ADULT DIAGNOSTIC ASSESSMENT
UPDATE
ADULT DIAGNOSTIC ASSESSMENT
UPDATE

	Consumer Name (First, MI, Last)


	Consumer No.



	Date of Initial Assessment:  
	Date of Update:  

	Presenting Problem:  Complete a narrative describing the past year’s treatment.  This should include: Identifying strengths gained, response to medication and treatment provided; services that were provided and the response to those services; improvement or decline; the current functioning level; any significant events that occurred in this person’s life in the past year.


	Treatment Summary

	List all services and supports the consumer is currently utilizing:



	Describe the consumers progress on the treatment goals and objectives:



	Significant Changes in Past year

	Living Situation
	 FORMCHECKBOX 
 No change

	

	Social and Natural Supports/Relationships
	 FORMCHECKBOX 
 No change

	

	Strengths/Limitations/Capabilities
	 FORMCHECKBOX 
 No change

	

	Meaningful Activities/Community Supports/Inclusion
	 FORMCHECKBOX 
 No change

	

	Education or Employment
	 FORMCHECKBOX 
 No change

	

	Religion/Cultural/Ethnic Information
	 FORMCHECKBOX 
 No change

	

	Legal Involvement or Change in Guardian
	 FORMCHECKBOX 
 No change

	

	Substance Abuse and Treatment Received
	 FORMCHECKBOX 
 No change

	Current Use

	Illegal drug use/abuse past 12 months?

Prescription drug abuse past 12 months?
	 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes
	Non-prescription drug abuse past 12 months?

Alcohol abuse past 12 months?
	 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes

	Comments on Current Use

Treatment in Last Year

Impact of Substance Abuse on Consumer’s Quality of Life (Describe the negative consequences consumer has experienced, increased use over time, change in consumer’s tolerance, loss of control, family members voicing concern, preoccupation with using, etc.)



	Abuse/Violence Over Last Year (victim or perpetrator)
	 FORMCHECKBOX 
 No change

	

	Health Issues
	 FORMCHECKBOX 
 No change

	Current Primary Care Physician (name/address/telephone)



	Hospitalizations or Crisis Services Utilized in Past Year 

	Crisis Residential/Crisis Stabilization Services  
	 FORMCHECKBOX 
 None Reported

	Name of Agency/Service
	Date (From-To)

	
	

	
	

	
	

	Comments



	Psychiatric Hospitalizations
	 FORMCHECKBOX 
 None Reported

	Name of Hospital
	Date (From-To)
	Reason (suicidal, depressed, etc.)

	
	
	

	
	
	

	
	
	

	Comments



	 FORMCHECKBOX 
 None Reported                        Current Medication Information (prescription/OTC/herbal)

	Medication
	Rationale/Purpose
	Dosage/Route/

Frequency
	Compliance

	
	
	
	Yes
	No
	Partial
	Unk

	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Comments



	Functional Domains

	Check
	Check All Current Needs and Describe Current Functioning (assistance needed to be independent)

	 FORMCHECKBOX 

	Nutritional/Eating Pattern Changes/Disorders


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Pain Management


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Bereavement Issues 

	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Anxiety


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Traumatic Stress


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Anger/Aggression


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Oppositional Behaviors


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Impulsivity


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Disturbed Reality Contact (psychosis)

	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Mood Swings/Hyperactivity


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Substance Use/Addiction


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Other Addictive Behaviors


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Sleep Problems


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Psychosocial Stressors


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Pertinent Health Issues/Medical History (include any allergies and food/drug reactions)


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Consumer’s Family Education Needs (Family education must be directed to the exclusive well being of the consumer.)


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Consumer Needs Other Environmental Supports (Needs related to supporting consumer in community living. i.e. Housing, food stamps, social supports, etc.)  


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	 FORMCHECKBOX 

	Other


	 FORMCHECKBOX 
 Addressed  FORMCHECKBOX 
 Referred  FORMCHECKBOX 
 Deferred

	Skills Deficit/Skills Training/Community Support Needs (check all applicable needs identified)

	 FORMCHECKBOX 
 Consumer needs symptom and disability management skills.

 FORMCHECKBOX 
 Consumer needs restoration or development of social/personal skills.

 FORMCHECKBOX 
 Consumer needs education related services to develop skills necessary to enhance academic success.

 FORMCHECKBOX 
 Consumer needs residential supports to develop skills necessary for community living.

 FORMCHECKBOX 
 Consumer needs restoration or development of social support skills and networks including recreational activities.

 FORMCHECKBOX 
 Consumer needs employment related services to develop skills necessary for successful employment.

	As Evidenced By (Describe the specific skill deficits or areas where improvement is needed.)



	Affect on Mental Health


	Additional Comments on Skills Needs


	Health and Safety

	Identified Risk Factors                                   
	 FORMCHECKBOX 
 None
	

	 FORMCHECKBOX 
 Unsafe Sex Practices
	 FORMCHECKBOX 
 Physical Abuse
	 FORMCHECKBOX 
 Impulsivity

	 FORMCHECKBOX 
 Pregnancy
	 FORMCHECKBOX 
 Residential Safety
	 FORMCHECKBOX 
 Chronic Health Problems

	 FORMCHECKBOX 
 Sexual Abuse
	 FORMCHECKBOX 
 IV Drug Abuse
	 FORMCHECKBOX 
 Non-Attentive to Need for Health Care

	 FORMCHECKBOX 
 Alcohol/Substance Abuse
	 FORMCHECKBOX 
 Diet/Nutrition
	 FORMCHECKBOX 
 Hygiene

	 FORMCHECKBOX 
 Self Harm
	 FORMCHECKBOX 
 Nicotine Use
	 FORMCHECKBOX 
 Household Management

	 FORMCHECKBOX 
 Aggression Toward Others
	 FORMCHECKBOX 
 Medication Interaction
	 FORMCHECKBOX 
 Physical Disability

	 FORMCHECKBOX 
 Verbal/Emotional Abuse
	 FORMCHECKBOX 
 Medication Management
	 FORMCHECKBOX 
 Psychosis

	 FORMCHECKBOX 
 Children at Risk
	 FORMCHECKBOX 
 Stress Related to Parenting
	 FORMCHECKBOX 
 Recent Loss (Parent, child, spouse, job, relationship)

	Presence of Other High Risk Behaviors      
	 FORMCHECKBOX 
 None
	

	 FORMCHECKBOX 
 Cutting
	 FORMCHECKBOX 
 Head banging
	 FORMCHECKBOX 
 Poor or dangerous relationship

	 FORMCHECKBOX 
 Anorexia/Bulimia
	 FORMCHECKBOX 
 Risk taking
	 FORMCHECKBOX 
 Other self-injurious behavior

	
	
	

	 FORMCHECKBOX 
 Other: 

	Health and Safety Comments

 

	Attempts to Harm Self or Others in Last Year
	 FORMCHECKBOX 
 None Reported

	

	Current Risk of Harm to Self or Others
	 FORMCHECKBOX 
 None Reported

	

	Mental Health Consumer Outcomes

	Summarize outcomes consumer/family hope to achieve from treatment:



	Mental Status Exam

	See Attached Exam     FORMCHECKBOX 


	Consumer/Family/Guardian Preferences

Clinician and consumer (and/or primary support person) should have a meaningful recovery focused dialogue to engage and allow the consumer to express their desired treatment preferences and priorities. Identify the indicated needs/preferences of consumer/family/guardian for the full range of behavioral health clinical and community-based rehabilitative services, and environmental support services available to them.

	1. Service Preferences (consider and discuss the range of services available to consumer and record their preferences, as applicable)


	2. Natural/Community Support Preferences (consider and discuss the various support systems/activities in the consumer’s life and record their preferences, as applicable)


	Clinical Summary

	This Clinical Summary is Based Upon Information Provided By (check all that apply)

	 FORMCHECKBOX 
 Consumer 

 FORMCHECKBOX 
 Law Enforcement

 FORMCHECKBOX 
 Other: 
	 FORMCHECKBOX 
 Parent(s)

 FORMCHECKBOX 
 Service Provider
	 FORMCHECKBOX 
 Guardian(s)

 FORMCHECKBOX 
 School Personnel
	 FORMCHECKBOX 
 Family/Friend


	 FORMCHECKBOX 
 Physician
	 FORMCHECKBOX 
 Records

	Narrative Summary – Identify, at a minimum, 1) consumer’s strengths and how they will be used in treatment, 2) the severity of problem, 3) clinical rationale to support medical necessity for each recommended service, 3) services that will be offered or recommendations made to meet consumer’s needs.


	Treatment Recommendations/Assessed Needs

	Recommendations are to be considered as the basis for subsequent treatment goals and/or objectives, and shall be focused on improving the functioning of the consumer or reducing their signs and symptoms. Examples: Decrease symptoms of depression; Reduction of anger episodes; Stabilization on psychotropic meds.

	1. 

	2. 

	3. 

	4. 

	5. 

	Consumer/Guardian/Family Participation in Assessment, Response to Recommendations, and Treatment Expectations


	Current Level of Care:  

Recommended Service(s) to Meet Level of Care (include amount, scope, and duration): 
Least restrictive environment for consumer?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  If No, explain: 


	Diagnosis:   FORMCHECKBOX 
 DSM-IV Codes (or successor)   FORMCHECKBOX 
  ICD-9 CM Codes (or successor)

	Check Primary
	Axis
	Code
	Narrative Description

	 FORMCHECKBOX 

	Axis I
	
	

	 FORMCHECKBOX 

	
	
	

	 FORMCHECKBOX 

	
	
	

	 FORMCHECKBOX 

	Axis II
	
	

	 FORMCHECKBOX 

	
	
	

	
	Axis III
	
	

	
	Axis IV
	

	
	Axis V
	Current GAF:  
	Highest GAF in Past Year (if known):  

	Further Evaluations Needed           FORMCHECKBOX 
  Referral made to address need

	 FORMCHECKBOX 
 None Indicated

 FORMCHECKBOX 
 Vocational
	 FORMCHECKBOX 
 Psychiatric 

 FORMCHECKBOX 
 Visual
	 FORMCHECKBOX 
 Psychological

 FORMCHECKBOX 
 Auditory
	 FORMCHECKBOX 
 Medical/Health Assmt

 FORMCHECKBOX 
 Substance Use Assessment
	 FORMCHECKBOX 
 Educational

 FORMCHECKBOX 
 Other: 



	Additional Referrals Needed              FORMCHECKBOX 
  Information provided to consumer for identified needs

	 FORMCHECKBOX 
 None Indicated

 FORMCHECKBOX 
 Medical Physician
	 FORMCHECKBOX 
 DHS 

 FORMCHECKBOX 
 SSA
	 FORMCHECKBOX 
 Employment Services

 FORMCHECKBOX 
 2-1-1
	 FORMCHECKBOX 
 Support Groups

 FORMCHECKBOX 
 Legal Aide/Services
	 FORMCHECKBOX 
 Transportation

 FORMCHECKBOX 
 Other: 



	Signatures

	Signature/Credentials:
	Date



	Other Signature/Credentials:
	Date



	Supervisor Signature/Credentials: (if applicable)
	Date



	Physician Signature/Credentials: (if applicable)
	Date
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