Advanced Health Resources
Screening/Intake Assessment for Enhanced Benefits Services   
Client name:________________________  Medicaid number:______________________

Touchstone Residential Services

Intake Admission Assessment
(9-1-09)   
Client name:________________________  Medicaid number:_______________________


Date ______________________

Record # _____________________________

           (Same as Admission Date)
Social Security # _____________________ Phone number: ________________________

Mailing Address: __________________________________________________________



     __________________________________________________________

Client accompanied by_____________________________________________________
                         

  

NAME AND RELATIONSHIP
Copy of Medicaid Card?: Y/N


Consent Signed?: Y/N
	Date of Birth:

(month-day-year)
	Sex:

(Please check one)
	Unique ID:

(1st three letters of last name (maiden if female) 1st initial and date of birth (month-day-year)

	
	□ M         □ F     □ U


	

	                    Ethnicity:                                
	□ A=American                   □ M=Hispanic, Mexican American  □ H=Hispanic, Other     

□ N=Not Hispanic              □ P=Puerto Rican                              □ C=Cuban                                        □ U=Unknown

	                           Race:                                    
	□ B=Black                                    □ W=White     □ I=American Indian, Alaskan Native  

□ A=Asian or Pacific Islander    □ O=Other       □ U=Unknown

	Referral Source:
	□ 1=Self or no referral     □ 10=Family or Friend              □ 21=Nonstate residential/outpatient 

□ 22=State Facility          □ 23=Psychiatric Service   

□ 32=Non-residential treatment/habilitation program   □ 41=Private Physician   

□ 44=Nursing home board and care                                 □ 46=Veteran’s Administration   

□ 48=Other health care  □ 60=Community Agency        □ 71=Court, corrections, prisons  

□ 80=Schools                   □ 99=Other

	Primary Language:
	□ E=English  □ F=French  □ S=Spanish  □ L=Sign Language  □ O=Other  □ N=None  

□ U=Unknown


Reason(s) for seeking services and goals for treatment (Presenting Needs):
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Biological / Developmental and Medical 
Sleep:    

  FORMCHECKBOX 
  Normal    FORMCHECKBOX 
 Increased    FORMCHECKBOX 
 Decreased     FORMCHECKBOX 
  Restless.  
Appetite:  

  FORMCHECKBOX 
  Normal    FORMCHECKBOX 
  Increased   FORMCHECKBOX 
  Decreased.  
Sexual Behavior:    
  FORMCHECKBOX 
  Appropriate    FORMCHECKBOX 
  Inappropriate    FORMCHECKBOX 
 N/A   


Other/Additional Information:_______________________________________________
Encopresis:   

  FORMCHECKBOX 
  Not present     FORMCHECKBOX 
  Present and   FORMCHECKBOX 
 Increased      FORMCHECKBOX 
  Decreased

Enuresis:   

  FORMCHECKBOX 
  Not present     FORMCHECKBOX 
  Present and   FORMCHECKBOX 
 Increased      FORMCHECKBOX 
  Decreased
Weight change:   
  FORMCHECKBOX 
 None     FORMCHECKBOX 
  Increase in past _____ days/ weeks/ months




  FORMCHECKBOX 
  Decrease in past _____ days / weeks/ months
Auditory:  

        FORMCHECKBOX 
 No Impairment    FORMCHECKBOX 
 Hearing Loss in ___ Right Ear, ___ Left Ear, ___ Both


        FORMCHECKBOX 
  Uses hearing aid or other hearing device, if checked give more information


__________________________________________________________________


__________________________________________________________________ 
Visual:  

  FORMCHECKBOX 
 No impairment     FORMCHECKBOX 
  Farsighted     FORMCHECKBOX 
 Nearsighted     FORMCHECKBOX 
 Glasses     FORMCHECKBOX 
  Contacts


Additional Information:______________________________________________
Significant Medical Information: 

 FORMCHECKBOX 
  Asthma.   FORMCHECKBOX 
  High Blood Pressure.  

 FORMCHECKBOX 
  Heart Conditions.   FORMCHECKBOX 
  Physical Disability.  FORMCHECKBOX 
  Pregnant.  FORMCHECKBOX 
  Seizures.  FORMCHECKBOX 
  Diabetes  
 FORMCHECKBOX 
  Traumatic Brain Injury or Head Trauma     FORMCHECKBOX 
  Dental needs. 
Other/Additional Information: _________________________________________

__________________________________________________________________
Date of Last Physical Exam:_________________________________________________

Allergies:________________________________________________________________

Current Medical Provider:__________________________________________________
Date / Results of last TB skin test:____________________________________________

Date / Results of HIV test:__________________________________________________

Current Medications and Prescribing MD:______________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________

Past Medications:_________________________________________________________


__________________________________________________________________


__________________________________________________________________


__________________________________________________________________

Previous Hospitalizations &/or Surgeries:______________________________________

__________________________________________________________________
__________________________________________________________________
ADDITIONAL INFORMATION RELEVENT TO BIOLOGICAL / MEDICAL HISTORY: 

B. Psychological –significant stressors impacting the individual’s functioning, ability to deal 
with stressful situations in the past, client’s vulnerabilities and factors supporting resiliency.  Include history of mental health treatment (e.g., inpatient, outpatient, medications) and response to treatment.
Emotional Health/Current Symptoms

 FORMCHECKBOX 
 Depression, Adjustment problems

 FORMCHECKBOX 
 Suicide/Self harm
            FORMCHECKBOX 
  suicidal ideation  FORMCHECKBOX 
 plan   FORMCHECKBOX 
  intent   FORMCHECKBOX 
  means   FORMCHECKBOX 
  self-injurious behavior   FORMCHECKBOX 
 Other harmful behavior
 FORMCHECKBOX 
 Stress, Anxiety

 FORMCHECKBOX 
 Trauma

 FORMCHECKBOX 
 Mania

 FORMCHECKBOX 
 Psychosis

 FORMCHECKBOX 
 Cognitive Impairment

 FORMCHECKBOX 
 Substance Abuse/Use
 FORMCHECKBOX 
  Behaviors: 


 FORMCHECKBOX 
fire setting    FORMCHECKBOX 
abuse to animals    FORMCHECKBOX 
physically aggressive    FORMCHECKBOX 
verbally aggressive   

 FORMCHECKBOX 
running away    FORMCHECKBOX 
impulsivity    FORMCHECKBOX 
lying    FORMCHECKBOX 
stealing    FORMCHECKBOX 
other:_________________________________
Additional information:___________________________________________________________    
 FORMCHECKBOX 
 Other concerns related to emotional health:

 FORMCHECKBOX 
loss/grief difficulties    FORMCHECKBOX 
low self-esteem    FORMCHECKBOX 
anger issues   FORMCHECKBOX 
other:_____________________________


Additional information:___________________________________________________________
Hx of Mental Health Treatment


Outpatient (Describe): _____________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Inpatient (Describe): ______________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Hx of Trauma: 


 FORMCHECKBOX 
  Assault   FORMCHECKBOX 
  Rape     FORMCHECKBOX 
 Shooting   FORMCHECKBOX 
  Physical abuse as a child    FORMCHECKBOX 
  Spousal Abuse   


           
 FORMCHECKBOX 
 Auto Accident           FORMCHECKBOX 
 Robbery    FORMCHECKBOX 
Sexual abuse as a child  

Clarification or other:________________________________________________________

D. Familial –family supports, family history of mental illness, significant events from client’s history in relation to their family (e.g., abuse, neglect, adoption), and strengths and vulnerabilities with regard to current family situation.

Family History of Substance Abuse:   FORMCHECKBOX 
  Unknown    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   Describe:___________________

__________________________________________________________________________________________________________________________________________________________________________________________

Family History of Mental Illness:   
 FORMCHECKBOX 
  Unknown    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   Describe: _____________________
_____________________________________________________________________________________________
______________________________________________________________________________

Family History of Legal Problems:   FORMCHECKBOX 
  Unknown       FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No   Describe: ____________________
__________________________________________________________________________________________________________________________________________________________________________________________
Specific Family of Origin History:


Number of Siblings
Sisters______________   Brothers_______________


Client Sibling Order
        FORMCHECKBOX 
  Oldest    FORMCHECKBOX 
 Middle  
     FORMCHECKBOX 
 Youngest   Other: _____________


Who Raised/Raising Client:  FORMCHECKBOX 
  Parents   FORMCHECKBOX 
 Grandparents   FORMCHECKBOX 
 Foster Parent   Other __________

Parent/Caretaker    FORMCHECKBOX 
  Separated    FORMCHECKBOX 
  Divorced   FORMCHECKBOX 
 Married    FORMCHECKBOX 
  Unmarried    FORMCHECKBOX 
  Deceased


Age client left home: _______________________

Does Client have any good or positive relationships from his/her family?  If yes, who? _______________

_____________________________________________________________________________________
ADDITIONAL INFORMATION RELEVENT TO FAMILIAL HISTORY:
E. Social –social history and current situation with regard to education, vocation, significant relationships (either positive or negative), involvement in the community and ability to make satisfactory adjustments in independent living, recreation activities, hobbies.
Education History:

Highest Level of Education Completed: _______________________________________


Current Grade/School:_____________________________________________________

Special Education / IEP: ___________________________________________________


Attitude Towards School: __________________________________________________


Other: __________________________________________________________________

Employment History:


     FORMCHECKBOX 
 Currently Employed    FORMCHECKBOX 
 On Disability    FORMCHECKBOX 
 Frequently Fired
      FORMCHECKBOX 
 Unemployed   FORMCHECKBOX 
 Desires Employment    FORMCHECKBOX 
 Desires change in employment              

      FORMCHECKBOX 
 Retired            FORMCHECKBOX 
 Military                         FORMCHECKBOX 
 Desires Vocational Training    FORMCHECKBOX 
 Student                                       
Clarify Vocational History: _______________________________________________________

Financial:


  
 FORMCHECKBOX 
  Medicaid/Medicare/Private Insurance
          FORMCHECKBOX 
  Stable Income

 FORMCHECKBOX 
 Stable Employment   FORMCHECKBOX 
 Needs food assistance  FORMCHECKBOX 
 Needs financial assistance
 FORMCHECKBOX 
  Needs financial/budgeting skills   Comments:__________________________

Relationship Information:



 FORMCHECKBOX 
 Single   
 FORMCHECKBOX 
 Married   
 FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
 Widowed

   
 FORMCHECKBOX 
 Annulled   
 FORMCHECKBOX 
 Domestic Partners
Environmental/Client lives with:  
 FORMCHECKBOX 
  Stable housing    FORMCHECKBOX 
  Safe housing 
 FORMCHECKBOX 
 Safe neighborhood/community     FORMCHECKBOX 
  Biological Parent(s)    

 FORMCHECKBOX 
 Foster Parent(s)      FORMCHECKBOX 
  Family Member      FORMCHECKBOX 
  Other relatives  
 FORMCHECKBOX 
 Staffed home/facility (level) _________Comments/Other: ________________ _________________________________________________________________
Children:


 FORMCHECKBOX 
 None      FORMCHECKBOX 
 Male   How Many? _________     Ages? ___________   



 FORMCHECKBOX 
 Female    How Many? ________    Ages? ___________


 


Other ____________________________________________

Relationship Problems   


 FORMCHECKBOX 
 None Known    FORMCHECKBOX 
Conflicts, with whom? ________________


 FORMCHECKBOX 
 No Friends        FORMCHECKBOX 
 Running away from home    FORMCHECKBOX 
 Family Desertion  

 

 FORMCHECKBOX 
 Separation or Divorce    FORMCHECKBOX 
Visitation or Custody Dispute    FORMCHECKBOX 
 Child Neglect



 FORMCHECKBOX 
 Child Abuse   
      FORMCHECKBOX 
 Death in Family   FORMCHECKBOX 
 No significant relationships.



Clarify or Other: ___________________________________________________



(Map relationships on People Map)

Community Involvement:



 FORMCHECKBOX 
 Church / Synagogue           FORMCHECKBOX 
 Civitan Organizations  

 FORMCHECKBOX 
 Volunteer Organizations    FORMCHECKBOX 
 Recreation Leagues    FORMCHECKBOX 
School Extracurricular Activities   
Clarify or Other: __________________________________________________________


Hobbies or Special Interests: _______________________________________________
F. Legal Status (e.g., juvenile court involvement/history, adult court involvement/history, illegal behavior, pending charges, probation):


 FORMCHECKBOX 
 No Known Legal Problems

 FORMCHECKBOX 
 Past Legal Problems __________________________________________________


________________________________________________________________



________________________________________________________________


 FORMCHECKBOX 
 Current Legal Problems ________________________________________________



________________________________________________________________

Probation officer and phone number:________________________________________________
ADDITIONAL INFORMATION
Other agencies currently working with client?      NO     YES (if yes, list and obtain releases)

Treatment acceptance

Does client acknowledge problem(s)? 
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
Does client recognize need for treatment? 
 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
  No, then explain:_________________
Is client confident in MH services? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No
Is client a good treatment candidate? 

 FORMCHECKBOX 
 Yes
    FORMCHECKBOX 
 No
PEOPLE MAP
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Complete this section for consumers with Developmental Disabilities:


1 = Independent, 2 = Minimal Verbal Prompting, 3 = 2 or more VP, some Physical Assistance,


4 = Mostly Physical Assistance, 5 = Total Assistance / Hand over hand
Daily Living Skills

Personal Care 





 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Ability to care for Personal Space  


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can feed self 




 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can prepare simple meal 


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can make a purchase in the community 
 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Communication skills


Individual uses 50 or more words


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can follow multiple step directions

 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can express wants/needs clearly

 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can answer Who, What, When, 
Where and Why questions?


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can read/write



 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Social Skills


Maintains eye contact when speaking or being 
spoken to




 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual engages in reciprocal play / conversation
 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual has friends / peer group


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual follows rules of school/work/home

 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can climb stairs



 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can run/jump




 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Fine Motor Skills


Individual can pick up small object with thumb 
and fingers




 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can transfer object from one hand 
to the other




 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can cut with a pair of scissors


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Health / Safety Skills


Individual knows address/phone number


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual can recognize emergency situations

 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5

Individual knows how to dial 911


 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Decision making Skills


Individual can make complex choices/decisions 
for self





 FORMCHECKBOX 
1      FORMCHECKBOX 
2      FORMCHECKBOX 
3      FORMCHECKBOX 
4      FORMCHECKBOX 
5
Additional Needs / Information: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recommendations:
Client would benefit from education in the following areas (check all that apply):
 FORMCHECKBOX 
Social skills

 FORMCHECKBOX 
Communication skills

 FORMCHECKBOX 
Anger management skills

 FORMCHECKBOX 
Coping skills

 FORMCHECKBOX 
Parenting skills

 FORMCHECKBOX 
Interpersonal/Relational skills

 FORMCHECKBOX 
Behavior Management skills

 FORMCHECKBOX 
Impulse Control 

 FORMCHECKBOX 
Other __________________________________________________________



 FORMCHECKBOX 
Other __________________________________________________________

Contact was made for the specific purpose of arranging for appropriate services and lead to effective service delivery.  This form serves as the documentation/service note.

Total Time: ____________________

Printed Name of QP:___________________________________________________

Signature:____________________________________________________________

Date:________________________________________________________________

Disposition:
 FORMCHECKBOX 
 There is known or suspected MH, SA, and/or DD Diagnosis OR

 FORMCHECKBOX 
 Initial Screening/Intake Assessment Information indicates a need for additional MH/SA/DD 

treatment supports OR

 FORMCHECKBOX 
 Person does not meet Entrance Criteria.  Person was referred to_____________________


_____________________________________________________________________


_____________________________________________________________________
Recipient of Services


_________
























































Legend:





�  Direction the relationship flows.  Could point either direction if the 


  relationship is one sided with communication


�  Both parties communicate with one another and relationship is 


              Positive.


 IIIIII     Relationship is tense and limited communication or communication is 


              negative.
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