pay bill each month _____________________________________________________________________________________________
☐Would like job change ____________________________________________________________________________________________________
SOCIAL ENVIRONMENT / LEISURE / RECREATION

☐ Inactive
☐ Participates in regular activities_______________________________________________________________________

☐ Supportive friends
☐ Family only ☐ Most of time alone

☐ Satisfied with social environment/Use of leisure time/recreation or ☐ Would like change______________________

CULTURAL ENVIRONMENT 

☐ Client’s view of culture (ethnic, social, sub-cultures) _________________________________________________________________

☐ Culture supports seeking help

☐ Yes
☐ No ___________________________________________________________

☐ Satisfied with cultural environment or 
☐ Would like change___________________________________________________

RELIGION / SPIRITUAL 

☐ Can state spiritual beliefs
Religion_______________________________________
☐ Denies spiritual beliefs


☐ Inactive

☐ Participates in regular activities______________________________________________________________

☐ Satisfied with religion/spiritual life or

☐Would like change __________________________________________

MILITARY 

☐ None      ☐ Branch_______________________    Time In_________________________    ☐ Discharge____________________________
☐ Coping with experience__________________________________________________________________________________________________
☐ Considers experience a strength ________________________________________________________________________________________
LEGAL 
Have you ever been arrested

☐ Yes
☐ No

Currently on probation/parole   ☐ Yes      ☐ No

Time in jail/prison/detention

☐ Yes
☐ No

Pending legal problems             
   ☐ Yes     ☐ No

Civil Lawsuits



☐ Yes   ☐ No

Power of Attorney


☐ Yes   ☐ No

Name: __________________________________________________
Bankruptcy



☐ Yes   ☐No  

Discharged: ____________________ Year: ________________
Comments: ___________________________________________________________________________________________________________________
MOOD ALTERING CHEMICAL USE/ADDICTION SCREENING
Have you ever felt you should cut down on your drinking/drug use

☐ Yes

☐ No

Have people annoyed you by criticizing your drinking/drug use

☐ Yes

☐ No

Have you ever felt bad or guilty about your drinking/drug use

☐ Yes

☐ No

Have you ever had a drink/used first thing in the morning to steady your nerves or to get rid of a hangover (eye opener)
☐ Yes
☐ No
History of other addictive behaviors (eating, gambling, sexual addictions, shopping, other) 
________________________________________________________________________________________________________________________________

Longest Period of Abstinence:  __________ Months
__________ Years
Support Groups: _____________________________________________________________________________________________________________
	Type
	Amount
	Frequency
	Duration
	Method
	Last Used
	Age of First use

	Alcohol
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	

	Heroin/Narcotics
	
	
	
	
	
	

	Amphetamines
	
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	
	

	Hallucinogens
	
	
	
	
	
	

	Nicotine
	
	
	
	
	
	

	Others
	
	
	
	
	
	

	Addictions (sex, gambling, etc.)
	
	
	
	
	
	

	Prescription Medications
	
	
	
	
	
	


HISTORY OF EMOTIONAL / BEHAVIORAL FUNCTIONS

	
	
	BEHAVIOR
	ONSET/

DURATION
	FREQUENCY

	Self Mutilation
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Hallucinating
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Delusional or Paranoid
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Mood Swings
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Recurrent or Intrusive Recollections of Past Events
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Lack of Interest/Pleasure
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Feelings of Sadness/Hopeless/

Isolation/Withdrawal
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Decreased Concentration/Energy/
Motivation
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Anxiety
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Crying Spells
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Appetite Change
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Sleep Change
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Unable to Function at School/Work
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Inability to Control Thoughts 
or Behaviors/Impulses
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Irritability or Agitation
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Reckless Behavior/Fighting/

Fire Setting
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Stealing/Shoplifting/

Lying
	☐ Current   

☐ Previous   ☐ Denies
	
	
	

	Cruelty to Animals
	☐ Current  

☐ Previous   ☐ Denies
	
	
	

	Aggression
	☐ Current   

☐ Previous   ☐ Denies
	
	
	


BEHAVIORAL HEALTH TREATMENT HISTORY

	DATE
	PROGRAM/FACILITY
	PROVIDER
	RESPONSE TO TREATMENT

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


MENTAL STATUS EXAM

Orientation   

☐ Person     ☐ Place     ☐ Time     ☐ Situation  

Olfactory/Tactile Hallucinations?    ☐ Yes ☐ No




Explain: _____________________________________________________________________________________________________________________________________________________________
Self Care


☐ Decreased ADL’s   ☐ Decreased Interest/Pleasure in Activities 




☐ Change in Appetite ☐ Increase ☐ Decrease     ☐ Weight Loss/Gain __________________________



Explain: _____________________________________________________________________________________________________________________________________________________________
Sleep


☐ Normal     ☐ Insomnia     ☐ Hyper-somnia     ☐ Nightmares     ☐ Interrupted     ☐ Change in Sleep

                                  

 Explain: _____________________________________________________________________________________________________________________________________________________________

General Appearance
☐ Normal     ☐ Well Groomed    ☐ Disheveled    ☐ Inappropriate    ☐ Bizarre    ☐ Poor Hygiene   



Explain: _____________________________________________________________________________________________________________________________________________________________

Attention

☐ Good     ☐ Fair     ☐Easily Distracted     ☐ Highly Distracted




Explain: _____________________________________________________________________________________________________________________________________________________________
Affect


☐ Normal    ☐Appropriate     ☐ Labile     ☐ Flat     ☐ inappropriate     ☐ Episodic Crying    



Explain: _____________________________________________________________________________________________________________________________________________________________

Mood


☐ Normal     ☐ Depressed     ☐ Anxious    ☐ Euphoric ☐ Dysphoric



Explain: _____________________________________________________________________________________________________________________________________________________________

Motor Activity

☐ Normal   ☐Agitation    ☐ Tremor   ☐ Tics    ☐ Posturing   ☐ Slowed Movement   ☐ Pacing    
☐Restlessness    ☐ Calm      ☐ Hyperactive
☐ Agitated   ☐ Muscle Spasms 
Explain:

_____________________________________________________________________________________________________________________________________________________________

Speech
☐ Normal    ☐ Fast    ☐ Reduced   ☐ Pushed   ☐ Slow   ☐ Loud    ☐Soft   ☐ Mute   ☐Slurred   ☐Trembling

Explain:
 ____________________________________________________________________________________________________________________________________________________________
Behavioral
☐ Cooperative  ☐ Angry   ☐ Irritable  ☐ Hostile   ☐ Silly   ☐ Withdrawn  ☐ Evasive  ☐ Passive  ☐Aggressive  ☐Self Mutilation   ☐Dramatic   ☐ Manipulative   ☐ Dependent  ☐Uncooperative   
☐ Demanding   ☐ Negative   ☐ Oppositional/Defiant ☐ Cruelty to Animals    ☐Stealing/Shoplifting/Lying




Explain: _____________________________________________________________________________________________________________________________________________________________
Flow of Thought

☐ Normal ☐Indecisive   ☐ Circumstantial ☐Tangential   ☐Flight of Ideas   ☐Loose Association 
☐Blocking   









Explain:
_____________________________________________________________________________________________________________________________________________________________
Content of Thought
☐ Normal      ☐Reality     ☐Obsessive     ☐ Delusional     ☐ Ideas of Reference    ☐Grandiose    ☐Organized




☐Compulsion     ☐Paranoia     ☐Hallucination     ☐ Phobic     ☐ Panic Attacks     ☐ Worthlessness     ☐ Guilt




Explain: 
_____________________________________________________________________________________________________________________________________________________________ 

Memory


☐ Normal     RECENT:  ☐ Good     ☐ Impaired

PAST:  ☐ Good    ☐Impaired




Explain: _____________________________________________________________________________________________________________________________________________________________

Intellect


☐ Normal     ☐Above     ☐Below     ☐Poor Abstraction




Explain

_____________________________________________________________________________________________________________________________________________________________

Judgment/Insight

☐ Good     ☐Fair     ☐ Poor



Explain: _____________________________________________________________________________________________________________________________________________________________

Depression Self-Report Rating
(none) 0 ----------------10 (severe)


Anxiety Self-Report Rating
(none) 0 ----------------10 (severe)
Anger



(none) 0 ----------------10 (severe)
Death Wishes 


(none) 0 ----------------10 (severe)
Suicidal thoughts 

(none) 0 ----------------10 (severe) Plan/ Intent_____________________________________________________________
Homicidal Thoughts 

(none) 0 ----------------10 (severe) Plan / Intent____________________________________________________________
CURRENT MEDICATION 
(Medication Compliance)

 ☐ Yes 
☐ No  Explain: ______________________________________________
	Medication
	Reason for Medication
	Dosage
	Frequency
	Prescribed by

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Allergies:__________________________________________________________________________________________________________________________________

CURRENT PROVIDERS: 
Psychiatrist: _______________________________________________________________ 
Phone: _____________________________________________
Primary Care Physician: __________________________________________________
Phone: _____________________________________________ 
Therapist: __________________________________________________________________
Phone: _____________________________________________
Community Caseworker: ________________________________________________  
Phone: _____________________________________________
Support Groups: __________________________________________________________________________________________________________________________
PATIENT’S GOAL FOR TREATMENT: _________________________________________________________________________________________________
1:___________________________________________________________________________________________________________________________________________
2:___________________________________________________________________________________________________________________________________________

3:___________________________________________________________________________________________________________________________________________4:___________________________________________________________________________________________________________________________________________

5:___________________________________________________________________________________________________________________________________________

CLINICAL SUMMARY

AXIS I: _____________________________________________________________________________________________________________________________________
AXIS II: ____________________________________________________________________________________________________________________________________
AXIS III: ___________________________________________________________________________________________________________________________________
AXIS IV: ___________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________

THERAPIST SIGNATURE
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