.quo%@t

!
EDICAL SCREENING EXAM

LNIT
ASSESSMENT DATE: '%Tll K START TIME: "0 a@
IDENTIFY GIIWA: -

Patient.__{\.00 X 6-@ DO

W

TR

¢ WS .
Ridge, ri'e\:" N s
INSTLTETE INITIAL CI.INFCAL ASSESSMENT: Pccess CENTER

!‘% ‘ DAge: §:| Race_L Sex L;S

Employer: IA G’ . Position/Title: Length of Employment __o—~
Marital Status: ‘ Years/Months: #of Cn'lldren: Age‘.')g.l &
Patient lives with: MﬁGf OOMNMN S £ Referred by: OS'F - dem ONY” ' %‘ (l-\ {
Person/s accpqipanying patient for assessment (name/s, relationship)_| ) QD b ) n

YES Do you have anything with you that you could use to harm yourself or someorje

else? (i.e., weapons, sharp objects, medications or drugs, alcohol)

If so, specify items & location:

NO Are you willing to give this to a staff member while you are being assessed?

L' items removed: s -
BRIEF MEDJSAL SCREENING: _
YES / X Are you currently experiencing any physical problems that are causing you distress? (deéscribe) 1y

b,
g,

YES/

YES /,

YES!/

L YES / \ ’ Avre you taking these as prescribed? (explain)
YES I

YES (NC

VITAL SIGNS:

Height:
Does patient present as medically unstable? O Yes Mos
&  iso Onumse: consuited € MD: I___consulted

BP: l@ZQD Pulse: 7O _ Resp: h( Temp: 3?‘ Breau'\alyzer:
15( l

Do you have any history of seizures or strokes? (give date|of most recent)
Have you tecently had a significant weight loss? Amount: L_:! :i O WRenm—————

Do you feel you need medical attention for any of these prablems at this time? (descnbg)
Have you recently received any medical attention for any of these or other problemsﬂ‘ (s ::‘Q)

J-'f‘ Are you taking any medications? (list) A‘('\'\&./‘ @ ‘\,O/;TJ

AJ

T

¥

W?ight: “3-— ;

O Patient sent to emergancy room 0 Nurse determined nol medically comproinised O MD determined not mgdically compromised

WHY IS TREATMENT NECESSARY AT THIS TIME?

CHIEF COMPLAINT (What is the main reason the patient is hc:eQie king tleatment?) Direct Quote:

W}o@

(/3% e

ICIDAL SELFANJURIOUS ™YY, 0 o pu.i o he Sl

A

1

NO 1. Are you currently having thoughts or urges to harm or kill yourse!f? (i no, proceed to # b)

YES /10 V4. Do you intend to follow through with your plan? When? i
If so, what do you expect will happen if you do carry out yo'gr plan?
|

. /S [NO ] 5. Have you ever made an attempt to harm yourself?

What spegific thoughts are you having and how often age you having them W ,M
YES/NO )2. Do you have a current plasyto harm or kill yourgelf? (spgcifinpjan) .
' A “/
YES @ 3. Do you have the means availableJo carry out r plan? ify locatiofi of means ’
: !

\‘ Most racent attempt: (Give detailed description including :%ate. method used, intended duicome, medical

treatment ':?::Jire‘c:\aftse_é?étfmpi) ! _ W !’\! CL

/

(3

Other past attempt/s: (Give Uetailed description including datefs, methodis, medical treatment received etc.)




INITIAL MEDICAL SCREENING EXAM page 2
O HOMICIDAL / VIOLENT / THREATENING BEHAVIOR
YES / @ 6. Are you currently having thoughts or urges to harm or kill someone else? (If no, proceed to # 10)
What specific thoughts are you having? J

YES /N 7. Do you have a current plan to harm someocne else?
if so, what is the name of the person you wish to harm and what is his/her relalionship to you?

YES/N 8. Do you have the means available 10 Carty out your plan? {Specify location of means)
YES/N 9. Do you intend to carry out your plan? When?
YES/ 10. Have you ever made an attempt o harm someone else? When?
Describe briefly:
O Iftho @E‘l- tent is disclosed and a victim is identified: O Duty to wam deferred to MD; homicidat patient being admitted
o=\l Dulyto wam completed by Access Center cliniclan: Date: Time: am/pm
Report made to: O !dentified victim E Law enforcement authorities (if appropriate) Q Schogt Officials (if appropriate)
v\
Q THREAT TO PERSONAL SAFETY

YES/ 11. Has anyone harmed you recently? (Describe)

YES/ 12. Are you currently afraid for your own safety? (Specify why)

Q CHILD ABUSE/ OLDER ADULT ABUSE

YES/ @) 1¥ ical/sexual/emotional abuse of a child or older adult disclosed?
Jled report to DFCS/APS J
1o DFCS/APS made by Access Center clinician: Date: Time: am/pm

Spoke to: at County DFCS/APS, Phone;

?OSAFETY CONCERNS OF PARENTS / SIGNIFICANT OTHERS
/NO 14. Are parents/others afraid for patient's safety currently? (Explain)

YES ANO 15. Are they afraid for their or anyone else's safety during assessment? (Explain) J

16. Are they afraid patient will try to leave during assessment?

YES
)iopy SIS W’W\Aae'{)z& € C2a) ke
YES INO 17. Areyou having thoughis tHat are ‘currently calising you distress or feel oyt of control to you?
NO

18. Are you having fears thal other people are out to get you in any way? —~ MWM
NO 19. Have you been hearing voices or having any kipd of hallucjnations? {Describe) s
O EATING DISORDER sYmPToms VY & AL DUl s Le '“@ ~to e N\( ()

YES / NO 20. Restricling/Binge Eating/ Purging? (Describe) _ ‘/\)&4‘5\ pM

O SUBSTANCE ABUSE / DEPENDENCE / WITHDRAWAL -~ Tmad &
YE 21. Do you believe you are having any problems with substance abuse?
YE 22. Do you use any substances or medications? (specify)
%en did xou Ia@st use thislthese?bstance/s? q 4 ! W .
YES/ 23. Are you currently intoxicated? If yes, did you drive yourself here? YES ! NO If so, are you willing to

allow staff lo hold your keys for you while you are being assessed? YES /NQ

YES /N 24. Do you believe you are currently experiencing physical withdrawal symptoms from a substance?
If so, briefly describe:
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INITIAL MEDICAL SCREENING EXAM, phge 2 Lo

_ and

HISTORY OF PRESENT ILLNESS/PRESENTING PROBLEM * | QL{ vo WM & Mo M_q_,.,{ b

ECIPITATING EVENT (Whlh otivaled the patigat/family to seek irea
@ W\/I\ON"S s s Dy wﬂew uJo./\d,

i

LQ/W\Q/\ “' AWO T

INITIAL SUMMARY STATEMENT (8rief Narratve Format. Include how paijent was transported to RVI and who pccompanied. For

updales see Updale Pages.)

Pk ?&Aw,b)do RQU| e 101D 2 paredn| anwd
Fiis afffafr o= won Wm

J\nﬁé%w Fhpr drmeninar X o

wma o oavn% Prmaﬂ&«%m Fus,

Mmmw\m mez‘

¢

??(p/‘uﬂ—/vt Jvac At A
Hnek de i 80 OF M&,w&s <t

oHWS@ kst iapt Mha b tie iwedicn Lonad

Al aTe ant an o ca
MBM(M;\?@% \M(Q\.Ac‘\

CLIN!CAL ROVIDED BY REFERRALSOURCE (pga:fd Myma ferral sou m{ UIQE

received dire ctlyfromhmlher s well as any information noted on the calisheel.)

b proud dodh i
P g0’ @

PERPETUAT|NG FACTORS (Ongoing patienVfamily issues th
medical/physical/imental health problems, untrested medical/mental illness, enmashmen

de:avmq’::pm fpfobiF substan ceéAhom .}

Q.oawk"%‘kumw - Pw%‘b) dansrcs , Cho

, absent parent, abuse/domeslic viol

ate the palient's pathology/dysfunction: eg.. chron

0 dalus

nca,

X



INITIAL MEDICAL SCREENING EXAM, page 4 )

OTHE INICAL INFORMATION (inciude info from persons accompanying patient, clinical from referral source, or info from CallShest.)
YEB{/ NOY Pid family/persons accompanying patient provide any information about suicidal/homicidal ideation? List if so. *

YES /NG Did Referral Source/s provide any information (written/verbal) about suicidal/homicidal ideation? List if so. J

YES /NP Did CaliSheet or CaliSheet Notes provide any information about suicidal/homicidal ideation? List if so.

Physician Contact W .
Name of the physician consulted: EAZ yﬁ Did physician accept the patient? \S)&ES ONO

Was physician advised of patient's SI/HI anc history of thoughts/attempts? QYES M\JO Q N/A

Was physician advised of SI/HI related clinical obtained from family/persons accompanying patient? Q YES Mo QNA
Was physician advised of any SiIfHI related clinical obtained from Referral Source/s? O YES 9%0 QNA

Was physician advised of any SI/Hi related information from CallSheet & CallSheet Notes? O YES 9%2) Q N/A

Please note the ph}lsaian' i;sﬂ.upigs below:

3

Patient and family's response to physician's jnstructions: .
01— Yﬁw Becpupolinio

if inpatient treatment initially indicated due to patient’s report of suicldal/homicidal ideation during screening, and patient
then refuses inpatient recommendation—stating ha/she is not currently suicidal/homicidat:

-~
MD: cansulted and advised: O Patient needs commitment evaluation Q Patient is not committable J
Q Patient able to contract for safety; MD clears patient to leave: patient is not committable

If Inpatient treatment initiatly indicated due to patient's report of SUHI during screening, and patient then refuses inpatient
recommendation—stating he/she is not currently sulcidal—was referring ¢linician contacted about this? O YES ONO Q A

Comments:

Exit Plan: #
t wha initially presented with SI/HI—a jod'S i

nd lalQ I—is c!eard to lsave by MD, the Exit Plan discpssed
O\ 22 ) m @M
P"\A Clikigidn \Sighiture i

ACCESS CENTER CLINICAL IMPRESSIONS: AXIS +V__ (Based on DSM IV clinical criteria

wist Deluoronad A6 54 |

AXIS M: \ AL d,
AW

::E :: 204 %i ' AU 4 pe u@}
A.Xlsa:/‘.,m:CurremG e.’_‘ﬁ | . \_(/)\ {/{ P(/J

Reviewed by:




¢

INITIAL MEDICAL SCREENING EXAM, page 5 g

POST-SCREENING DISPOSITION :

x Inpatient/Observation admission to Ridgeview Institute on: Q Volur}tary Status or /@lnvolunta [y Status.

0

0O DDOCODGC ODRUUOLDODOEDO

Partial Hospitalization Program admission to Ridgeview Institute.

Intensive Outpatient Program admission 10 Ridgeview Institute.

Recovery Residence admission with admission 1o a Partial or Intengive Outpatient Program.
Return to current Outpatient Treatment Provider:

Outpatient referral to:
OQutpatient program (PHP/IOP/Group) referral to:

Transferred to other treatment facility for Inpt treatment; Referral/Transfer Form completed:

Refused Inpatient Addiction treatment. MD cleared patient to leave. Pt Signed Refusal of Treatmjnt

Refused Inpatient Eating Disorder treatment. MD cleared patient to leave. Pt signed Refusal of T
Refused Inpatient Psychiatric ireatment. Refusal of Treatment & Exit Plan completed and signed
Refused PHP/IOP recommendalion. Patient Signed Refusal of Treatment
Pending Partial admission to Ridgeview Institute, explain:

eatment
by patient/guardian.

Pending Intensive Oulpatient admission to Ridgeview Institute, explain:

Sent to EAH for Medical Clearance:

Phone Assessment. Disposition/LOC Recommendation:
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ADDITIONAL CLINICAL INFORMATION Page 1 (to be oommeted on individuals admitted }o RVI)

RN

REVIEW) SYMPTOMS

currenly experiepging and/or history of gxp

SPECGIFY: behavictpl indicators, severity, date of mt.t:qumq. and whether

ncing.

1. Q ANHEDCNIA

3. GITATION/RESTLESSNESS
(Specify current leve! of agitation)

5 0 caw@&us
6.0 ISOLATIB@THDRAWAL

Q%PETITE DISTURBANCE

10.0 WEIGHT LOSS: GAIN.

4. O SUICIDAL IDEATION: HISTORY
(Specify frequency & duraticn of Sl)

2\QYHOPELESS FEELINGS
(Specify current degree of hopelessness)

. EEP PROBLEMS/NIGHTMARES

7. O NEGLECTS P HYGIENE
AV ‘

B sl A7

11. Q RESTRICYING/BINGE EATING /
PURGIN

PR

GM—(p@
\aSt oMl

(lbs-

Over what periad af time? i

=
2 A

f\»@ﬂ/y/\-

¥ #11is yes: Complete Addendum B for eating disorder symptoms.

12. O ANXIETY/PANIC ATTACKS
13. SESSIVE THOUGHTS

14. O COMPULSIVE BEHAVIORS

17. O IMPULSIVE BEHAVIORS

If yes for Gambfing or Sexual
behaviors, complete appropriate
um

DES

.

18. GE

15. O PARAPHILIA ENDER
IDENTI UES (Specily type)

16%000 SWINGS/MANIC EPISODES

7 1
(I

19. O HOMICIDAL IDEATION: HISTORY
{Specify frequency & duration of HI)
A

(Spending, Gambiing, Sexual, elc.)

\
20.\;1PARAN0|A

i
! MELUSIONS (Specify Type)
i

21. O HALLUCINATIONS (Specify Type)




ADDITIONAL CLINICAL INFORMATION, page 2

RN
REVIEW

SYMPTOMS

SPECIFY: behavioral indicators, severity, date of onset, frequency, and whether

o/

23. O SELF-INJURIOUS BEHAVIOR

24. O TIME DISTORTION / LOSS OF
TIME / AMNESTIC EPISODES

25. U OTHER DISTINCT IDENTITIES /
PERSONALITY STATES

currently expariencing and/or history of experiencing.
a(l/v\«l/)
(iﬂ.«/\«'(?/)

FAMILY PSYCHIATRIC HISTORY
Z&KAMILY HISTORY OF

PSYCHIATRIC ILLNESS /

LS oty

T | Fnera gt
2. %MILYIFRIEND HISTORY OF %‘/\zo' M~ ‘l’ ( : g . lLJL« d 3@0’(*
UICIDES/HOMICIDES \
ABGSE / TRAUMA HISTORY INCLUDE: age of patient at time of abuse/yauma. and specifics of the
abuseftrauma.
28. O EMOTIONAL J
29. O PHYSICAL
30. O SEXUAL .
31. O UNRESOLVED TRAUMA HISTORY

{Specify — ie rape, abortion. vioient
crime, fire, natural disaster, war, etc.)

N
Rebt CURRENT STRESSORS 5 SPECIFY DETAILS
32. 3 SEPARATION / DIVORCE ] . : ‘
RELATIONSHIP PROBLEMS \ CU\PV\:bL Cq,»./\% 6‘61"/\9.@ ?‘J
© -
33. O SEXUAL DYSFUNCTION OR M Q.fK\—LX c ~'~Q"

CHANGE IN DESIRE

Q PROBLE CHILDREN/
CUsTQ UES

SS.XGRCEF /LOSS ISSUES (Life
parnnerifamily/fiend/pet)

34.

%%EXUAL ORIENTATION ISSUES

37. Q SPIRITUAL / RELIGIOUS /
CULTURAL ISSUES

aa)ﬂoamscuom PROBLE! %
{Deterioration of work performande.

Absernices, At risk of losing job,

40. O LES@LEMS / PRISON
HI (Cumrent/pending charges,
Probation/parole status)

47 ECENT SIGNIFICANT EVENTS /
LIFE CHANGES (New Job, Career
change, Promotion, Retirement, New
home, Mariage, Birth of children. etc.)

ﬁocx& %2,3

Pt 4
) Ny L Qa dien

AR AL i g da
ﬁudj&mw

-

I a pepulen foq callogs Newl§

Pape Tt u)a%wﬁew.



ADDITIONAL CLINICAL INFORMATION page 3

SUBSTANCE ABUSE HISTORY

g RN

SHA@M‘ e [

CURRENT USE
SUBSTANCE LAST USE Quantity {%.‘7"&;5“ beers) HISTORY OF USE
REVIEW E’“““ﬁj}’ poyipyadad weak} {Not in Past Year)
% Dal’, /0\90 Q= 3 Age oi1st Use:
COHOL
Patter
Time: r AC f= |, | \,..).Lﬂ/t‘(-
amlpm I 9~)6 9~ \.{ D
Jcs svadbon Maa 30|

QO SEDATIVES. HYPNOTICS.

8 ANXIOLYTICS Date: = Age of 1st Use:
{Valiurr, Xanax, Atvan. Serax, Patierp:
Tranxene, Halcion, Restord. Time: =
Seconal, Klonopin, Librium, amipm P
Dalmane, Cenvax, Surital, Soma, =

} Fiorinal Fioncet. Blue Nro, GHB) | amy: \

O OPIOIDS

(Morphne, Hesoln, Codewne, Darven, | Date: Q= Age of 1st Use:

Methacone. Hydrocodone, Dilaudid. Pattem:

Demerol, Darvocst, Lomotd, Tatwin, | Time: F=

Oxycodone.  Percocet,  Loecel, | amyper

Lortab, Vicodin, Tylox. Fentanyi, D=

Stadol, Nubain. Uitram, Tylenol #3 ) )

Amt:

J ANPHETAMINES Date: Q= Age of 1st Use:
{Crystal Meth, Crank, ice, Patitem:

Speed, Prascription Diet Pills} Time- F=
am/pm
D=
Amt:

Q cocAINE Date: Q= Age df 1st Use:
{Powger, Crack, Rock, Pattefn:
Freebase, Blunt. laced Time: F=
manjuana cigar) am/pm

Q=
Amt:

0 HALLUCINOGENS Date: Age 1:1151 Use:
{LSD. Acid. Blotter, Microdot. Pattetn:

XYC, Ecstasy, Mescaline, Time:

Peyote, Special "K"etamine, am/pm

MDA, MOMA)
Amt:

Q PHENCYCLIDINES Date: Age :ﬁ:sl Use:
{PCP. Angei Dust) Patlemn:

Time: F=
am/pm
D=
Amt:
Q STEROIDS Date: Q= Age &f 1st Use:
Patiegrn:
Time: F=
am/pm
D=
Amt:
O INHALANTS Date’ Q= Age of tst Use:
! {Gasotine, Freon, Glue, Painl, Pattdrn:
Butane. Paint Thinner, Time: F=
d, Glade, White Oul. | am/pm
Amyt & Butyl Nitrate, Nitrous D=
Oride) Amt:




ADDITIONAL CLINICAL INFORMATION, page 4

SUBSTANCE ABUS

ISTORY, con ed

CURRENT USE ’

RN
SUBSTANCE LAST USE Quantity (ex: 8-10. 160z beers) T
REVIEW Erequency {ex: 5-7 days per week) HIS(NOC')l nRZas?YiaE')lSE
__Durstion fex: 2 years)
Q cannaBis Date: Q= \ Age of s Use:
(THS, Marijuana, Hashish, Joint, . Pattern:
Bong, Bowl. Reeler, Blunt: laced) | Time: F=
amipm
D=
Amt: ~
a NICOTINE ( Date: o= Age of 1st Use:
. Pattern:
(Cigarette. Cigar. Pipe Tobacco, | TIMe F=
Chemng Tobacco. Snulf) am/pm be
Amt:
D OVER THE COUNTER Date: Q= Age of 1st Use:
MEDICATIONS (Sieeptng . _ Pattern;
Pills, Diet Pisis, Alert Puls, Time: F=
Decongestanis. Antihistamines, | am/pm
Cough Sysup) D=
Aml:
Q CAFFEINE Date: Q= \- Age of 1st Use:
{coffee, sodas, tea) . Pattern:
Time: F=
am/pm
D=
Amt:
a Date: Q= Age of 1st Use:
T . Pattern:
() ime: =
(Other) amipm
D=
Amt:
Qa Date: Q= Age of 1st Use:
Ti £ Pattern:
me: =
(Other) a
D=
Amt:
() Date: Q= Age of 1st Use:
Ti F Pattern:
th tme. =
(Other) am/pm
D=
Amt.
Q Date: Q= Age of 1st Use:
T F Paltern:
ime: =
{Other) am/pm
D=
Amt:
[u ] Date: - Q= Age of 15t Use:
T F Pattem:
me: =
.‘ {Other) amigm
D=




ADDITIONAL CLINICAL INFORMATION, page 5

BSTANC

FAMILY HISTORY:

SE HISTORY, conti |
éﬁ.ﬁ/\/\/\ ,UB

- b—— -

HEALTH PROBLEMS RELATED TO SUBSTANCE ABUSE

~
N

LEGAL CHARGES RELATED TO SUBSTANCE ABUSE - include cument atges]and history (DUI's, possession, etc.)

RELATIONSHIP PROBLEMS DUE TO SUBSTANCE ABUSE

EMPLOYMENT/ CAREER PROBLEMS DUE TO SUBSTANCE ABUSE /

MOST RECENT PERIOD OF TOTAL ABSTINENCE FROM ALL

OD«ALTE‘RING SUBSTANCES:

LONGEST PERIOD OF TOTAL ABSTINENCE FROM ALL MOO LTERINGSUBSTANCES IN LIFETIME:

WHAT HELPED YOU REMAIN SOBER DURING THIS TIME? :

WITHDRAWAL SYMPTOMS '

RN WITHDRAWAL CURRENTLY FREQUENTEY RN \hﬁ'HDRAWAL CURRENTLY FREQUENTLY
REVIEW SYMPTOMS EXPERIENCING | EXPERIENLE REVIEW SYMPTOMS EXPERIENCING || EXPERIENCE
S S
Nausea JdYes WNo U Yes No Loss of Sleep UYves ONo QYes ONo
Vemiting QOYes QO No Q Yes No Lass of Appetite | Q Yes O No QYes ONo
Diarrhea OYes ONo Q Yes [ Q No -Weakness OYes ONo OYes OQNo
Tremors OYes QNo [w] Y87 O No ¢ Imritabilty OYes UNo OvYes QONo
Il
Racing Heart OYes QNo QYep UNo Aggressive, OYes ONo OvYes dNo
Rate Assaultive
Visibly Sweating | O Yes O No [§] qu O No Hesadaches, OvYes ONo OYes ONo
! Migraines
Flushed Face OYes QO No OYgs QNo High Blood OYes QONo QvYes ONo
| Pressure
Fever, Chills QYes dNo AYge ONo ! Seizures OYes QNo JYes OUNo
Tingting, OYes QNo QOYed ONo . Blackouts OYes ONo JdYes UNo
Numbness !
Cramping QYes QNo Q Yes \d No Hallucinations | OYes O No OYes QNo
Extreme UYes QNo O Yes N‘{o Delirium OYes QNo QYes ONo
Agitation
:
DIAGNOSTIC CRITERIA FOR SUBSTANCE DEPENDENCE (manifestdd by 3 or more of the following withn the same 12 month period):
Tolerance: a need for increased amounts to achieve desired Rffect ~ or T diminished effect with continu:I use of same amount.
Withdrawal: the characteristic withdrawal syndrome for the sub: ~gr ~ a substance is taken lo reliqve/avoid symptoms.

The substance is often taken in larger amounts or over a tonger pericd
Thare is a persistent desire or unsuccessful efforts to cut down or control

A great doal of time is spent in activities necessary 10 obtain the substance, use the substance, ar reco

[ e o R = [ s Y = i

The substance use is continued despite knowledge of having a persistent or recurrant physical or psycholg
likely to have been caused or exacerbated by the substance.

vasJ(rom its effects
Important social, occupational, or recrealional activities are givan up or reFuced because of substance usq.
gical problem that is




ADDITIONAL CLINICAL INFORMATION, page 6
ENVIRONMENT '

1. Where do you plan to live once you have completed treatment? y
Maette M »
2. Who cun’entleas in that home and what is ")T relationship to you? 3 W

3,

Name of % Relationship
Name of Perm 0 Q\ Relationship

3 Please describe M€ positive strengths and characteristics of that home.

Comment;

4. Please check all the boxes that apply to thal home: J

% Alcohol and/or drugs are used in the home. / Q e 0( »
\5/ o2 .

a

Q

Q
a There are weapons in the home.

y Physical or sexual abuse is occurring in the home.

J The police or Department of Family and Children Services have been to the home within the last

two years. J
Comment:

: 3
ANAIN

you have an alternative place to live if you are not able to return to that home?

Do
Ygs  No 9
\i Q If "yes,” where:

EATING DISORDER RISK ASSESSMENT
The fo ing questions should bg asked of,allf e patients, 13 years old and older.

YESYNO Is your mood frequently affected by what you weigh or how you fee! about your body weight and shape?

\ N
YES/N Are you actively restricting food intake, binge eating, and/or purging? 9‘_4_@ M
YES/N Have you ever been told or worried that you have an ealting disorder?

H *yes,” when, by whom, and did you seek treatment?

if the patient answered "yes" to any of the preceding questions please follow the initial clinical assessment wlmJ
Addendum B and consider a level of care within the Women's Program for disposition



ADDITIONAL CLINICAL INFORMATION, page 7

HISTORY OF PRESENT ILLNESS/PRESENTING PROBLEM, contin ed

!
[

L PREVIOUS TREATMENT HISTORY

DIAGNOSH

INPATIENT DATES 'S | HELPFUL OR CQMPLIANT WITH

TREATMENT FACILITY {Month/Year & #ofDays) | or PROBLEM | NOT HELPFUL DISCHARGE PLAN?

) ’> :

x 0/\'/\f”b j

o~
OUTPATIENT LAST HOW HOW DIAGNOSIS CDMPLIANT WITH
SEEN | OFTEN LONG _or PROBLEM TREATMENT PLAN?
o~

PROG! { THERAPIST
jCen} 1. {

e

O

Ao puod

b A

Current Psychiatrist: vV

\J

Cumrent/Recent 12-Step Involvement

Past 12-Step Group Involvement:

Other History (CP. IOP, PHP)

Other History (OP, IOP, PHP)

Other History (OP, 10P, PHP)

Compliant with medications? O Yes ﬂuo wplln:

\/I/\AQM.Q/AZ/)

Does patient / family expect to return to the curreni Outpatient therapist?

O Yes Z‘No: why not? %I/ %




ADDITIONAL CLINICAL INFORMATION, page 8
MEDICAL INFORMATION PCP nam: 132

9

CURRENT MEDICAL HISTORY OF MEDICAL CHECK IF PATIENT HAS MOST RECENT
PROBLEMS/COMPLICATIONS PROBLEMS/COMPLICATIONS | EVERHAD THE FOQWING (MONTH & YEAR)
Q NEUROPSYCHIATRIC
M’}' ]A JAAYON EVALUATION
D - O PREVIOUS DIAGNOSIS
OF DEMENTIA

O PREVIOUS DIAGNOSIS
OF ORGANIC BRAIN
SYNDROME

O HEAD INJURY

O SEIZURES

0 STROKES

Q EEG

Q ™MRI

Q EKG

Q ECT

DATE OF LAST FULL PHYSICAL WITH LABS: | \SM ne. 0| |

-

SPECIAL EQUIPMENT NEEDS:
ALLERGIES (FOOD, MEDICATION, E NMEN %ONE KNOWN
T REACTION AND EFFECTIVE LIST REACTION AND EFFEGTIVE
/%\ TREATMENT TREATMENT
N - /
N—
For Current Medications, See Home Medication List
Discontinued Psychotropic Medications:
RECENT PSYCHOTROPIC MEDICATIONS DATE DISCONTINUED REASON DISCONTINUED

o et




.
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ADDITIONAL CLINICAL INFORMATION, page 9 ,
MENTAL STATUS EXAM ‘

APPEARANCE AND GENERAL BEHAVIOR: .
@ Provocative (describe briefly) yNeal Mp;iropriate Q Bizarre 0O

Dress: Disheveled

Motor Activily: 0 Impaired/Unbalanced O Catatonic 0O AgiJateleidgety\%alm Q Motor Retardalion
Facial Expression: Q Appropriate/Varied %nimaled 0 An flouleearful QO Angry QSad Q Fixed
Level of Awareness: [ Present and Alert Q Drowsy %per Alert

Posture: M?e%axed O Tense

MOOD AND AFFECT: X

Q Appropriate/Varied O Depressed Q Anxious Q Angry Q Eupthoric Q Labile [ Flat %Inappropriatelaizarre

RAPPORT WITH INTERVIEWER:

Q Friendly Cooperative O Guarded U Hostite Q Other:

THOUGHT PROCESSES AND FLOW OF MENTAL ACTIVITY:

Orientation: H Circumstance X Time )d Place C)éerson

Speech: Q Poverty of Speech O Mute O Normal 0 Slurred %bressured

Thought Processes: Q Ability to Stay Focused Q Difficulty with Concentration Q) Confused State
0 Good Comprehension O Disarganized Thoughts Q Slow Thoughts

'Mangenlial Thoughts

SUICIDAL, SELF-HARMING AND HOMICIDAL IDEATION:
%None Q Suicidal  Q Self-Harming/Mutilating O Homicidal

PSYCHOTIC SIGNS AND SYMPTOMS:

Dloud O Soft

Q Intoxicated

;{'ﬂacing Thoughts

Hallucinations: @ None O Auditory 0 Visual O Tactile Q Olfactory 1 Gustatofy
Delusions: Q None KParanoid QPersecutory KGrand?e Q Jealoys A Erotomanic O Somatic
I :lU Wﬁ ol o

INSIGHT/JUDGMENT/IMPULSE CONTROL:
Insight: Q Can identify problems, contributing factors and n;ole he/she plays in presenting problem.

Q1 Can identify problems, but not contributing factors.

O Can identify problems, but denies any self involvement.

nies any problems. !

Judgment: QO Good decision making with awareness of conse:, uences.

O Risky decision making with awareness of consefjuences.

Wnsafe decision making, lacking awareness of gonsequences.
impulse Control: 0 Good - Thinks through decisions before acting. :

Q Fair - Sometimes thinks through decisions befor!e acting.
9@oor - Acts before thinking through decisions.
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For Disoriented or Geriatric Patients only or when otherwise clinically indicated:

RECENT MEMORY:

“Listen carefully. | am going to say three words. You say them back after | stop. Ready? Here they are: APPLE
[pause], PENNY [pause), TABLE [pauss]. Now repeat those words back (o me." (Repeat up to 5 times, but score only

first tnal.}

APPLE
PENNY
TABLE

\'
"Now keep those words in mind. | am going to ask you to say them again in a few minutes.
PONY, QUARTER, ORANGE) may be subslituted and noted when retestihg an examinee.

REMOTE MEMORY:

"Do you know who the current President

"Can you name ihe previous President?"

is?"

“Can you name the President prior to him?*

"Can you name the President prior to him?”

ATTENTION & CALCULATION:

"Now I'd like you to subtract 7 from 100. Then keep subtracting 7/from each answer until | tell you to stop."

“What is 100 take away 77"

If needed, say: “Keep going.”
If needed, say: "Keep going.”
If needed, say: “Keep going."

if needed, say: "Keep going."

RECALL:

"What were those three words | asked you to remember?” {Do not offer : é;\y hints.]

APPLE
PENNY
TABLE

(93]
(6]
[79)
[72]
[65)

v if recalled.

® Alternative word sets (e.g.,

J

v if recalled. (If answed incorrectly write out fesponse)

culated correctly.

v if recalled.

9

-

J
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L ACC CENTER LOFC RECOM DATION
INPATIENT ACUTE CARE

rﬁ Behavior, or clear and immediate threat of behavior, which is life threalennp destructive or disabling to selliothers.
\CIJ Symptoms/behaviors indicative of need for 24 hour continued monitoring dind assessment of the patient's cpndition (circle all that
apply): vegelative signs/symptoms, significant waight loss/gain, significant p]:bility to sleap, significant inability to care for self/family,

self-mutilation, endangerment to heallh due to ealing disorder, disabling depression, command hallucinations, isabling psychomotor

agitation/retardation, acute onset of confusion/memory loss, active psychidlnc disorder with potential to inteyfere with treatment of

serious medical condition. 1

\& Emergence of worsening symptomatology in a toxic environment (ex: suicikial depression in an abusive honte, efc.).

3 Failure of outpatient/partial hospital trealment evidenced by clinical instabhity. or a physician consuit indiIes a condition which
precludes sale treatment at a lesser lavel care.

Q Condition requires detoxification in a medically monitored setting.

“~~ll Severe deterioration of level of functioning. GAF Score: 1 - 40.

‘ ~~g Treatment Recommendations: )Q}ndiw‘dual Therapy ?ﬁmup Therapy /nyamny Therapy/hjuppon Groups 3 ?@arga Planning

PARTIAL HOSPITALIZATIO ithout He Hou ith Hal s
3 Behavior indicative of risk to hamm self or others within past four to seven days.
O Symploms/behaviors indicative of need for increased intensity and frequency of services (circle all that %
significant depression, intense anxiety/panic attacks, debilitating obsessions/compulsions, maladaptive eatig behaviors, isolating,
maladaptive behaviors which may be related to a psychiatric disorder, pathological drug/alcohol use.

Q Impaired 1o the degree that there is moderate to severe disability in interparsonal, occupational, educationa| functioning.

O Failure of treatment al a lesser level of care.

O Moderate to severe deterioration of level of functioning. GAF Score: 41 -+ 60.

O Treatment Recommendations: O Individual Therapy O Group Therapy O Family Therapy O Support Groups JjDischarge Planning
‘ INTENSIVE OUTPATIENT PROGRAM / QUTPATIENT TREATMENT Cl withput ha house hal

O Minimal risk of behavior which is life threatening, destsuctive or disabling to self or others.

O Symptoms/behaviars indicative of need for services (circle all that apply): zdepressed mood, obsassions calsing distress, anxiety,

significant use of drugs/alcohol.

1 impaired to the degree that there is mild disability in interpersonal, occupahonal educational functioning.

O Failure of other treatment programs, aftercare, support groups or oulpatneiﬂ therapy.

O Presence of sacial, physical, familial support environment.

O Minimal to mild deterioration of level of functioning. GAF Score: 61 - 75.

O Treatment Recommendations: O Individual Therapy O Group Therapy Q Family Therapy O Support Groups ) Discharge Planning
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DISPOSITION

0O SPOUSE/LIFE PARTNER 0 WORK Q PSYCHIATRIST/ADDICTIONOLOGIST
ENTS O CHURCH Q PRIMARY CARE PHYSICIAN
MILY Q EAP & SCHOOL COUNSELOR
Q FRIENDS Q THERAPIST O SUPPORT GROUPS/12-STEP GROUPS

PATIENT'S STRENGTHS/POSITIVE COPING SKILLS

Dot

BARRIERS TO TREATMENT
Q FINANCES O LACK OF FAMILY SUPPORT O TRANSPORTATION O LACK OF COMMITMENT TO TREATMENT

»

O PHYSICAL DISABILITIES:
() LEARNING DISABILITIES:

1\ Al
D OTHER: [ gApAF 2

Violence Risk Assessment 7

History of vuolentlangry oulbursts Q Yes Q No (if no, skip this “Viclence Risk Assassment")

Commens: N - 50 (0 d Dk Un mvoom@ﬁw%f& >

Precipitating factors to past violent outbursts:
Comments:

Previous techniques, methods or tools used 1o help prevent violent cutbursts in the past:
Q None Q Verbal De-escalation Medication Q Time Out O Other (indicate in Comments section) J

Commenis: TOde\ W aQ C\Xw ot (X

Patient's response lo past violence revention techniques as described above:
QPoor QO Positive/Beneficial /A

Comments:

How would you like us to assist you with de-escalation when you are angry? (use quotes)

Is there a way your family could help with de-escalation when you are angry? (use quotes)

Clinl anSi\ TT mk 10 m. E@@L@h\(ﬁ \/()Q J

Reviewed by: M RN. Date: ﬁ/ ?///
Comments:
Reywenld 2@ ezed—1, (0 RhanBis.
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Plysician Progress Note

x
K1 JEY WP

)

N G \"ﬂ el l | !5

NOTES (inc! nt quotes and indicating
AR TN “Q@:W" @

nw

Oriented To: TSP Vé]‘woce Bmstan None ON/IA
Current Mood: gp L%Q Aifect. M
Appearance / ADLs: UIJ U\/\p

Eye Contact: = Poor [J Falr [J Good Q
Hallucinations: ] Yes [ No If Yes, describe:
Delusions: N.Yes [J] No IfYes, describe:

Current Thoughts: [J Racing ﬂ“‘!langentlal E’Cimu

] Obsessive IﬂiBaranoid [S-Confus

Sleep: O Poor \Sl interrupted [] Early Awakening L
Numbar of Hours:

Appetite: [] Poor [S\Fair [J Improved [] Good Nu
insightt 1 Poor ELFair {J Limited [ Improved []
Judgment [ Poor [d Fair [] Improved [J Good

T —

stantial [] Loose isorganiz

bd [ Clear OllGoal Directed
Difficulty Going to Sleep [Jj| Fair [] Good

| Good

Patient Reports Suicidal ldeation: ] Yes [] No  Patient g
Self Harming Thoughts / Behaviors: [] Yes No
Patient s still considered a risk, even if not reporting: [J Yes [J No
Rationale:

eports Homicidal Ideation: Yes (1 No

PRECAUTIONS / RESTRICTIONS: TS.N /A
[ tspisp [ Faltt [ Migh Risk Fall (] Elopement [] Seizure [] Exercise ;\ 111 [JAC
Jacise [JcCrR [ SE

I:I Tremors [] Chills
[J Flushed Face [] DT

g [J Dysphoria [ Anqous
rentration/memory  [[] Non

[ Continues on Detox regimen [] Nausea [ Vomiting
{0 Elevated VS [ Sweating [J Blackouts [ Seizures
[J Numbness [ Unsteady Gait [ Cramping [] Cravi

[ ODiarrhea ] Restless/disturbed slasp ] Poor ca
(OVER)

ber of meals/day: %|ponsumed:

R PPNV g




Physician Progress Note

Describe patient's relapse risk: -

v Recovesy enwronmenl

.;:):T al

Readiness o ;:t’ﬂnge

Page 2
O na

l.
Y

13 1
EATING BISORSEREN [N /A |

Ealing 100%: [J Yes No If No, describe:

(J Purging [J Weight increasing due to laxative withdrawal [0 NG Tube

Using: [] Diuretics

Compliant with meetings: (] Yes [J No

[] Laxatives [ Stimulants [J Compulsive exercise

EDICATIONS: | DANGEROUS ABBREVIATIONS: D/C, Q HS, sQ, U u LU
Medication Compliant (] Yes No If new med started, response to 1*' Dose:
Medication Changes Today: ] Yes = [ No Rationale:
Pertinent Medical Issues / Side Effects:

F Y EDUCATI DING MED

Family Contacted: [ Yes o Describe:
Outpatient Provider contacted: [] Yes \& No O PCP (O Therapist []J Psychiatrist
Describe Contact:
IREATMENT GOALS:

Patiant needs to stay in current level of care: hYss [ No if Yes,
and / or medical issues:

specify conceming behaviors, impairment

DNIAO

i
. t
-

9

ELOS at this Level of

Care: \}/’\K

Treatment Plan reviewed with patient: [J Yes [J No  If Yes, comments:

DISPOSITION PLAN:
hE

if plan is transition to another LOC, specify program:
O op (day: __ [ IOP (eve):

O Home D Nursing Home / Assisted Living [J Outpatient Ccunseling O Other:

ADDITIONAL COMMENTS:

[0 Rec. Residence

c(.w

AW

APRIL 2010
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Physician SigNajr
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/r(/ INPIPSYCH AOULT z
ate: 8 Time: OR HEISS.LEONARD ?
o8sL2/11 . i

inpatient [] PHP [ IOP [ Rec. Residence | | 23]

l PALIENT IDENTIFICA l|
NOTES (include patient quotes and behaviors ln igating acuit ) ¥ PN

hidldne Gerbe W BT 1)
y 'vmmmmm

/
MENTAL STATUS: e LK s
Oriented To:/ﬂ/Person /Bﬂace [ Time ] Circi O None CON/A
c Current Mood: @»-K t\l\—( / \ gct: _é
Appearance / ADLS: . / Dyl

Eye Contact: Poor [ Fair [ Good "
- Hallucinations: Yes [] No If Yes, describe:
Delusions: 'Q’Ves O No I Yes, describe:

~4
Current Thoughts: [] Racing [0 Tangential [ Circumitantial [J Loose /Er Disorganized

L [J obsessive [J Paranoid [ Confused O Clear O||Goat Directed

Sleep: pPoor [ Interrupted [] Eary Awakening Difficulty Going to Sleep [l[|Fair [J Good
?eromours

Appetite: 6&901’ O Fair [J improved [] Good Nuniber of meals/day: %[fonsumed:

‘ Insight: [ Fair ([J Limited {3 Improved Good

' Judgment: Poor [J Fair (] tmproved [ Good
Patient Reports Sulcidal |deat|on:,m/ves [J No  Patient Reports Homicidal ideation; Yes (] No
Self Harming Thoughts / Behaviors: es [] No
Patient i i nort f
atient is still considered a ri &even not reporting: Z’V [] No /
Rationale: Aﬂ; .LA—- ’
¥ I

PRECAUTIONS { RESTRICTIONS-ET N/ A R "“’0 s ¢ } I
[ TsPisP [ Fall [ MighRisk Fall [ Etopement [ Seizuwe [J Exercise I 1 0 Ac

Oacss [(OJCrR [ SE (O Roem [ Gender [} Other

MTHDRAWAL SYMPTOMS / POST ACUTE WITHDRAWAL SYMPTOMS: ~T1 N/A
[] Continues on Detox regimen [] Nausea [J Vomiting [I] Tremors [ Chills
[] Elevated VS [J Sweating [] Blackouts [ Seizures |[[]] Flushed Face [] DT

(/’ [l Numbness [ Unsteady Gait [J Cramping [J Cravijg [ Dysphoia [J Anous
[] Diarrhea O Restiess/disturbed sieep [ Poorco ' tration/memory [ ] No

| (OVER)
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Describe patient's relapse risk: O N

Recovery enviror;ment' ‘ J NA, )
- . ~ " C . '

Readmess to change S :

.Jﬂlusg ERS:" 3{'_‘] N/A.

Eating 100%: - D-Yes 200 No If No, describe: - s
O Purging [J weight increasing due ;o laxative withdrawal ] NG Tube
Using: [ Diuretics [ Laxatives [] Stimulants [J Compulsive exercise
Compliant wulh meetmgs Ovyes O No

MEDicATIONS: | DA gggus ABBREVIATIONS: DIC, Q, HS, S.Q. U, u, iU

' Medication Compliant: ‘Yes - []J No If new med started, response to 1% Dos:e:
Medication Changes Today"/G'Yes J No Rationale:

Pertinent Medical Issues / Side Effects: /L(A W

NT/ FAMI T10 LUD DS):
Family Contacted: [ Yes No Describe;

Outpatient Provider contacted: [[] Yes p’ﬁ; O pPcP  [J Therapist [ Psychiatrist o
Describe Contact:

TREATMENT GOALS:

Patient needs to stay in current level of care: lZﬂes [J No if Yes, specify concerning behaviors, impairment

and / or medical issues: N r

2T ) OYRERY I VAR 7
ELOS at this Level of Care: yd S‘ .

Gty
Treatment Plan reviewed with patient: ﬂ/ Yes [] No If Yes, comments:

N: if plan is transition to another LOC, specify program:
HP: . O 0P (day): O 10P (eve): {0 Rec. Residence
Home D Nursing Home / Assisted Living ] Outpatienl Counseling [ Other:

ADDITIONAL. COMMENTS:

hysician Signatura
APRIL 2010




