Save as, then unprotect form, and double click to insert Client Name and Date of Birth, then reprotect form.


ASSESSMENT REPORT
Client Information
	SURNAME

     
	GIVEN NAMES

     
	OTHER NAME(S) USED

     

	DOB d/m/y

     
	AGE

     
	GENDER

 FORMDROPDOWN 

	PERSONAL HEALTH NUMBER

     

	ADDRESS (including postal code)

     
	CATCHMENT AREA

 FORMDROPDOWN 
  
	PHONE NUMBERS 

Home –      
Work -      
Cell –      

	ETHNICITY

 FORMDROPDOWN 
  
	MARITAL STATUS 

 FORMDROPDOWN 

	CHILDREN
 FORMDROPDOWN 

Ages:      
	LIVING SITUATION

 FORMDROPDOWN 


	EMPLOYMENT
 FORMDROPDOWN 

Place of work: 
	EDUCATIONAL BACKGROUND

 FORMDROPDOWN 

Last year completed:      
Modified curriculum:  FORMDROPDOWN 

	PRESENT SCHOOL

 FORMDROPDOWN 

Name of School:      


	INTERPRETER REQUIRED

 FORMDROPDOWN 

Client Language- 
Family Language – 
	CITIZENSHIP

 FORMDROPDOWN 

	EMAIL ADDRESSES

Client -       
Family -       

	ALLERGIES: 


Contacts
	FAMILY CONTACT (indicate relationship)

     
	PHONE (if different)


	ADDRESS (if different)



	FAMILY CONTACT (indicate relationship)

     
	PHONE (if different)


	ADDRESS (if different)



	FAMILY PHYSICIAN

     
	PHONE

     
	FAX


	BILLING NUMBER



	OTHER PROFESSIONAL CONTACTS

     
	AGENCY

     
	PHONE

     


Referral Information

	DATE OF REFERRAL d/m/y
     
Weekend:  FORMDROPDOWN 

	DATE OF TELEPHONE SCREENING d/m/y
      
	INTAKE BY
     

	REFERRED BY (name and contact information)

     

	REFERRAL SOURCE – HOSPITAL

Hospital:  FORMDROPDOWN 
 N/A   Unit:  FORMDROPDOWN 

	REFERRAL SOURCE - COMMUNITY
Referred by:  FORMDROPDOWN 
  N/A

	PRESENTING PROBLEMS AND REFERRAL INFORMATION
     



Caution Alert Activated:   FORMCHECKBOX 
No    FORMCHECKBOX 
Yes
Health of the Nation Outcome Scales (HoNOS) – Initial Contact
	Adult version               1:    2:     3:     4:      5:      6:     7:     8:    9:    10:    11:    12:    

	Total:     


	Child & Adolescent    1:     2:     3:     4:      5:      6:     7:     8:    9:    10:    11:    12:     13:   
       version                   

                                    14:    15:     
	Sub-total (1-13):        
Total (1-15):      


Other Information

	PRIOR TREATMENT FOR PSYCHOSIS

 FORMDROPDOWN 

Duration of prior treatment: 
	FAMILY HISTORY OF PSYCHOSIS

 FORMDROPDOWN 

Comments: 

	LEARNED OF EPI VIA

 FORMDROPDOWN 
  


Assessment Log
	DATES OF FACE TO FACE ASSESSMENT 

	Client

 
	LOCATION


In client’s preferred environment:   FORMDROPDOWN 

	CLINICIAN




	Family

 

	LOCATION


	CLINICIAN




	Other Collateral Sources




	ASSESSING PSYCHIATRIST

Name: 
Date of Psychiatrist’s assessment (d/m/y) 
 FORMTEXT 

     
      - within 10 days after intake assessment 
Comments: 



Action/Intervention



Social Circumstances  (social supports, housing, finances, etc.)


Social Supports
	Name 
	Relationship
	Notes

	     

	     

	     


	     

	     

	     


	     

	     

	     


	     

	     

	     


	     

	     

	     



Current living situation:     FORMDROPDOWN 
                                         Housing is safe and satisfactory:    FORMDROPDOWN 

Main source of income:   FORMDROPDOWN 
 -                                             Receiving all entitled benefits?    FORMDROPDOWN 

Income is adequate to support current living situation:   FORMDROPDOWN 

Able to adequately manage finances (as developmentally appropriate)?   FORMDROPDOWN 

Psychiatric History (history of present illness, prior diagnoses, prior treatment, psychiatric family history, etc.)


Other History (personal, family, developmental, medical, etc.)


Prenatal or birth complications:  FORMDROPDOWN 

Any significant developmental problems or delays (eg, milestones, peer relations, etc):   FORMDROPDOWN 

General physician:   FORMDROPDOWN 

Recent medical exam:    FORMDROPDOWN 

History of head trauma or loss of consciousness:  FORMDROPDOWN 

Medical Conditions

	Condition
	Treatment
	Notes

	     
	     
	     

	     
	     
	     

	     
	     
	     


Current Medications

	Medication
	Dose
	Notes

	     
	     
	     

	     
	     
	     

	     
	     
	     


Substance Use (pattern of current use, history of use, consequences of use, etc.)

Any evidence of current or past substance use?  FORMDROPDOWN 


Does the client believe that current use is problematic in any way (or that a reduction in use is desirable)?

 FORMDROPDOWN 

List the negative consequences the client experiences from drug use (eg, exacerbation of symptoms, withdrawal effects, financial costs, etc.): 
List the positive consequences the client experiences from drug use (eg, feelings of euphoria or relaxation, social facilitation, etc.): 
	
	PAST USE

(ever used)
	LAST DATE OF USE

d/m/y


	CURRENT FREQUENCY
	EVIDENCE OF ABUSE or DEPENDENCE
	OTHER INFORMATION

	Alcohol   
	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 


	
# standard drinks per week:  
max # standard drinks consumed on one occasion in past month:  


	Cannabis


	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	
# joints per week:  


	Cocaine 


	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	

	Crystal Meth  


	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	

	MDMA (ecstasy)


	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	

	Hallucinogens – e.g., LSD, mushrooms, PCP, etc.
	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	

	Opioids – e.g, heroin, morphine, codeine, Demerol, etc. 
	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	

	Nicotine 


	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	
#  cigarettes per day: 


	Other – e.g., inhalants, steroids, non-prescription sleep or diet pills, other stimulants, etc. 

     

	 FORMDROPDOWN 


	

	 FORMDROPDOWN 


	 FORMDROPDOWN 

	


Mental Status Exam (mood, affect, speech, thought processes, thought content, perception, cognition, insight, etc.)

Date of MSE: 
Details: 
	Mental Status Exam

	Appearance

 FORMCHECKBOX 
 Poor hygiene
 FORMCHECKBOX 
 Odd appearance

Behaviour

 FORMCHECKBOX 
 Psychomotor agitation

 FORMCHECKBOX 
 Psychomotor retardation

 FORMCHECKBOX 
 Disorganization

 FORMCHECKBOX 
 Increase in goal-directed behaviour

 FORMCHECKBOX 
 Activities with high potential for painful consequences

Speech and Thought Processes

 FORMCHECKBOX 
 Increased production or pressured speech

 FORMCHECKBOX 
 Decreased production of speech

 FORMCHECKBOX 
 Disorganization

 FORMCHECKBOX 
 Loose associations 

 FORMCHECKBOX 
 Neologisms

 FORMCHECKBOX 
 Racing thoughts or flight of ideas

Thought Content

 FORMCHECKBOX 
 Delusions

 FORMCHECKBOX 
 Ideas of reference

 FORMCHECKBOX 
 Obsessive or intrusive thoughts

 FORMCHECKBOX 
 Hopelessness

 FORMCHECKBOX 
 Worthlessness

 FORMCHECKBOX 
 Guilt

 FORMCHECKBOX 
 Grandiosity

Affect and Mood

 FORMCHECKBOX 
 Depressed

 FORMCHECKBOX 
 Anhedonia (loss of interest or pleasure)

 FORMCHECKBOX 
 Euphoric

 FORMCHECKBOX 
 Angry or irritable

 FORMCHECKBOX 
 Anxious

 FORMCHECKBOX 
 Suspicious

 FORMCHECKBOX 
 Blunted or flat affect

 FORMCHECKBOX 
 Labile affect

 FORMCHECKBOX 
 Panic attacks
	Perception

 FORMCHECKBOX 
 Auditory hallucinations 

 FORMCHECKBOX 
 Visual hallucinations

 FORMCHECKBOX 
 Other hallucinations

 FORMCHECKBOX 
 Dissociative experiences 

Cognition

 FORMCHECKBOX 
 Disorientation

 FORMCHECKBOX 
 Concentration problems

 FORMCHECKBOX 
 Memory problems

 FORMCHECKBOX 
 Distractibility

 FORMCHECKBOX 
 Indecisiveness

Somatic problems

 FORMCHECKBOX 
 Sleep disturbance

 FORMCHECKBOX 
 Fatigue or loss of energy

 FORMCHECKBOX 
 Appetite or weight disturbance

Insight and reliability
 FORMCHECKBOX 
 Uncooperative

 FORMCHECKBOX 
 Poor insight   

 FORMCHECKBOX 
 Unreliable self-report  

Risk

 FORMCHECKBOX 
 Suicidal ideation

 FORMCHECKBOX 
 Suicide attempt:     FORMCHECKBOX 
past      FORMCHECKBOX 
present

 FORMCHECKBOX 
 Self mutilation

 FORMCHECKBOX 
 Aggression/violence

Special Issues

 FORMCHECKBOX 
 Work problems

 FORMCHECKBOX 
 Educational problems

 FORMCHECKBOX 
 Social problems 
 FORMCHECKBOX 
 Legal problems

 FORMCHECKBOX 
 Trauma history – specify - 
 FORMCHECKBOX 
 Other – specify - 


Risk Assessment 



	                Risk Assessment                                                   Date of Assessment:                                   

	                Suicide

Current ideation

Current level of risk

Attempt during past year

Attempt in lifetime
	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	Details about Suicide 

      


	Violence toward others

Current verbal threats

Current physical violence

Current level of risk

Violence during past year

Violence in lifetime
	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	Details about Violence 

     


	               Self-Mutilation

Current 

Past year

Lifetime
	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	Details about Self Mutilation

      


	               Self-Neglect

Current 

Past year

Lifetime
	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 

	Details about Self-Neglect 

                



	               Treatment Adherence

Current - medications

Current - other treatments

History


	 FORMDROPDOWN 

 FORMDROPDOWN 

 FORMDROPDOWN 


	Details about Treatment Adherence 

      


	               Home Visit Safety

Most recent assessment
	 FORMDROPDOWN 

	Details about Home Visit Safety

      

	             Risk of Exploitation

              Current – risk to self

              Current – risk to others                                                                             E
	 FORMDROPDOWN 

 FORMDROPDOWN 

	Details about Exploitation Risks
      


Functioning (coping, social functioning, work/school)


     
Attending school:   FORMDROPDOWN 

Working:  FORMDROPDOWN 

Volunteering:  FORMDROPDOWN 

Difficulties with social skills (e.g., assertiveness, communication):  FORMDROPDOWN 

Client and Family Engagement, Explanatory Model and Strengths



Client’s level of engagement:  FORMDROPDOWN 

If engagement is poor with client indicate reason:   FORMDROPDOWN 

Family involved in sessions for assessment and treatment planning:     FORMDROPDOWN 

Family’s level of engagement:   FORMDROPDOWN 

Clinical Impressions


     
Assessment Findings

Intake Determination

	 FORMCHECKBOX 
 EARLY PSYCHOSIS
     First or second episode:  FORMDROPDOWN 

     Drug-induced psychosis:  FORMDROPDOWN 

     DUP (duration from first positive psychotic symptom to initiation of treatment with antipsychotics): 
     Total number of steps to care:
     If community referral, was hospitalization initiated due to safety concerns:  FORMDROPDOWN 

Program Status

 FORMCHECKBOX 
 Casefinding – indicate if:  FORMDROPDOWN 
  
 FORMCHECKBOX 
 Group Only

 FORMCHECKBOX 
 Full Entry into Program

     EPI Community Clinician:

	 FORMCHECKBOX 
 UHRS
     Indicate type:  FORMDROPDOWN 

Client assigned to: 

 FORMCHECKBOX 
 Central Team Clinician: 
 FORMCHECKBOX 
 Mental Health Team and Clinician: 

	 FORMCHECKBOX 
 REFERRAL NOT ACCEPTED
Reason:
 FORMCHECKBOX 
 Assessment Only – indicate:  FORMDROPDOWN 
  
 FORMCHECKBOX 
 Cancelled (only phone screen) – indicate:  FORMDROPDOWN 
 
Referred to: 


Preliminary Diagnosis
	               Axis I   -         

	   Axis II   -       

	              Axis III -        

	               Axis IV -        

	               Axis V -              (Record the lower of the SOFAS 

and Psychopathology ratings)  
	SOFAS     
	Psychopathology Rating     
	Assessment Date:
    d/m/y      

	Rule out diagnoses:       


Treatment Planning



Client Goal Plan Completed:   FORMDROPDOWN 

Family Goal Plan Completed:  FORMDROPDOWN 

Collateral Reports Attached



	             Referrals to Concurrent Services

	              FORMCHECKBOX 
 Accommodation

 FORMCHECKBOX 
 Vocational

 FORMCHECKBOX 
 Educational

 FORMCHECKBOX 
 Alcohol and Drug Counseling

 FORMCHECKBOX 
 Financial

 FORMCHECKBOX 
 Crisis Intervention

 FORMCHECKBOX 
 Psychosocial program
	 FORMCHECKBOX 
 Further assessment/stabilization – identify -      
 FORMCHECKBOX 
 Outpatient group – identify -      
 FORMCHECKBOX 
 Day program – identify -      
 FORMCHECKBOX 
 Other – identify -      

	 FORMCHECKBOX 
 Printed and faxed to GP
	


_____________________________________________  
____________________________________________
Initial Assessment completed by:       FORMTEXT 

     



EPI Clinician Assessment completed by: 
Direct line:      





Direct line:       
Date:       





Date:      












                                   Assessor’s Initials: _____
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Assessor’s Initials: _____


