Individual Name:                                         Medicaid:  
                                                               DOB:               Age: 
Gender:      

Address:                                                        Telephone:    (757)                                                  DOA:                

INDIVIDUAL SCREENING FORM

645. B.1
Request Type:    _____ Referral   


Date of Request: ___/___/___                              Initial Contact Date: ___/___/___
Originating Service: _________________________________________________
Requested Service:    ___Residential   ____Other: _________________________

Method of Screening:  Telephone          Walk-In              Face to Face       (Please Circle)
Is individual being discharged from a state facility or hospital        Y/N    (Circle)
Discharge Date: ____/____/____     Which Hospital: _____________________________

	Referred By /Title/Relationship to individual:
	

	Referring person’s phone: 
	Telephone: (757) 
Fax:            (757)       

	Support Coordinator’s Name, Phone & Email
	Name:

Phone: (757)
Fax:     (757)
Email:

	Individuals Name:
	

	Medicaid #:
	

	Individual’s Address:
	

	Telephone #:   

Alternate #:
	

	Social Security #:        
	

	DOB:
	

	Funding Source:
	

	Parent or Legal Guardian’s name:
	

	Authorized Representatives name:
	

	Reason for Referral/Transfer (why request for services):

	

	Disposition of individual:
	


                    The following information must accompany the referral:

	Information
	Date Received
	Staff Initials

	Current Support Plan, etc. – to include plan dates
	
	

	Current DMAS-122 (ID Waiver ONLY)
	
	

	Legal Guardianship Papers – (If applicable)
	
	

	Consent To Exchange Information Form
	
	

	Proof of ID/MH DX – i.e. Psychological evaluation; Psychiatric evaluation
	
	

	Copies of CURRENT assessments: i.e. LOF, SIS (ID)
	
	

	Current Physical Exam – Copy – and any other pertinent medical information
	
	


645.B.1
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TO BE COMPLETED BY AGENCY STAFF
Response to Request: _________________________​​​​____________ Appointment Date: ___/___/___
Receiving Clinician’ Signature _____________________________________________Date _____ / _____ / _____

Results:


Accepted ______     

Not Accepted ______   

Reason NOT accepted:____________

Waiting List: ________          
Date Placed on Waiting List: ___/___/___

Referral to another Service: _____________ 
Service Referred to:________________________________

Admission/Transfer Date: _____/_____/_____
INITIAL ASSESSMENT
650.E
Write “NONE” if any section is NOT applicable to the individual
	Presenting Needs/Problem(s):

Include individual stated needs; current psychiatric/substance abuse/ID/medical/ needs, support needs; onset and duration of problem(s).
Substance use or abuse (including co-occurring MH and SA disorders)
	

	Psychiatric Needs:

Psychiatrist Name & phone number:

At Risk behavior to self-and/or others? 
YES or NO
If YES explain:
	

	Current Psychiatric Condition of the Individual:


	

	Medical Issues (current):
PCP Name & phone number: 

Dentist Name & phone number:
Specialist(s) Name(s) & phone number(s):
	

	Current Medications:

	

	History of Medical Care:


	

	Current and past substance use or abuse, including co-occurring mental health and substance abuse disorders:

	

	Diagnosis 

Axis 1 _______ . _____  ___________________________

Axis 2 _______ . _____  ___________________________

Axis 3 _______ . _____  ___________________________

Axis 4 _______ . _____  ___________________________

Axis 5 _______ . _____  ___________________________


Principle Axis: I ____ II ______


	


Assessor Signature _________________________Date ______ / ______ / _______

COMPREHENSIVE ASSESSEMENT
650
	Onset/duration of problems:
	

	Social/behavioral/developmental/family history & supports:
	

	Cognitive functioning including strengths and weaknesses:
	

	Employment/vocation/educational background:
	

	Previous interventions/outcomes:
	

	Financial resources/benefits:
	

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

	Legal Status: 
Authorized Representative & Representative Payee Status:

Relevant criminal charges or convictions and probation or parole status:


	

	Daily living skills:
	

	Housing arrangements:
	

	Ability to access services including transportation needs:
	

	Fall Risk? If YES explain:
	

	Communication methods or needs:
	

	Adaptive equipment or mobility needs:
	

	Recommendation:

	


650
MEDICAL HISTORY
	DATE:
	

	Immunizations up to date:
	

	Allergies:  
	

	Recent Physical Complaints/Medical Conditions:
	

	Communication Issues:
	

	Sexual & reproductive history:
	

	Nutritional Needs:
	


FAMILY HEALTH HISTORY – Check all that apply
Has anyone in your family ever had the following?
___ High/Low Blood Pressure

___ Heart Disease


___ Cancer

___ Epilepsy/ Seizures


___ Sickle Cell Anemia

___ Drug/Alcohol Issues

___ Asthma/Allergies


___ Thyroid Condition

___ Suicide Attempt(s)

___ Kidney Disease


___ Strokes


___ Blindness

___ Liver Disease



___ Diabetes


___ Other ____________

CHRONIC CONDITIONS:  Do you have or ever had the following?
___ High/Low Blood Pressure

___ Heart Disease

___ Cancer

___ Epilepsy/ Seizures


___ Sickle Cell Anemia

___ Drug/Alcohol Issues

___ Asthma/Allergies


___ Thyroid Condition

___ Suicide Attempt(s)

___ Kidney Disease


___ Strokes


___ Blindness

___ Liver Disease


___ Diabetes


___ Miscarriage (s)

___ Birth Defect(s)


___ Frequent Infections

___ Measles

___ Scarlet Fever



___ Eating Problem(s)

___ Tuberculosis

___ Neurological Problem(s)

___ Liver Problem(s)

___ Diabetes

___ Heart Disease


___ Hypoglycemia

___ Mumps

___ Sexually Transmitted Disease(s)
___ Pneumonia


___ Stroke

___ Visual Problem(s)


___ Chicken or Small Pox

___ Anemia

___ Head Injury



___ Learning Disability

___ Sleep Problems

___ Developmental Disability Delay
___ History of Alcohol Problems
___ Migraine Headache(s)

___ Eyeglasses/Contact Lenses

___ Pancreatic Disease

___ Hives/Eczema

___ Pregnancy (s)


___Communicable Diseases (describe)_________________

___ Other ____________________________________________________________________________

	Psychiatric & Substance use issues: 

Current and past drug usage including alcohol, prescription and non-prescription medication & illicit drugs:  

Circumstances that increases the individual’s risk or mental health or substance use issues:


	

	Handicaps or restriction on physical activities, if any:


	

	Past Serious Injuries/Illnesses and Hospitalizations:


	

	Past or Current Serious Injuries/Illnesses and Hospitalizations of parents and siblings: 


	


Information gathered from _______ Individual   ________ 0ther/Relationship -  _______

Assessment Review Date:
____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

____/____/____ Assessor  Signature:_______________________________________ Title:____________________

TRANSFER FORM

691.B

Current psychiatric and medical condition of the individual________________________
Updated progress on meeting the goals and objectives of the ISP___________________

Emergency medical information_____________________________________________
Dosages of all currently prescribed medications and over-the-counter medications used by

the individual when prescribed by the provider or known by the case

manager___________________________________________________________
Transfer date ____/____/____
Staff Signature: _________________________________________ Date ___/____/____

08-2013; 5-13-14; 1-1-15

