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Initial Assessment

INITIAL ASSESSMENT

1. Demographic

CMHSP Staff Standard Statement:  
Confidentiality, Right to Second Opinion Request, HIV risks/STD/Pregnancy Information, Recipient Rights Brochure.

□   Above information has been discussed/provided to the caller. (MH/SA client only)

Date of Intake:



Time of Intake:

□
Caller is Consumer:


Callers Name (if not Consumer):

Is this Intake Face to Face? 

□Yes

□ No

Call Regarding:

Reason for Request: 
Consumer Information

Last Name:


First Name:


MI:

Consumer ID:

Address:




City:


State:

Zip:

Home Phone:
                    
County of Residence:

Alternate Phone:

Date of Birth:


SSN:



Medicaid Identifier:

AKA or other information that can be used to search for a consumer:

Gender:


□  Male

□  Female


Marital Status:

□  Never Married
□  Married/ Cohabitating






□  Separated

□  Widowed
□  Divorced

Race:

□  Native American

□  White

□  Multi-Racial


□  Asian/Pacific Islander
□  Hispanic

□  Other/Unknown


□  African American/Black
□  Arab American
□  Refused to Provide Info

Ethnicity:
□  Puerto Rico

□  Cuban
□  Arab/Chaldean
□  Mexican



□  Other Hispanic
□  Other

Primary Spoken Language:




Religion:

Veteran Status:

□  Yes

□  No

□  Unknown

Emergency Contact Information:

	Primary:
Name:



Relationship to Client:



Home Phone:


Work Phone:

Cell:

Pager:

	Secondary:
Name:



Relationship to Client:



Home Phone:


Work Phone:

Cell:

Pager:


Referral Source:



Additional Information:

2. Medical Information

Consumer has Primary Physician:

□  Yes      
□  No

If yes, Physician Name:


Phone:


Last Seen:

Are you Pregnant?



□  Yes

□  No

If yes, was interim service offered?

□  Yes

□  No

If yes, explain:

Current Medical Problems:

CMHSP Prescribed Medications:
Drug Name:



Prescribed by:


Instructions:

Drug Name:



Prescribed by:


Instructions:

Drug Name:



Prescribed by:


Instructions:

Drug Name:



Prescribed by:


Instructions:

Other Medications:

Drug Name:



Strength:



Instructions:

Drug Name:



Strength:



Instructions:

Drug Name:



Strength:



Instructions:

Drug Name:



Strength:



Instructions:

HELPS Brain Injury Screening Tool

Have you ever hit your head or been hit on the head?
□Yes

□No

(Prompt client for all incidents that may have occurred at any age, even those that did not seem serious: vehicle accidents, falls, assault, abuse, sports, etc. Screen for domestic violence and child abuse. A TBI can also occur from violent shaking of the head, such as whiplash or being shaken as a child)

Were you ever seen in the emergency room, hospital, or by a doctor because of an injury to your head?






□  Yes

□  No

Many people are seen for treatment. However, there are those who cannot afford treatment, or who do not think they require medical attention.
Did you ever lose consciousness or experience a period of being dazed and confused?








□  Yes

□  No

While significant in helping to determine the extent of the injury, many people with minor brain injury may not lose consciousness, yet still have difficulties as a result of their injury.

Do you experience any of these problems in your daily life?







□  Yes

□  No

Other problems may include: visual, auditory, sensory impairments, paralysis, weakness of any extremity, balance problems, fatigue, apathy, silliness, impulsivity, mood swings, irritability, decreased self-awareness, decreased ability to learn new information or retrieve old information, shift from one topic to another, set goals or plan tasks, monitor own behavior and difficulty with abstract thinking.


□  headaches
□  difficulty reading, writing, calculating

□  dizziness
□  poor problem solving

□  anxiety

□  difficulty performing your job/school work

□  depression
□  change in relationships with others

□  difficulty concentrating




□  poor judgment (being fired from job, arrests, fights)

□  difficulty remembering
Any significant sicknesses?




□  Yes

□  No

Traumatic brain injury implies a physical blow to the head, but acquired brain injury may also be caused by medical condition, such as: brain tumor, meningitis, stroke, heart attack, seizures, high fever, etc. Also screen for instances of oxygen deprivation such as near drowning or near suffocation.

3. Financial Information

Status of Entitlement (Funding Source):

Type:




Status:

Self Pay Information:


Commercial Health Care
□ Eligible
□ Not Eligible


Medicare


□ Eligible
□ Not Eligible


Medicaid


□ Eligible
□ Not Eligible


Habilitation supports waiver
□ Eligible
□ Not Eligible


Adoption Subsidy

□ Eligible
□ Not Eligible


SDA, SSI, SSDI

□ Eligible
□ Not Eligible


MI Child Program

□ Eligible
□ Not Eligible


Medicaid Children’s Waiver
□ Eligible
□ Not Eligible


ABW



□ Eligible
□ Not Eligible

Recipient ID#


MI Child ID#

Insurance Policies

	Type
	Policy Holder
	Policy/

Contract #
	Other Info
	Effective Date

	
	
	
	Deductible:

Copay:
	

	
	
	
	Deductible:

Copay:
	

	
	
	
	Deductible:

Copay:
	

	
	
	
	Deductible:

Copay:
	


4. Guardian/Parent

Guardian/Custody Status

	
	Issue
	If yes, please explain
	Contact Name
	Phone #

	Guardian
	□ Yes  □  No
	
	
	

	Custody
	□ Yes  □ No
	
	
	

	Payee
	□ Yes  □ No
	
	
	

	Foster Parent
	□ Yes  □ No
	
	
	


Family Information

	Child’s first name and last initial only
	Age
	Child’s Gender
	Who does the child live with
	Biological Child
	Biological Parent first name and last initial

	
	
	□ M  □ F
	
	□ Y  □ N
	

	
	
	□ M  □ F
	
	□ Y  □ N
	

	
	
	□ M  □ F
	
	□ Y  □ N
	

	
	
	□ M  □ F
	
	□ Y  □ N
	

	
	
	□ M  □ F
	
	□ Y  □ N
	


Additional Family Information:

5. Residential, Education & Employment

Residential Living Arrangement:

          □ Homeless
 



□ General Residential Home


          □ Private Residence with Family
□ Prison/Jail/Juvenile Detention Center
          □ Private Residence Alone

□ Private Residence w/Roommate/Housemate

          □ Foster Family Home


□ Institutional Setting

          □ Nursing Care Facility

□ Supported Independence Program 

          □ Specialized Residential Home
    (SLP)/Deleted (AIS/MR)

          □ Other
Education:
Highest Level Attended:    
□ K-12






□ Completed less than HS



□ Completed HS/Special Ed/GED



□ Training Program





□ Special Ed



□ Undergraduate





□ College Graduate

School Name and Location:
Number of Years of Education (e.g. 4 years of college = 16):

Currently in Training/Education?

□  Yes

□  No

If Yes:




□ In Training Program



□ In Special Education




    □ Emotionally Impaired (EI)




    □ Cognitive Impaired (CI)




    □ Severely Multiply Impaired (SXI)




    □ Autistic Impaired (AI)




    □ Health Impaired





    □ Not Applicable



□ Is Attending Undergraduate College




□ Other

Employment Status


□ Employed full time (30+ hrs/week)

□ Sheltered workshop or work services 








participant

□ Employed part time (<30 hrs/week)
□ In Supported Employment only

□ Unemployed – looking or on layoff
□ In Supported & Competitive 









Employment

□ Not in the competitive labor force

□ N/A (child)





□ Retired




□ Unreported

If employed, occupation:

6. Legal

 Legal Status

□ Refused to give any information 
□ Not under Jurisdiction



□ In prison



□ Awaiting Trial


□ In Jail



□ Awaiting Sentencing


□ Paroled from Prison


□ Minor (under 18) Referred by 










Court


□ Probation from Jail


□ Arrested and Booked


□ Juvenile Detention Center

□ Diverted from arrest or booking


□ Court Supervision 


□ No status w/correction system

Describe type of involvement, PO, Court Date, Offense:

Drug Court Client:

□  Yes

□  No

Arrest History

	
	6 Months
	5 Years

	Total Arrests
	
	

	Possession/Sales
	
	

	DUI/DWI
	
	


Narrative:

7. Presenting Problems

Presenting Problem(s)/Disability:

History of Presenting Problem(s)/Disability:

8. Bio-Psycho-Social Development & History

Narrative:

Include developmental milestones, family of origin, educational background, past & current significant events, past & current significant relationships and supports, and current living situation.
9. Risk Assessment

	Danger to
	Past
	Current
	Please Explain

	Self
	□ Ideation
□ Intent
□ Plan
□ None
□ Action
	□ Ideation

□ Intent

□ Plan

□ None

□ Action
	

	Others
	□ Ideation

□ Intent

□ Plan

□ None

□ Action
	□ Ideation

□ Intent

□ Plan

□ None

□ Action
	

	Property
	□ Ideation

□ Intent

□ Plan

□ None

□ Action
	□ Ideation

□ Intent

□ Plan

□ None

□ Action
	


Other Safety Issues:
Include vulnerability to abuse/neglect/exploitation; knowledge of health and safety issues, medication compliance/use of others’ medication, risk of practicing unsafe sex, etc.

10. Needs Assessment

A. Personal/Self-Care
     
□ Does Independently

□ Does With Natural Supports

□ Needs Help With

□ Does With Paid Supports
     Describe:

B. Medication Management

     
□ Does Independently

□ Does With Natural Supports

□ Needs Help With

□ Does With Paid Supports
     Describe:

C. Transportation

     
□ Does independently

□ Does With Natural Supports

□ Needs Help With

□ Does With Paid Supports
     Describe:

D. Independent Living Skills (shopping, laundry, cleaning)


□ Does independently

□ Does With Natural Supports


□ Needs Help With

□ Does With Paid Supports

     Describe:

E. Access to Health Care/Medical Issues


□ Does independently

□ Does With Natural Supports


□ Needs Help With

□ Does With Paid Supports

     Describe:

F. Financial/Money Management

    
 □ Does Independently
□ Does With Natural Supports


 □ Needs Help With

□ Does With Paid Supports

     Describe:

G. Education/Vocational/Specific Learning Needs

     
□ Does Independently

□ Does With Natural Supports


□ Needs Help With

□ Does With Paid Supports

     Describe:

H. Hobbies, Interests, Recreation, Plan, Likes/Dislikes

     
□ Does Independently

□ Does With Natural Supports


□ Needs Help With

□ Does With Paid Supports

     Describe:

I.  Social Support/Other Community Providers

     
□ Does Independently

□ Does With Natural Supports


□ Needs Help With

□ Does With Paid Supports

     Describe:

11. Cultural Considerations

Identify Components of Consumer’s Cultural Identity

e.g. race, ethnicity, religion, socio-economic group, language issues, family traditions, age group, educational background, employment-vocation-avocation, homelessness, sexual orientation, literacy, physical disability, mental illness, developmental disability, etc.

Impact

How might each affect the consumer’s expectations regarding being the victim of discrimination, comfort in pursuing mental health services in general, amenability to specific types of services/programs/modalities, willingness/ability to work with specific types of workers, interest in particular types of outcomes, comfort with various kinds of natural supports, etc.

12. Developmental Disabilities

A. Nature of Support System

□ Family/Friends not involved
□ Family/Friends provide no assistance
□ Family/Friends provide limited assistance
□ Family/Friends provide moderate assistance
□ Family/Friends provide extensive assistance

B. Status of Existing Support System
            □ Caregiver status is at risk

□ Caregiver is not at risk

□ No caregiver is involved

C. Predominant Communication Style
            □ English

□ Assistive technology used

□ Interpreter used

□ Alternative language used

D. Assistance for Independence Needed
              Mobility Assistance (e.g. wheelchairs)



□Yes
□ No

              Medication Administration (administering, observing etc)

□Yes
□ No

              Personal Assistance (bathing, dressing, etc)



□Yes
□ No

              Household Assistance (cooking, shopping, etc)


□Yes
□ No

              Community Assistance (transportation, money handling, etc)
□Yes
□ No
E. Health Status (level of assistance needed)

    Vision (beyond glasses)

□ None
□ Limited
□ Moderate
□ Extensive

     Hearing (beyond hearing aid)
□ None
□ Limited
□ Moderate
□ Extensive

     Other physical/mental 
             characteristics


□ None
□ Limited
□ Moderate
□ Extensive

F. Assistance for Accommodating Challenging Behaviors

□ No Assistance Needed


□ Limited Assistance Needed


□ Moderate Assistance Needed 



□ Extensive Assistance Needed
13. Strengths

Narrative:

14. Barriers To Service

Narrative:

15. Mental Status

A. General Behavior:


□ Cooperative
□ Hostile

□ Restless
□ Passive

□ Agitated
□ Guarded

□ Dramatic
□ Withdrawn

□ Isolative
□ Other
B. Speech:


□ Unremarkable
□ Soft

□ Loud

□ Pressured




□ Slurred
□ Immature
C. Perceptions:


□ Normal
□ Delusions
□ Hallucinations

D. Thought Process:



□ Unremarkable
□ Tangential
□ Delusions




□ Associations
□ Obsessive
□ Ideas of References




□ Grandiose
□ Circumstantial
□ Paranoid
E. 

□ Rumination
□ Loose
F. Mood:


□ Normal
□ Fearful

□ Dysphonic

□ Angry
□ Anxious

□ Euphoric

□ Apathetic
□ Expansive

G. Judgment:
□ Good
□ Fair

□ Poor

   If poor, explain:

H. Impulse Control:
□ Good
□ Fair

□ Poor

   If poor, explain:

I. Insight:
□ Good
□ Fair

□ Poor

J. Sleep:
□ Normal
□ Increased
□ Decreased

K. Appetite:
□ Normal
□ Increased
□ Decreased

16. Psychiatric and Substance Abuse History
MH Treatment History:



□ Consumer Denies MH Treatment

Number of prior SA treatments and detail:

SA Treatment History:



□ Consumer Denies SA Treatment

Family History of Mental Illness and Substance Abuse

□ No Family History

	Family Member
	MI
	SA
	Diagnosis (text)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Abuse History:







□ No Abuse History
	
	Physical Abuse
	Sexual Abuse

	Ongoing
	
	

	Past
	
	

	PS Involvement
	
	

	Current
	
	

	PS Involvement Past
	
	

	Ever Reported
	□Yes  □ No
	□Yes  □ No


UNCOPE – Additional Screening Instrument

U
In the past year, have you ever drank or USED drugs more than you meant to?








□Yes 

 □ No







Or,


Have you spent more time drinking or using than you intended?






□Yes  

□ No

N
Have you ever NEGLECTED some of your usual responsibilities because of using last year?



□Yes  

□ No

C
Have you ever felt you wanted or needed to CUT DOWN on your drinking or drug use in the last year?


□Yes  

□ No

O
Has anyone OBJECTED to your drinking or drug use? Or, has your family, a friend, or anyone else ever told you they objected to your alcohol or drug use?






□Yes  

□ No

P
Have you ever found yourself PREOCCUPIED with wanting to use alcohol or drugs?






□Yes  

□ No


Or,


Have you found yourself thinking a lot about drinking or using?






□Yes  

□ No

E
Have you ever used alcohol or drugs to relieve EMOTIONAL DISCOMFORT such as sadness, anger, or boredom?






□Yes  

□ No


Total Yes:   

Scoring


Two (2) or more positive responses indicate possible abuse or dependence


Four (4) or more positive responses strongly indicate dependence

Uncope Results:

Narrative:

17. Substance Abuse Chart

              Key:

              Drug of Choice:
1 = 1st Choice – 10 = Last Choice

              Number of Days used in the last 30 Days:



0 = Not Used; 1-29 = No. of Days; 30 = Daily

        Method of Current Dosing:
1 = Oral; 2 = Smoking; 3 = Snorting; 4 = IV; 5 = Other

	Type of Drug & Name
	Drug of Choice
	Age at Use
	Init. Rx
	1. Heaviest Amount Consumed and when

2. Current Consumption
	Date of Last Use
	Number of days drug used in the last 30 days
	Method of Current Dosing

	
	
	First Use
	Problematic Use
	
	
	
	
	

	Alcohol
	
	
	
	
	1)

2)
	
	
	

	Heroin
	
	
	
	
	1)

2)
	
	
	

	Methadone
	
	
	
	
	1)

2)
	
	
	

	Opiates
	
	
	
	
	1)

2)
	
	
	

	Barbiturates
	
	
	
	
	1)

2)
	
	
	

	Sedatives or Hypnotics
	
	
	
	
	1)

2)
	
	
	

	Tranquilizers
	
	
	
	
	1)

2)
	
	
	

	Benzodiazepines
	
	
	
	
	1)

2)
	
	
	

	GHB, GBL
	
	
	
	
	1)

2)
	
	
	

	Cocaine
	
	
	
	
	1)

2)
	
	
	

	Crack Cocaine
	
	
	
	
	1)

2)
	
	
	

	Methamphetamines
	
	
	
	
	1)

2)
	
	
	

	Amphetamines
	
	
	
	
	1)

2)
	
	
	

	Methcathinone
	
	
	
	
	1)

2)
	
	
	

	Hallucinogens
	
	
	
	
	1)

2)
	
	
	

	PCP
	
	
	
	
	1)

2)
	
	
	

	Marijuana/Hashish
	
	
	
	
	1)

2)
	
	
	

	Ecstasy(MDMA,MDA)
	
	
	
	
	1)

2)
	
	
	

	Ketamine
	
	
	
	
	1)

2)
	
	
	

	Inhalants
	
	
	
	
	1)

2)
	
	
	

	Antidepressants
	
	
	
	
	1)

2)
	
	
	

	Over the Counter
	
	
	
	
	1)

2)
	
	
	

	Steroids
	
	
	
	
	1)

2)
	
	
	

	Talwin and PBZ
	
	
	
	
	1)

2)
	
	
	

	Other
	
	
	
	
	1)

2)
	
	
	


18. Mood Altering Questions

Other factors:


□ Adult Child

□ Head Injury


□ Significant Other
□ Developmentally Disabled


□ Hearing Impaired
□ Mobility Impaired


□ Visually Impaired
□ Mental Illness

1. What are the mood altering chemicals you use?
2. What is your current living environment? (location, support system, at risk issues?)
3. Any history of overdose?

4. Any history of blackouts?

5. What are the past recovery attempts?

6. Longest period of recovery? How was this achieved? What triggered the relapse? What will be different in treatment this time? Any use of Antabuse, Methadone, Naltraxone or Revia?

7. What are the supports experienced in the past? AA/NA meetings, sponsor, support groups, therapy support, group or church?

8. Do you hold a current driver’s license?

9. Do you have transportation?

10. What areas of functioning have you experienced consequences? (Physical, mental, emotional, legal, financial, social, or spiritual)

11. Any history of seizures, DTs, hallucinations?

Child Only:

12. Have you attended raves or similar parties?

13. Have you engaged in high risk sexual behavior (number of sexual partners, use of barriers or condoms)? If yes, when did you first become sexually active?

14. Are you more sexually active when using mood altering chemicals?

15. Have you engaged in other types of risk taking activities?

16. Have you ever run away from your home?

17. Any history of truancy from school?

18. Do you have any history or current legal problems? If yes, what are the charges? If yes, do you have a P.O. or court date?

19. Do either of your parents use mood altering chemicals?

20. Why do you want treatment at this time?

For Brief Screening:
19. Diagnosis and Treatment Readiness

Minkoff Quadrants:


□ Psych. Low and SA Low
□ Psych. High and SA Low


□ Psych. Low and SA High
□ Psych. High and SA High

Stages of Change:


□ Precontemplation

□ Action


□ Contemplation


□ Maintenance


□ Decision


□ Relapse

ASAM Result:


Level 0.5:

         OMT:

Level I:

Level II.1:

                             Level III.1:
             Level III.3:
      Level III.5:
           Level III.7:

□ Client does not meet any level of ASAM Criteria.

Client Requires Psychological evaluation:
□ Yes      
□  No

□ Not at this time

Client requires Psychological treatment: 
□ Yes      
□  No

□ Not at this time

□ No need for treatment at this time

Diagnosis

	Axis I
	Primary
	Code
	Description

	
	
	
	

	
	Secondary
	
	

	
	Tertiary
	
	




Substance Abuse Diagnosis

	Axis II
	Primary
	
	

	
	Secondary
	
	

	
	Primary
	
	

	
	Secondary
	
	

	Axis III
	Primary
	
	

	
	Secondary
	
	

	
	Tertiary
	
	




□ Problem with primary support group
□ Economic problem


□ Problem related to social environment
□ Problem assessing



□ Educational problems


□ Problem related to system

Axis IV

□ Occupational problems


□ Other psychological 








    problems



Current GAF 

Date

Axis V

Diagnostic Summary:

CAFAS Score:




PECFAS Score:

20. Service Eligibility Criteria (MI)
Service Eligibility Criteria for Adults with Mental Illness (Must Serve)

□ A. Age 18 or over
□ B. Has a serious mental illness based upon ANY ONE of the following combinations:

□
A qualifying diagnosis and significant functional disability

□
A qualifying diagnosis and certain prior service utilization

□
A qualifying diagnosis and sufficient duration of the illness

□
A non-qualifying diagnosis AND functional impairment AND sufficient
□ C.  Substance use/abuse is not deemed to be the sole basis of psychiatric

         symptomatology or need for treatment

Qualifying Diagnosis:
      □
Schizophrenic Disorders (Paranoid, Schizoaffective, Undifferentiated, etc)

□
Major Depression [(with 5th digit severity specifier of 3 (i.e. Severe without psychotic features – 3 or 4 symptoms in excess of these required to make the diagnosis, and symptoms markedly interfere with occupational functioning or with usual social activities or relationships with others) or 4 (i.e., severe with psychotic features – same as 3 except also includes the presence of delusions or hallucinations)]

□
Bipolar Disorder

□
Psychosis NOS

□
Dementia with delusions, dementia with depressed mood and/or dementia with 
behavioral disturbance

□
Personality Disorder (NOTE: This diagnosis must be combined with the disability or 
utilization criteria. DURATION DOES NOT APPLY.)

Non-qualifying Diagnosis:

□ Panic Disorder without Agoraphobia

□ Generalized Anxiety Disorder

□ Conversation Disorder

□ Dissociative Amnesia

□ Dissociative Fugue

□ Panic Disorder with Agoraphobia

□ Agoraphobia without history of Panic   
Disorder

□ Obsessive Compulsive Disorder

□ Dysthymic Disorder

□ Depersonalization Disorder

□ Hypochondriasis

□ Body Dysmorphic Disorder

□ Somatization Disorder

□ Anorexia Nervosa

□ Bulimia Disorder

□ Post Traumatic Stress Disorder

Degree of Disability:
Substantial disability/functional impairment in two or more primary aspects of daily living such that self-sufficiency is markedly reduced. This includes:

· Personal hygiene and self-care

· Self-direction

· Activities of daily living

· Learning and recreation

· Social transactions and interpersonal relationships

In persons 55 or older, loss of functional capacity might also include:

· Loss of mobility

· Sensory impairment

· Physical stamina to perform activities of daily living or ability to communicate immediate needs as the result of medical conditions requiring professional supervision
Sufficient Duration:

· six continuous months of illness, symptomatology, and/or dysfunction, or six cumulative months of symptomatology/dysfunction in a 12 month period.







-OR-
· based upon current condition and diagnosis, there is a reasonable expectation that the symptoms/impairments will continue for more that six months





-OR-

· prior history of a severe mental illness (e.g. full criteria not met during the past year but has been met at some previous time) with continued significant residual symptoms or impairments

Certain Prior Service Utilization

· two or more admissions to a community psychiatric inpatient unit/facility in a calendar year





-OR-

· community psychiatric inpatient hospital days of care in a calendar year exceeding 30 days





-OR-

· state hospital utilization within the calendar year





-OR-

· utilization of 20 or more outpatient mental health visits in a calendar year
When an individual considered for enhanced services is a parent or expectant parent, it is important that their functional competence is considered within the four life areas of:

a. activities of daily living (including fulfilling care giving responsibilities)

b. interpersonal functioning (including parenting)

c. concentration, persistence, paced, adapt to change

Professionals typically affiliated with Children’s Services such as Child Mental Health Professionals, respite coordinators, Infant Mental Health Specialists, etc. may play an essential role as evaluators, consultants, or treatment providers during intake assessment or within the negotiated person centered planning process/plan. This includes the option of assigning primary responsibility for the adult/family to an IMH or other qualified children’s mental health specialist when parenting/nurturing concerns are paramount. (Reference: DCH Final Services Selection Guidelines for Enhanced Services for Children, 10/01)

21. Eligibility Criteria (DD)

Service Eligibility Criteria for Individuals with Developmental Disabilities (Must Serve)

Strict adherence to the Mental Health Code definition of developmental disability:
□ A. If applied to an individual older than 5 years, a severe, chronic condition that 
meets 
ALL of the following requirements:

□ 1. 
Is attributable to a mental or physical impairment or a combination of mental 
and physical impairments.

Because disabilities that have not traditionally been considered developmental disabilities, e.g. muscular dystrophy, multiple sclerosis, can be consistent with the code definition, and though the DCH has not provided funding for them, applicants cannot be denied CMH services on the basis of having these disabilities. Most frequently, however, other special community agencies and supports will provide better service alternatives and should be pursued.

□ 2.   Is manifested before the individual is 22 years old

□ 3.   Is likely to continue indefinitely

□ 4.   Results in SUBSTANTIAL FUNCTIONAL LIMITATIONS in 3 or more 
of the following areas of major life activity:

   

□  a. Self-care



□  b. Receptive and expressive language



□  c. Learning



□  d. Mobility



□  e. Self-Direction



□  f. Capacity for independent living



□  g. Economic self-sufficiency

Unable to define “substantial functional limitation” concretely, the affiliation prefers using three other means by which to make service eligibility decisions when the degree of functional limitation is far from clear. The individual can be considered to have a disability that results in “substantial functional impairment” if:




□ 1. the individual has obtained SSI or SSD on the basis of a 




disability






-OR-





□ 2. school testing establishes that the individual is EMI or SMI 



       

and has an IQ of 69 or lower






-OR-

        

□ 3. a CMH psychologist confirms it through psychological testing

□ 5. 
Reflects the individual’s need for a combination and sequence of special, 
interdisciplinary, or generic care, treatment, or other services that are of a 
lifelong or extended duration and are individually planned and coordinated.

□ B. If applied to a minor from birth to age 5, a substantial developmental delay or a specific       congenital or acquired condition with a high probability of resulting in development disability as defined above if services are not provided.

22. Service Eligibility Criteria (Child)

Service Eligibility Criteria for Children and Adolescents with Serious Emotional Disturbance – Age 7 – 17 (Must Serve)

Must meet criteria for ALL of the following dimensions:

□ A. Qualifying Behavioral or Emotional Diagnosis/Disorder

□ B.  Substantial Functional Impairment/Limitation of Major Life Activities

□ C.  Sufficient Duration of Condition

Qualifying Diagnosis:

□ Schizophrenia


□ Major Depressive Disorder, Bipolar Disorder


□ Dysthymic Disorder, when coexisting with one additional Axis I or Axis II 
 
    diagnosis, not including alcohol or drug disorders, a developmental 
  
 
    disorder or V code


□  Delusional Disorder, Shared Psychotic Disorder


□  Reactive Attachment Disorder


□  Gender Identity Disorder – Child


□  Gender Identity Disorder – Adolescent


□  Conduct Disorder


□  Oppositional Defiant Disorder


□  Tourette’s Disorder


□  Encopresis


□  Enuresis


□  Attention-Deficit/Hyperactivity Disorder

Other High Priority Diagnosis:

(not “must” serve, but serious consideration should be given when criteria are met for both substantial function impairment and sufficient duration)

□  Asperger’s Disorder

Anxiety Disorders:

□  Generalized Anxiety Disorder

□  Panic Disorder with Agoraphobia

□  Panic Disorder without Agoraphobia

□  Agoraphobia (without History of Panic Disorder)

□  Social Phobia

□  Specific Phobia

□  Obsessive-Compulsive Disorder

□  Anorexia Nervosa

□  Eating Disorder NOS

□  Bulemia Nervosa

□  Separation Anxiety Disorder

□  Posttraumatic Stress Disorder

Substantial Functional Impairment

Lacking a definition any more concise than “a substantial interference with or limitation of the child’s proficiency in performing age-appropriate skills,” it is recommended that CAFAS scores be used to justify substantial functional impairment as follows:

□ Two or more elevated scores (rated at 20 or 30) on the eight CAFAS sub-scales of the Child/Adolescent section below:





-AND-

   □  1. A total impairment score sum = to or > 50 on the following 8 sub-scales:


School/Work

Home


Community


Behavior towards others  

Moods/Emotions

Self-Harmful Behavior

Substance Use

Thinking





-OR-

   □  2. A total impairment score sum = to or > 40 on the following 5 sub-scales:

Role performance

Behavior towards others

Moods/Self-Harm

Substance Use

Thinking

Cautionary Note: When there are elevations in the Role Performance or Substance use scales, these may indicate that impairments are due to circumstances/conditions other than emotional illness

Sufficient Duration of Condition

□   Evidence of six continuous months of illness, symptomatology, or dysfunction






-OR-

□   Six cumulative months of symptomatology/dysfunction in a twelve month period






-OR-

□   On the basis of a specific diagnosis (e.g. schizophrenia), disability is likely to continue for     more than one year.

23. Disposition/Designation

Narrative:

Disposition:

□   Refused Service
□   Not Eligible for Service

 
□  Does not meet criteria


□  Further assessment or intervention needed

□  Not Referred elsewhere

□  Refer Out to Other Agency

Eligible for Service:

□  MH

□  DD

□  Child

Appointment:

Team:

Date Offered:



Time:


Date Accepted:



Time:

Consumer requested an appointment outside of 14 days of this Intake:

Clinician Completing this Intake:




Signed by:




Signature Date:












