PSYCHIATRIC REHABILITATION PROGRAM

PRE-SCREENING EVALUATION FORM FOR 18 AND YOUNGER

NAME: | | MA#:|

| DSM V DIAGNOSIS — PLEASE INCLUDE THE NUMERICAL DIAGNOSIS AND ORDER OF PRIORITY

DIAGNOSIS: DURATION:

YEs | No
IF THE CLIENT IS IN SCHOOL, ARE THEY INVOLVED IN ANY AFTER SCHOOL ACTIVITIES,
INCLUDING WORK, WHICH WOULD INTERFERE WITH DELIVERY OF PRP SERVICES 3 TIMES A ] ]
MONTH?
IS THE CLIENT'S DEMOGRAPHIC INFORMATION (PHONE & ADDRESS) UP-TO-DATE IN OUR
ELECTRONIC SYSTEM? [] []
IS THE CLIENT WILLING TO PARTICIPATE IN GROUP SERVICES? ] ]
OTHER REFERRAL INFORMATION: YES | NO
IS THE CLIENT ELIGIBLE FOR FULL FUNDING FOR DDA SERVICES? ] ]
HAVE FAMILY OR PEER SUPPORTS BEEN SUCCESSFUL FOR CLIENT? ] ]
IS THE PRIMARY REASON FOR IMPAIRMENT DUE TO THE FOLLOWING: ORGANIC PROCESS OR
SYNDROME, INTELLECTUAL DISABILITY, NEURODEVELOPMENTAL OR NEUROCOGNITIVE []
DISORDER?
DOES THE CLIENT MEET CRITERIA FOR A HIGHER LEVEL OF CARE OTHER THAN PRP? OO
WILL THE CLIENT’S LEVEL OF COGNITIVE IMPAIRMENT, CURRENT MENTAL STATUS, OR
DEVELOPMENTAL LEVEL IMPACT THEIR ABILITY TO BENEFIT FROM PRP? L] L]
IS THE CLIENT CURRENTLY IN MENTAL HEALTH OUTPATIENT TREATMENT? ] []

THERAPIST NAME / CREDENTIALS

1. DURATION OF ACTIVE, DOCUMENTED OUTPATIENT TREATMENT FOR (PLEASE CHECK ONE):

[ ] AT LEAST 1X/WEEK

[ ] AT LEAST 1X/2WEEKS
[ | AT LEAST 1X/MONTH

[ | AT LEAST 1X/3MONTHS
[] AT LEAST 1Xx/6 MONTHS

2. PLEASE LIST ANY OTHER TREATING PROVIDERS, INCLUDING PCP/MCO.:

NAME / CREDENTIALS / AGENCY

NAME / CREDENTIALS / AGENCY




PSYCHIATRIC REHABILITATION PROGRAM

PRE-SCREENING EVALUATION FORM FOR 18 AND YOUNGER
NAME: | | MA#| |

3. DURATION OF ACTIVE, DOCUMENTED OUTPATIENT TREATMENT FOR (PLEASE CHECK ONE):
] LESS THAN ONE MONTH
[ ] 1-3 MONTHS
[ ] 6 MONTHS OR MORE

4. IN THE PAST 3 MONTHS, HOW MANY ER VISITS HAS THE CLIENT HAD FOR PSYCHIATRIC CARE (PLEASE
CHECK ONE)?
[ ] NO VISITS IN THE LAST 3 MONTHS
[ ] ONE VISIT IN THE LAST 3 MONTHS
[ ] TWO+ VISITS IN THE LAST 3 MONTHS

5. IS THE CLIENT TRANSITIONING FROM AN INPATIENT, DAY HOSPITAL, OR RESIDENTIAL TREATMENT SETTING
TO A COMMUNITY SETTING?
[IYES
[ INO

6. DOES THE CLIENT HAS A TARGETED CASE MANAGEMENT REFERRAL OR AUTHORIZATION?
[1YES
[JNO

7. HAS MEDICATION BEEN CONSIDERED FOR THIS YOUTH (PLEASE SELECT ONE)?
[_INOT CONSIDERED
[ | CONSIDERED AND RULED OUT
L] INITIATED AND WITHDRAWN
[ ] ONGOING
[ ]OTHER

8. THE CLIENT’S MENTAL ILLNESS IS THE CAUSE OF SERIOUS DYSFUNCTION/EMOTIONAL DISTURBANCE IN ONE
OR MORE LIFE DOMAINS (HOME, SCHOOL, COMMUNITY); THE IMPAIRMENT RESULTS IN: (PLEASE CHECK ALL
THAT APPLY — MUST SELECT AT LEAST 1 AND EXPLAIN):

[ ] A CLEAR, CURRENT THREAT TO THE CLIENT’S ABILITY TO BE MAINTAINED IN THEIR CURRENT SETTING:

[] AN EMERGING RISK TO THE SAFETY OF THE CLIENT OR OTHERS:
I |
I |

[ ] SIGNIFICANT PSYCHOLOGICAL OR SOCIAL IMPAIRMENTS CAUSING SERIOUS PROBLEMS WITH PEER
RELATIONSHIPS AND/OR FAMILY MEMBERS:




PSYCHIATRIC REHABILITATION PROGRAM

PRE-SCREENING EVALUATION FORM FOR 18 AND YOUNGER
NAME: | | mA#:| |

PLEASE CHECK ALL THAT APPLY:

[] THE CLIENT’S CONDITION REQUIRES AN INTEGRATED PROGRAM OF REHABILITATION SERVICES
TO DEVELOP AND RETURN TO AGE APPROPRIATE DEVELOPMENT AND PROGRESS TOWARDS
INDEPENDENCE.

[] THE CLIENT DOES NOT REQUIRE A MORE INTENSIVE LEVEL OF CARE AND IS JUDGED TO BE IN
ENOUGH BEHAVIORAL CONTROL TO BE SAFE IN THE REHABILITATION PROGRAM AND BENEFIT
FROM THE REHABILITATION REQUIRED.

[ ] THE CLIENT’S DISORDER CAN BE EXPECTED TO IMPROVE AND THERE IS CLINICAL EVIDENCE
THAT THIS INTENSITY OF REHABILITATION IS NEEDED TO MAINTAIN THE INDIVIDUAL'S LEVEL OF
FUNCTIONING.

[] THE CLIENT, DUE TO DYSFUNCTION, IS AT RISK OF REQUIRING AN OUT OF HOME, RESIDENTIAL
PLACEMENT, OR IS RETURNING FROM OUT OF HOME PLACEMENT OR RESIDENTIAL PLACEMENT.

9. HAVE FAMILY OR PEER SUPPORTS BEEN SUCCESSFUL FOR CLIENT?
[1YES (IF YES, PLEASE EXPLAIN)
[INO

10. WHAT EVIDENCE EXISTS TO SHOW THAT THE CURRENT INTENSITY OF OUTPATIENT TREATMENT FOR THIS
CLIENT (THERAPY) IS INSUFFICIENT TO REDUCE THE CLIENT'S SYMPTOMS AND FUNCTIONAL BEHAVIORAL
IMPAIRMENTS RESULTING FROM MENTAL ILLNESS? (PLEASE EXPLAIN):

I |
I |

11. EXAMPLE OF ADOLESCENT NARRATIVE:
CLIENT HAS DIFFICULTY INTERACTING WITH PEERS OFTEN RESULTING IN PHYSICAL ALTERCATIONS; IS
ANGRY WITH THEIR PARENT AND OFTEN CALLS THEM DEROGATORY NAMES. CLIENT HAS RECEIVED
ASSAULT CHARGES DUE TO ALTERCATIONS WITH PARENT. CLIENT IS ON FORMAL PROBATION DUE TO 2
MALICIOUS DESTRUCTION AND ASSAULT CHARGES; HAS A HISTORY OF ALCOHOL AND DRUG USE. PRP
WOULD HELP REDUCE EMOTIONAL AND BEHAVIORAL PROBLEMS AT SCHOOL, HOME AND IN THE COMMUNITY.
PRP WOULD HELP WITH SAFETY AS IT PERTAINS TO DRUG AND ALCOHOL EDUCATION. CLIENT WOULD
BENEFIT FROM POSITIVE SOCIAL SKILLS TRAINING TO IMPROVE RELATIONSHIPS WITH FAMILY AND PEERS.
CLIENT LACKS POSITIVE SOCIAL OUTLETS, IS IN NEED OF POSITIVE RECREATION ACTIVITIES TO AVOID
FURTHER LEGAL ISSUES AND MAINTAIN THEIR CURRENTLY ENVIRONMENT.



PSYCHIATRIC REHABILITATION PROGRAM

PRE-SCREENING EVALUATION FORM FOR 18 AND YOUNGER
NAME: | | MA#:| |

PLEASE INDICATE HOW PRP WILL SERVE TO ASSIST THIS YOUTH: PLEASE WRITE YOUR
NARRATIVE HERE:

12. HAS A CRISIS PLAN BEEN COMPLETED WITH FAMILY/GUARDIAN?
[]YES
[]NO

13. HAS AN INDIVIDUAL TREATMENT PLAN BEEN COMPLETED?
LIYES
LINO

14. DISABILITY STATUS:

YES | No | N/A

IS THE CLIENT DEAF OR DO THEY HAVE A SERIOUS DIFFICULTY HEARING? ] ] n

IS THE CLIENT BLIND OR DO THEY HAVE SERIOUS DIFFICULTY SEEING, EVEN WHEN
WEARING GLASSES? (I I

BECAUSE OF A PHYSICAL, MENTAL, OR EMOTIONAL CONDITION, DOES THE CLIENT HAVE
SERIOUS DIFFICULTY CONCENTRATING, REMEMBERING, OR MAKING DECISIONS? L] Ul L]

DOES THE CLIENT HAVE SERIOUS DIFFICULTY WALKING OR CLIMBING STAIRS (AGE 5 OR
OLDER)?

DOES THE CLIENT HAVE DIFFICULTY DRESSING OR BATHING (AGE 5 OR OLDER)? ] ] ]
BECAUSE OF A PHYSICAL, MENTAL OR EMOTIONAL CONDITION, DOES THE CLIENT HAVE

DIFFICULTY DOING ERRANDS ALONE SUCH AS VISITING A DOCTOR’S OFFICE OR ] U ]
SHOPPING?

15. EMPLOYMENT STATUS:
[ ] STUDENT
[ ] VOLUNTEER
[] EMPLOYED FULL TIME
[] EMPLOYED PART TIME
[ ] DISABLED

16. TOBACCO USE IN THE PAST 30 DAYS?
L1 YES
L1 NO

17. DOES CLIENT SMOKE CIGARETTES?
L1YES
LINO



PSYCHIATRIC REHABILITATION PROGRAM

PRE-SCREENING EVALUATION FORM FOR 18 AND YOUNGER

NAME: | | MA#:|

18. HAS CLIENT PARTICIPATED IN A SELF-HELP GROUP IN THE LAST 30 DAYS?
[ ] YES (IF YES, NUMBER OF TIMES IN SELF-HELP GROUP IN THE PAST 30 DAYS I:I )
[INO

19. NUMBER OF DEPENDENT CHILDREN:

20. PRIMARY SOURCE OF INCOME: I

21. CLIENT’S BASIC NEEDS ARE BEING MAINTAINED (HOUSING, UTILITIES, ETC.)
L1YES
[INO

22. PRP WORKER SAFETY:
[ ]IS IT RECOMMENDED THAT CLIENT BE SEEN AT THE CLINIC INSTEAD OF HOME DUE TO SAFETY?
IF SELECTED, EXPLAIN:

23. SUBSTANCE ABUSE INFORMATION
IS THERE A HISTORY OF SUBSTANCE ABUSE?
[1YES
[INO

IS THE CLIENT INVOLVED IN SUBSTANCE ABUSE TREATMENT?
|:| YES (IF YES, PLEASE PROVIDE THE FOLLOWING INFORMATION)
[JNO

A. PRIMARY SUBSTANCE USED: I I

AGEOFFIRSTUSE: [ ]
ROUT OF ADMINISTRATION:

FREQUENCY OF USE: | |
DATE LAST USED: | |

B. SECONDARY SUBSTANCE USED:
AGEOFFIRSTUSE: [ |
ROUTE OF ADMINISTRATION: [ ]
FREQUENCY OF USE: | |
DATE LAST USED: | |




	text_1nldz: 
	text_3vzea: 
	textarea_4sgll: 
	textarea_5tyvx: 
	checkbox_6woir: Off
	checkbox_7anod: Off
	checkbox_8nkv: Off
	checkbox_9ezuk: Off
	checkbox_10vndr: Off
	checkbox_11wewz: Off
	checkbox_12bkbb: Off
	checkbox_13mdxi: Off
	checkbox_14tacq: Off
	checkbox_15pclx: Off
	checkbox_16rkt: Off
	checkbox_17usih: Off
	checkbox_18oogy: Off
	checkbox_19yeqv: Off
	checkbox_20dwnb: Off
	checkbox_21behx: Off
	checkbox_22zotc: Off
	checkbox_23kawh: Off
	text_24fzyr: 
	text_26ofze: 
	text_27nmya: 
	text_1hufg: 
	text_2ujnx: 
	checkbox_3osy: Off
	checkbox_5hrfh: Off
	checkbox_6lnvj: Off
	checkbox_7koer: Off
	checkbox_8yqsk: Off
	checkbox_9wozq: Off
	checkbox_10iswp: Off
	checkbox_11mhko: Off
	checkbox_12tflt: Off
	checkbox_13aulv: Off
	checkbox_14otid: Off
	checkbox_15msys: Off
	checkbox_16qwj: Off
	checkbox_17kwru: Off
	checkbox_18jiqt: Off
	text_19ekqk: 
	text_20hyei: 
	text_21smga: 
	text_22fqeu: 
	text_23ehio: 
	text_24cif: 
	checkbox_25tcto: Off
	checkbox_26jvle: Off
	checkbox_27jjnk: Off
	text_28cmnc: 
	text_29tmep: 
	text_30arnb: 
	text_31loag: 
	text_32xkpa: 
	text_33tuqm: 
	text_34uowb: 
	text_35xqyt: 
	text_36ksor: 
	text_37knvm: 
	text_38kkre: 
	text_39cnxs: 
	text_40ogd: 
	text_41woqd: 
	checkbox_42xctw: Off
	checkbox_43xdwb: Off
	checkbox_44blwb: Off
	checkbox_45qeuz: Off
	checkbox_46ftdu: Off
	checkbox_47impx: Off
	text_48qab: 
	text_49ecaz: 
	text_50kaxw: 
	text_51jpgy: 
	text_52sm: 
	checkbox_53xprf: Off
	checkbox_54vety: Off
	checkbox_55wwjs: Off
	checkbox_56dalz: Off
	checkbox_57aupz: Off
	checkbox_58cojc: Off
	checkbox_59cypg: Off
	checkbox_60vwmd: Off
	checkbox_61kwgh: Off
	checkbox_62mwwn: Off
	checkbox_63h: Off
	checkbox_64ukqo: Yes
	checkbox_65wiad: Off
	checkbox_66vaap: Off
	checkbox_67fogi: Off
	checkbox_68wpmc: Off
	checkbox_69sjrr: Off
	checkbox_70mchv: Off
	checkbox_71vofk: Off
	checkbox_72hyxr: Off
	checkbox_73ribn: Off
	checkbox_74dvas: Off
	checkbox_75dhwb: Off
	checkbox_76zatl: Off
	checkbox_77kcsc: Off
	checkbox_78nfvq: Off
	checkbox_79uewu: Off
	checkbox_80bckq: Off
	checkbox_81ovvy: Off
	checkbox_82vbcq: Off
	checkbox_83ysdx: Off
	text_84fapk: 
	text_85ucqs: 
	checkbox_86gryf: Off
	checkbox_87lsh: Off
	checkbox_88gnez: Off
	checkbox_89iqux: Off
	checkbox_90nwrn: Off
	text_91yvht: 
	text_92wkjd: 
	text_93vjfe: 
	checkbox_94ljnf: Off
	checkbox_95cuko: Off
	checkbox_96cilu: Off
	checkbox_97dgpd: Off
	text_98avmn: 
	text_99nzpt: 
	text_100kiae: 
	text_101dpcn: 
	text_102aaoh: 
	text_103erdm: 
	text_104autr: 
	text_107zlmk: 
	text_108gxdn: 
	text_109wqas: 
	text_110sowc: 
	text_111grsr: 
	text_112mgqd: 
	checkbox_2rwep: Off
	checkbox_3vsvc: Off
	checkbox_4xyhn: Off
	checkbox_5ylso: Off
	checkbox_6ydps: Off
	checkbox_142dtkv: Yes
	checkbox_140txce: Off
	checkbox_113gvpu: Yes
	checkbox_140qcyf: Off


