 Grandular Health Services Intake

FACE SHEET  
 
	Date of Intake: 	  	 	 	                  Medicaid:___________________ 
 
Referral Source: ________________________________________________________ 
 
Referral Agency: _______________________________________________________ 
 
	Client’s Name: 	 	                                               	                       	 
 
	Date of Birth:  	 	 	 	Age:  	Gender Identification _________ 
 
Race/Ethnicity: ___________________________________________________________    
 
	Parent/Guardian’s Name:   	 	 	                                              	 	                    
 
	Home Address (Include City and Zip Code) 	                                                                                                    
	                                                                        (street) 	 	(city)            (zip code) 
 
	Contact Number: Cell:                                                  Other:                            	 	  
 
	Emergency Contact Name and #:   	 	              	Relationship                    	 
 
Current School:  ________________________________       Grade:  _______________  
 
Does the youth have an IEP (if so Full scale IQ, classification______________________? 
 
 
Ok to call caregiver/youth and identify as TheraCouch, LLC  
 
☐Yes  ☐No Client’s Initials_________ 
 
 
 
Presenting Issues: (goals for treatment plan describe the behavior (observable and measurable terms) 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
How long has this problem occurred? When was  the problem not a problem? (the exception) 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
Youth’s strengths: (what is he/she good at, in what areas does he/she excel, when does he/she succeed?) 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Area where caregiver struggles the most in terms of parenting effectively?  Area of strength in parenting effectively? 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
How would you rate your relationship? Youth’s relationship with siblings?   
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
Psychiatric History  
 
History of previous treatment?  (counseling, psychiatric evaluations, hospitalizations, drug/alcohol treatment, medications) Include location and dates.   
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Diagnosis history ___________________________(WHO diagnosed and when)_____________ 
 
Current Medications _____________________________________________________________ 
                                                
 
Medical History  
 
Do you have any medical or health problems, surgery, accident, or illness (that impact current functioning)?   
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Last Dental Exam: ______________________    
 
Last Physical Exam ____________________________ 
 
Specialist/dates when last seen: _______________________________________________________ 
 
School History 
 
Name of School:____________________________________________________________________________ 
 
Grade:____________________________________________________________________________________ 
 
Does the student have IEP?______________________________ Name of Case Manager:__________________ 
 
 
 
School Behavior? 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________ 
 
Mental Status 
 
Appearance  : ( posture, facial expression, tics, eye contact, weight, height, hygiene) 
           ☐neat  ☐well groomed ☐well nourished ☐older than stated age  ☐younger than stated age 
           ☐disheveled ☐malodorous  ☐average weight ☐ overweight ☐obese  ☐thin  ☐malnourished  
             
	Motor Activity:  ( shaking foot, tapping, tics, fidgety )  	 	 	 	 	 	 	 
	Facial Expressions:   	 	 	 	 	 	 	 	 	 	 	 
            What is the predominant feeling/emotional response? ☐Happy ☐Elated ☐Fearful ☐Anxious 
	☐Angry  ☐Hostile ☐Indifferent  ☐Flat  ☐Blunted  ☐Other 	 	 	 	 	 
Attitude/Behavior: ☐ Cooperative ☐Friendly ☐Engaged ☐Polite ☐Humble ☐Shy  ☐Uncooperative                          ☐Sullen ☐Tearful  ☐Guarded  ☐Resistant
  	Mood/Affect: ☐happy  ☐anxious ☐elevated ☐labile ☐euthymic ☐sad  ☐hostile 
Is affect congruent to discussion?  ☐Yes  ☐ No  
	(examples) On a scale of 1-10 with 10 being very happy, how do you feel most days?  	_______ 	 
 
	How do you feel now?  	 	 	 	 	 	 	 	 	 	 	 
 
	In general, would you say that you feel good about yourself?  	 	 	 	___________ 
	Do you find yourself crying sometimes?  	 	 	 	 	 	 	 	 	 
	Do you often worry?  	 	 	 	 	 	 	 	 	 	 	 
 
	Do you experience mood swings?  	 	 	 	 	 	 	 	 	 	 
Speech:  ☐normal rate ☐normal volume ☐soft spoken ☐loud ☐garbled/mumbling ☐slurred 
☐clear ☐logical ☐coherent ☐incoherent ☐stuttering ☐halting ☐guarded ☐monotonous  ☐obscene  
	☐loose associations ☐rambling ☐circumstantial ☐flight of ideas  ☐poverty of thought ☐other 	 
Perceptual Disturbances: Have you ever heard voices telling you to hurt yourself or to hurt someone else?   
	☐Yes  ☐No If yes, what do the voices tell you?  	 	 	 	 	 	 	 	 
	Have you ever seen things that others don’t see? ☐Yes  ☐No If yes,  	_____  	 	 
 
Thought Disturbances:  Does the client’s thinking make sense?  ☐Yes  ☐No   
Are thought patterns connected?  ☐Yes  ☐No 
Flight of ideas? ( pressured skipping from one idea to another) ☐Yes  ☐No 
Loose associations ( connections between thoughts that seem mixed up, and although client seems to see a connection,  it is far from obvious to you) ☐Yes  ☐No 
Any evidence of magical thinking? ☐Yes  ☐No 
Do you think you have special powers, can do things other kids can’t?  ☐Yes  ☐No If yes? ___________ 
 
______________________________________________________________________________________ 
 
No disturbances  ☐ 
Suicidal/Homicidal Ideation:  
Have you ever been so sad that you thought about hurting yourself?  ☐Yes  ☐No 
Have you ever tried to hurt yourself on purpose or by accident?  ☐Yes   ☐No      
	If yes, when and how?  	 	 	 	 	 	 	 
	Plan or intent?  ☐Yes ☐No   	 	 	 	 	 
Do you have a history of violent behavior/getting into fights frequently?  ☐Yes  ☐No 
Have you ever felt so angry that you thought about hurting or killing someone? ☐Yes  ☐No  
	If yes, when, about whom, and when is the last time you felt this way?  	 	 	 	   
	Plan or intent?  ☐Yes  ☐No  	 	 	 	 	 	 	 	 	 	 	 
 	 	 	 	 	 	 	 	 	 	 	 
(If answered yes to any of these questions, conduct Suicide Assessment and Safety Plan) 
Orientation: Time☐ when I came to your home, was it in the morning, afternoon, or evening?   
Place☐ Do you know the name of the nearby streets?   Person ☐ Do you remember my name/what is your name?   Purpose☐ Can you tell me why I’m here today? 
Memory:   ☐ Good ☐Fair  ☐Poor   (examples) Has  your memory been good?   What did you have to yesterday for lunch?   What did you do last weekend? I am going to give you 3 objects to remember and tell back to me when I ask. 
Concentration: ☐Good  ☐Fair  ☐Poor  (examples) Starting at 20, I would like you to count backwards by 3.   Name the days of the week in reverse.  
Intelligence:  ☐Above average  ☐Average  ☐Below Average 
(examples) Spell elephant.  How many quarters are in $1.75, name five animal.  
 
Judgment: ☐Good  ☐Fair  ☐Poor (examples) Can you think of a situation where you have acted foolish or made  a bad choice?   
 
Insight:  ☐Good  ☐Fair  ☐Poor 
(examples) Do you think that you usually make good decisions?  What changes would help you most? 
 
Who else is currently involved_________________________________________________________ (include CMO, DCP&P, residential, shelter, Dr., therapist, is the child DD eligible) 
                         	  
Legal Issues:  ________________________________________________________________________ 
 
Upcoming Court Dates:   _______________________________________________________________ 
 
 
Recommendations/Goals for Treatment:   
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ ______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
	DSM Diagnosis  	F: Code 
 
	_ 	 	 	 	 	 	 	 ___                                 _____________ 
Name of Lic. Clinician or MD providing Axis 1                            Date Dx Provided 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Optional) Please use the Genogram to identify intrafamilial and extended family relationships and connections within a minimum of 3 generations. 
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