EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

CRISIS DIVERSION SCREENING ASSESSMENT

SERVICE CODE:  133
Clinician  _______________________________________________ Date  ____________________

Location of evaluation _____________________________________Time In:  ____________ am/pm


_______________________________________________________Time Out:  ___________ am/pm _____________________________________________________________                       ____________________

1. IDENTIFYING DATA

Name _________________________________________________________ 
Chart #  _________________



Last

(Maiden)

First

MI

Street Address  _________________________________________________
Phone #  _________________

City, State, Zip  _____________________ County/Residence ___________County/Responsibility ______________

SSN  _____________________DOB ____________  Age ________ Sex ________
Race/Ethnicity:
Next of Kin/Gdn  ___________________________________Phone # ___________ 
 FORMCHECKBOX 
 White    
 FORMCHECKBOX 
 Black    FORMCHECKBOX 
 Asian
Address  ___________________________________________________________ 
 FORMCHECKBOX 
 Hispanic   FORMCHECKBOX 
 Am. Indian


Referred By  ________________________________________________________ 
 FORMCHECKBOX 
 Ntv. Hawaiian/Pac. Islander
Status: (please check one)  FORMCHECKBOX 
 Current Client;   FORMCHECKBOX 
 Former Client;  FORMCHECKBOX 
 Never a Client of EFCMHC;  FORMCHECKBOX 
 Client of other CMHC

Screening Informant(s)  ________________________________________________________________________ 


____________________________________________________________________________________________
Third Party Payor(s):     FORMCHECKBOX 
 Unknown;            FORMCHECKBOX 
 None;               FORMCHECKBOX 
 Benefits Currently Exhausted

Medicaid #  _________________________________________________________________ 

Private Insurance __________________________________ ID# _______________________________________

2. PRESENTING PROBLEM  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. TREATMENT HISTORY

Psychiatric services history:

Location 
                         Admission
Discharge
AMA (Y/N)

___________________________
___________________
__________
__________
__________

___________________________
___________________
__________
__________
__________

___________________________
___________________
__________
__________
__________

 FORMCHECKBOX 
 Meets criteria for SMI

 FORMCHECKBOX 
 Current client of private practitioner (specify)  _____________________________________________________

 FORMCHECKBOX 
 On medication; specify dosage and method of administration: 








 FORMCHECKBOX 
 Services for mental retardation/developmental disability

 FORMCHECKBOX 
 History of involvement in correction/juvenile system - If so, list dates, location and pending charges:

_____________________________________________________________________________

__________________________________________________________________________________________________

Has/is receiving alcohol and/or drug treatment:  FORMCHECKBOX 
 Outpatient;   FORMCHECKBOX 
 Inpatient;  FORMCHECKBOX 
 Halfway House;  FORMCHECKBOX 
 DOC

Name: ____________________________________ Date: _____________ Chart#: ______________________
4.  
CLINICAL IMPRESSION

	GENERAL APPEARANCE

___ Neat/Clean

___ Appropriately Dressed

___ Appropriately Groomed

___ Poor Personal Hygiene

___ Overweight

___ Underweight

___ Eccentric

___ Seductive

SENSORY/PHYSICAL

DISABILITIES
___ No Disabilities Noted

___ Hearing Impaired

___ Visually Impaired

___ Physically Impaired

___ Other Impairments

INTELLECTUAL

ASSESSMENT

___ Above Average

___ Average

___ Below Average

___ Possible MR

___ Documented MR

MOOD

___ Cooperative

___ Calm

___ Cheerful

___ Anxious

___ Depressed

___ Fearful

___ Suspicious

___ Labile

___ Irritable

___ Pessimist

___ Hostile

___ Euphoric

___ Apathetic

___ Dramatized

___ Guilty

___ Elevated Mood

___ Marked Mood Shifts

AFFECT

___ Primarily Appropriate

___ Primarily Inappropriate

___ Restricted

___ Limited/Blunted

___ Flattened

___ Detached

MEMORY

___ No Impairment 

___ Impaired Recent

___ Impaired Remote


	SPEECH

___ Normal for Age/Intellect

___ Logical/Coherent

___ Sparse/Slow

___ Loud 

___ Rambling

___ Impressionistic

___ Rapid/Pressured

___ Soft/Mumbled

___ Inaudible

___ Incoherent

THOUGHT CONTENT/

PERCEPTIONS 

___ No Disorder Noted

___ Delusions

___ Paranoid

___ Auditory Hallucinations

___ Visual Hallucinations

___ Olfactory Hallucinations

___ Other Hallucinations

___ Grandiose

___ Circumstantial

___ Disorganized

___ Bizarre

___ Illusions or Perceptual

       Distortions

___ Depersonalization/

       De-realization

___ Loosening of Associations

___ Racing

___ Obsessive

___ Flight of Ideas

___ Ideas of Reference

___ Tangential

INSIGHT

___ Good 

___ Fair

___ Poor

___ Lacking

ORIENTATION

___Oriented X 3

___ Impaired Time

___ Impaired Person

___ Impaired Place

COGNITION/

ATTTENTION

___ No Impairment

___ Distractibility/Poor

             Concentration

___ Impaired Abstract

       Thinking

___ Impaired Judgment

___ Indecisiveness


	BEHAVIOR/

MOTOR ACTIVITY
___ Normal/Alert

___ Poor Eye Contact

___ Tearful

___ Self-Destructive

___ Uncoordinated

___ Restless/Overactive

___ Tense

___ Agitated

___ Lethargic

___ Tremors/Tics

___ Repetitious

___ Aggression/Rage

___ Catatonic

___ Peculiar Mannerisms

___ Compulsive

___ Manipulative/Charming/

       Cunning

___ Destructive to Property

___ Antisocial

___ Disorganized

___ Avoidance

___ Feigning of Symptoms

___ Increase in Social/

        Occupational/or

        Sexual Activity

___ Fatigue/Decrease in

        Energy

___ Loss of Interest in

        Activities

EATING/SLEEP

DISTURBANCE
___ No Disturbance

___ Decreased/Increased

        Appetite

___ Binge Eating

___ Self-Induced Vomiting

___ Weight Loss/Gain

        ___ lbs. _________

___ Hypersomnia/Insomnia

___ Nightmares/Night Terrors

___ Bedwetting

ANXIETY SYMPTOMS
___ Within Normal Limits

___ Generalized Anxiety

___ Fear of Social Situations

___ Obsessions/Compulsions

___ Panic Attacks

___ Hyper vigilance

___ Reliving Traumatic 

       Events

CONDUCT DISTURBANCE

___ Conduct Appropriate

___ Stealing

___ Running Away
	CONDUCT DIST. cont

___ Lying

___ Truancy

___ Fire Setting

___ Criminal Activity

___ Violent Behavior

___ Argumentative

___ Projects Blame

___ Vindictive

___ Short Tempered

___ Defiant/Uncooperative

___ Cruelty to People/Animals

OCCUPATIONAL/SOCIAL

IMPAIRMENT

___ No Impairment

___ Absent/Abnormal Play

___ Impairment Grossly in 

        Excess than Expected

___ Impairment in Academic/

        Occupational Functions

___ Indiscriminate Socializing
PERSONALITY TRAITS

___ No Traits Noted

___ Avoids Significant 

        Interpersonal Contact

___ Chooses Relationships 

        that Lead to Disappointment

___ Devastated When Close

        Relationships End

___ Expects to be Exploited 

        or Harmed by Others

___ Indifferent to Feelings of

       Others

___ Interpersonal Exploitiveness
___ No Close Friends or 

       Confidants

___ Unstable and Intense

       Relationships

___ Excessive Devotion to

        Work

___ Inability to Sustain

       Consistent Work

___ Indecisive

___ Perfectionistic

___ Procrastinates

___ Entitlement

___ Grandiose

___ Repeated Lying

___ Chronic Emptiness or

       Boredom

___ Constantly Seeking Praise

___ Exaggerated Expressions 

       of Emotion

___ Excessively Self Centered

___ Feels Uncomfortable 

       when Alone

___ Persistent Identity

        Disturbance


Name: _____________________________________________ Date: _________________ Chart #: ___________

5. ASSESSMENT OF SUICIDAL/HOMICIDAL RISK

 FORMCHECKBOX 
 Current or recent suicide 

 FORMCHECKBOX 
 Attempt 


 FORMCHECKBOX 
 Threat


 FORMCHECKBOX 
 Ideation

 FORMCHECKBOX 
 Current or recent homicide 
 FORMCHECKBOX 
 Attempt 


 FORMCHECKBOX 
 Threat


 FORMCHECKBOX 
 Ideation

Did drug or alcohol play a role/ do they present risk for future attempts? ___________________________________

Impulsive or well-planned act: _____________________________________________________________________

 FORMCHECKBOX 
 Prior suicide 
 FORMCHECKBOX 
 Attempt 
 FORMCHECKBOX 
 Threat  (describe) _____________________________________________

 FORMCHECKBOX 
 Prior homicide 
 FORMCHECKBOX 
 Attempt 
 FORMCHECKBOX 
 Threat  (describe) _____________________________________________

Methods considered:  FORMCHECKBOX 
 Overdose;       FORMCHECKBOX 
 Hanging;            FORMCHECKBOX 
 Gun;             FORMCHECKBOX 
 Carbon Monoxide;           FORMCHECKBOX 
 Drowning 

 FORMCHECKBOX 
 Cutting Wrists;       FORMCHECKBOX 
 Stabbing/cutting throat;                 FORMCHECKBOX 
 Jumping;       FORMCHECKBOX 
 Auto;                                FORMCHECKBOX 
 Poison 

Others _______________________________________________________________________________________

Describe the most serious suicide attempt: __________________________________________________________

____________________________________________________________________________________________

Describe any suicidal ideation occurring prior to two months ago: ________________________________________

 ____________________________________________________________________________________________

If either of the above is checked for homicidal behavior/ideation and client is being referred for outpatient treatment, complete and attach homicidal behavioral assessment. *To be filled out when being referred to outpatient or going to hospital voluntarily.

 FORMCHECKBOX 
 Denies suicidal/ homicidal ideation, intent, plan. 
 FORMCHECKBOX 
 Possible anticipation

6. MEDICAL PROBLEMS/ OTHER CONSIDERATIONS

A.  Known medical problems and/or medication allergies: ______________________________________________

____________________________________________________________________________________________

B. Lab Work Performed: 

Blood Alcohol Level ___________________________________________________________________________

Drug Screen _________________________________________________________________________________

Other ______________________________________________________________________________________

C. Need evaluation of possible Dual Diagnosis (Mental Illness & Substance Abuse) __________________________

D. Current History of Abuse
 FORMCHECKBOX 
 Victim

 FORMCHECKBOX 
 Perpetrator 

 FORMCHECKBOX 
 Intra-family sexual abuse

 FORMCHECKBOX 
 Other sexual abuse 
 FORMCHECKBOX 
 Physical abuse
 FORMCHECKBOX 
 Emotional abuse
 FORMCHECKBOX 
 Neglect

Name: _____________________________________ Date: ____________________ Chart #: _____________

7.  
DIAGNOSTIC IMPRESSIONS



DX Code
  Diagnosis

Axis I
_________
  ________________________________________________________________________

Axis II
_________
  ________________________________________________________________________

Axis III
_________
  ________________________________________________________________________
Axis IV

 FORMCHECKBOX 
Primary support group  

 FORMCHECKBOX 
Social 
 FORMCHECKBOX 
Educational 

 FORMCHECKBOX 
Occupational 

 FORMCHECKBOX 
Housing 
 FORMCHECKBOX 
Economic
 FORMCHECKBOX 
Access to health care  

 FORMCHECKBOX 
Legal system/crime 
 FORMCHECKBOX 
Other _________


Axis V
Current GAF ___________
Highest in Past Year  _____________

8.  
ASSESSMENT OF EXISTING SUPPORT SYSTEMS

 FORMCHECKBOX 

No support system available.

 FORMCHECKBOX 

Others involved in a helpful way (family, friends, landlord, guardian, neighbor, etc.) Specify ___________

___________________________________________________________________________________________

 FORMCHECKBOX 

Stable living environment.

 FORMCHECKBOX 

Supportive educational/vocational program.

 FORMCHECKBOX 

Involved in a treatment program (specify) ____________________________________________________

_____________________________________________________________________________________________

 FORMCHECKBOX 

Employed or income from  FORMCHECKBOX 
SSI 
 FORMCHECKBOX 
SSD
I
 FORMCHECKBOX 
VA  

 FORMCHECKBOX 
TANF 
 FORMCHECKBOX 
Other ____________

9.  
OTHER RELEVANT HISTORY 

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Name:
__________________________________
Date: __________________Chart #___________________

10. INPATIENT ADMISSION CRITERIA

Level 1 – Independent: Criteria, which in and of themselves may constitute justification for admission

 FORMCHECKBOX 
Suicide attempt, threat or gesture indicating potential danger to self

 FORMCHECKBOX 
 Homicidal threat or other assaultive behavior(s) indicating potential danger to others

 FORMCHECKBOX 
 Self-care failure indicating an inability to manage daily basic needs that may could result in self-injury

Level 2 – Dependent: Clinical characteristics of psychiatric disorders, any of which in combination with at least one 

                Level 3 criterion, may constitute justification for admission.

 FORMCHECKBOX 
 Depressive Disorder

 FORMCHECKBOX 
 Intense anxiety or panic that may cause self-injury

 FORMCHECKBOX 
 Loss of reality testing with bizarre thought processes such as paranoia, ideas of reference

 FORMCHECKBOX 
 Impaired memory, orientation, intellectual functioning, judgment, incoherence or confusion

 FORMCHECKBOX 
 Impaired thinking and/or affect accompanied by auditory or visual hallucinations

 FORMCHECKBOX 
 Mania or hypomania

 FORMCHECKBOX 
 Mutism/catatonia

 FORMCHECKBOX 
 Somatoform disorders

 FORMCHECKBOX 
 Severe eating disorders, bulimia or anorexia

 FORMCHECKBOX 
 Severely impaired social, familial or occupational functioning

 FORMCHECKBOX 
 Sexual acting out that is harmful to self or others

Level 3 – Contingent: Acute care program needs, which can only be appropriately treated by psychiatric hospital 

               admission

 FORMCHECKBOX 
 Need for medication evaluation or adjustment under close medical observation

 FORMCHECKBOX 
 Need for continuous secure setting with skilled observation and supervision

 FORMCHECKBOX 
 Need for hospital treatment due to prior failure of ambulatory programs with continued deterioration of emotional

     or physical condition

11.
DISPOSITION

 FORMCHECKBOX 
 Involuntary Admission to:  _____________________________________________________________________

 FORMCHECKBOX 
 Voluntary Admission to: _______________________________________________________________________

 FORMCHECKBOX 
 Substance Abuse Referral to: __________________________________________________________________

 FORMCHECKBOX 
 Outpatient Referral to: ________________________________________________________________________

 FORMCHECKBOX 
 Not in need of Psychiatric Treatment

 FORMCHECKBOX 
 Refused Services

___________________________________________________________

_________________________

Signature and Credentials







Date

Name: _______________________________ Date: ______________________ Chart #: __________________
12. 
OTHER CLINICAL IMPRESSIONS: 

___________________________________________________________

_________________________

Signature and Credentials







Date

EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

SUICIDE INTERVENTION RISK ASSESSMENT

Safety Plan

Client Name: ________________________________
Date: _____________________ Chart #: ____________

Predisposing Factors:




Protective Factors
___ Affective Disorders




___ Therapeutic Alliance

___ Schizophrenia





___ Strong Personal Relationships

___ Alcohol and Other Substance Abuse Disorders

___ Strong Religious/Cultural Conviction 

       Against Suicide

___ Social Support

Potentiating Factors:
___ Other

___ Family Depression/ Suicide History

___ Family Violence/ Abuse History
Other Potentiating Considerations:
___ Sexual Abuse History
___ Comorbidity Disorders

___ Personality D/O & Traits (BPD, APD, NPD)
___ Severity of Psychopathology

___ Physical Illness
___ Length of Time Since Diagnosis/ Difficulty

___ Life Stress or Crisis
       Accepting Diagnosis or Accompanying Symptoms

___ Firearms and Other Available Methods
___ High Degree of Functioning Prior to Diagnosis

___ Past Suicide Attempts (Determine Lethality and/or intent)
___ Recent Hospitalization


___ Recent Relapse after Successful Treatment


___ History of Impulsivity

Consequences of Hospitalization:
___ Poor Judgment / Compliance

___ Economic Burden
___ Inability to Understand Treatment

___ Job Loss
___ Hopeless or Helpless

___ Social Stigma/Shame/Loss of Self-Esteem
___ Anxiety/Panic Disorder

___ Negative Effect on Job or School
___ Age, Gender, and Sexual Orientation

___ Negative Effects on Family Functioning
___ Psychosocial Pain and/or Emotional Exhaustion

___ Other
___ Degree of Intent


___ Details of Plan

SAFETY TREATMENT PLAN:

Treatment Goal(s): _____________________________________________________________________________

Treatment/Safety Options Considered: ______________________________________________________________

____________________________________________________________________________________________

Treatment/Safety Plan: _________________________________________________________________________ 

OFFICES: 
Monday through Friday, 8 a.m. to 5 p.m. 


After Hours Emergency

Ponca City:
(580) 762 – 7561

(800) 566 - 1343


Pawhuska:
(918) 287 –1175


Stillwater:

(405) 372 – 1250
Treatment Plan Participant’s Signatures: (Signatures designate agreement with plan)

______________________________________________

____________________________________

______________________________________________

____________________________________

______________________________________________

____________________________________

Clinician/Credentials






Date

1
1
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                                    File:  Emergency/Gate keeping Tab


