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 Residential Program _______________
Day Support Program _________________
Comprehensive Assessment                                                                                    

HH Residential Program _______________ HH 
Day Support Program _________________

SCREENING AND REFERRAL SERVICES DOCUMENTATION

Discharge Planning

Name of Individual:_

Date of Screening: _________________By:___________________________________________  




                         Staff name                                                                                           
Date of Initial Contact:  _______________________________________ AGE:_______          DOB:_______ Gender:______
Current Address:________________________________________________________ 
Phone:  _________________________
Persons involved in the initial and comprehensive assessments and in subsequent reassessments:
Individual:_____________________________________AR/Guardian:_______________________________________________

Support Coordinator:______________________________________________

Other:______________________________________________ Other:________________________________________________ 
List attempts to obtain previous assessments and/or relevant history:_______________________________________________

__________________________________________________________________________________________________________

Current Health and Safety needs:_____________________________________________________________________________

Presenting needs or situation:  _______________________________________________________________________________

Diagnosis:
Axis I

_________________________________________________________________________________________________________

Axis II

_________________________________________________________________________________________________________

Axis III

_________________________________________________________________________________________________________

Axis IV

 _________________________________________________________________________________________________________
Current Medications: See Attached   or   Listed  here:__________________________________________________________

_________________________________________________________________________________________________________

Headaches?  ______________________________________________________________________________________________
Psychiatric/Substance use issues problems:  ____________________________________________________________________ 
Current mental health or substance use needs: _________________________________________________________________
Presence of co-occurring disorders:___________________________________________________________________________
History of substance use or abuse:____________________________________________________________________________

Circumstances that increase the individual’s risk for mental health or substance use issues: ____________________________ 
__________________________________________________________________________________________________________
Current and past substance use or abuse including alcohol, prescription and nonprescription medications and illicit drugs: 

_________________________________________________________________________________________________________

Co-occurring mental health and substance abuse disorders:______________________________________________________ 

At-Risk behavior to self and others:___________________________________________________________________________

____________________________________________________________________________________________________________________________________

Allergies: _________________________________________________________________________________________________

Recent/Current physical complaints and medical conditions:  _____________________________________________________

Nutritional Needs: _________________________________________________________________________________________

Chronic Conditions:  _______________________________________________________________________________________

Communicable diseases:  ____________________________________________________________________________________

Restrictions to physical activity, if any:  _______________________________________________________________________

Past serious illnesses, serious injuries and hospitalizations:  ______________________________________________________

Health history and current medical care needs:  ________________________________________________________________
HH may utilize the SIS if one exists, instead of the Comprehensive Assessment

Comprehensive Assessment if NOT using current SIS
Onset and duration of problems:______________________________________________________________________________

Social, behavioral, developmental, and family history and supports:________________________________________________

__________________________________________________________________________________________________________

Intellectual/Cognitive functioning strengths: ___________________________________________________________________

Weaknesses:_______________________________________________________________________________________________

__________________________________________________________________________________________________________

Education History:  ________________________________________________________________________________________

Employment History:  ______________________________________________________________________________________

__________________________________________________________________________________________________________

Previous interventions and outcomes:_________________________________________________________________________

_________________________________________________________________________________________________________

Financial resources and benefits:_____________________________________________________________________________
Financial continued…______________________________________________________________________________________

History of abuse, neglect, sexual or domestic violence or trauma including psychological trauma:  ______________________

__________________________________________________________________________________________________________

Legal status:_______________________________________________________________________________________________

Authorized Representative: will accept AR appointments via CSBs – will maintain letter in individual’s file:______________

Commitment:______________________________________________________________________________________________

Representative Payee Status:  ________________________________________________________________________________

Relevant criminal charges or convictions and probation or parole status:  ___________________________________________

__________________________________________________________________________________________________________

Living Skills 
Health Status:  Med Admin and/or evaluation for effect and side effects____________________________________________
_________________________________________________________________________________________________________
Housing Arrangements:____________________________________________________________________________________

Ability to access services:____________________________________________________________________________________

Ability to access transportation:  _____________________________________________________________________________

Ability to access medical care:  _______________________________________________________________________________

Fall Risk?_________________________________________________________________________________________________
Communication methods or needs:____________________________________________________________________________

Mobility:__________________________________________________________________________________________________

Adaptive equipment needs?__________________________________________________________________________________

Review Summary of referral packet (profile, previous assessments, medical information, etc.) provided by outside sources prior to interview:
_________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Clinical Background Information

Psychiatric Diagnoses:  _________________________________________________________________________

Psychiatric History:  ________________________________________________________________________________________

Relevant Family History:  ___________________________________________________________________________________

Behavior Issues - Frequency and previous attempts to manage these issues:  __________________________________
__________________________________________________________________________________________________________

Triggers? ____________________________________________Anything unusual?  ____________________________________

__________________________________________________________________________________________________________

Does he/she sleep through the night?  ______________If not, how often/how long does he/she get/stay up?  What kind of support does he/she need at those times?  __________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Strong preferences?  _______________________________________________________________________________________

Dislikes?  _________________________________________________________________________________________________

Fears?  ___________________________________________________________________________________________________

Clinical Interview Information

Mental Status


Appearance ___________________________________________________________________________


Mood/Affect  __________________________________________________________________________


Expressive Language  ___________________________________________________________________


Receptive Language  ____________________________________________________________________


Social Skills  ___________________________________________________________________________

Support Systems – Check and comment:
_____Family:______________________________________________________________________________________________

_____Friends:_____________________________________________________________________________________________

_____Support Coordinator:__________________________________________________________________________________

_____Other:_______________________________________________________________________________________________

Interests/Hobbies:   _________________________________________________________________________________________

Name:  ___________________________________________
SCREENING RECOMMENDATION

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
DISPOSITION OF INDIVIDUAL

Admit:  ____________________________
Not Admit:  _______________________________

SUMMARY OF SCREENING:  __________________________________________________

______________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

PRINTED NAME:________________________________________________________
SIGNATURE:  ___________________________________________________________
TITLE of SCREENER:_____________________________________________________
DATE:  __________________________________________________________________
Name:________________________________________Discharge Date:_____________________________Today’s Date:_____

Provide updated information to the initial and Comprehensive Assessment to include:

	Social Needs


	

	Educational Needs


	

	Medical Needs


	

	Employment Need


	

	Housing Needs


	

	Legal Needs


	

	Transportation Needs


	

	Advocacy Needs


	

	Other Needs


	


Agencies or Persons that have the individual has been referred to for services:_______________________________________
__________________________________________________________________________________________________________

Agencies or Persons that have agreed to provide services to the individual:__________________________________________
__________________________________________________________________________________________________________
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