ADULT DIAGNOSTIC ASSESSMENT
	Client Name (First, MI, Last) 
	Client No. 

	     
	     

	Presenting Problem
	Date of Admission

	
	     

	Note Symptoms: behavioral and functioning problems and precipitating factors; indicate referral source and reason for referral; services sought and client expectations.

	     

	Living Situation

	 My Home 
	**Residential Care/Treatment Facility 

	 FORMCHECKBOX 

	Rent
	 FORMCHECKBOX 

	Own
	 FORMCHECKBOX 

	Hospital
	 FORMCHECKBOX 

	Temporary Housing
	 FORMCHECKBOX 

	Residential Care
	 FORMCHECKBOX 

	Nursing Home

	**Other 

	 FORMCHECKBOX 

	Friend’s Home
	 FORMCHECKBOX 

	Relative’s/Guardian’s Home
	 FORMCHECKBOX 

	Foster Care Home
	 FORMCHECKBOX 

	Respite Care
	 FORMCHECKBOX 

	Jail/Prison

	 FORMCHECKBOX 

	Homeless Living with Friend
	 FORMCHECKBOX 

	Homeless in Shelter/No Residence
	 FORMCHECKBOX 

	Others:       

	**Identify Facility or Person’s Name

	     

	Household Member Names
	Relationship to Client
	Age
	Quality of Relationship

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Significant Family Members/

Others Not Listed Above
	Relationship to Client
	Age 
	Quality of Relationship 

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	

	Primary/Family/Marital/Significant Other Support Systems

	     

	Pertinent Family History (to include family MH and AOD history)

	     

	Strengths/Capabilities/ Weaknesses

	     

	Limitations of Activities of Daily Living (include information relating to financial status and ability to manage own finances)

	     

	Friendship/Social/Peer Support Relationships

	     

	Meaningful Activities (community involvement, volunteer activities, leisure/recreation, other interests)

	     

	Community Supports/Self Help Groups (AA, NA, NAMIO, etc.)

	     

	Religion/Spirituality

	     

	Cultural/Ethnic Issues/Information/Concerns

	     

	Developmental Issues

	     

	Sexual History/Concerns 

	     

	

	Education, Employment, and Military Information

	Education History (check all that apply) 
	Highest Grade Completed

     
	 Vocational Year Completed 

     

	 FORMCHECKBOX 

	GED
	 FORMCHECKBOX 

	HS Grad
	
	

	 FORMCHECKBOX 

	College
	No. of Yrs, Qtrs., or Semesters
	Degree/Major
	 FORMCHECKBOX 

	Other Degree:       

	
	
	     
	     
	
	

	History of Learning Difficulties (including performance/behavioral problems due to AOD use) 

	 FORMCHECKBOX 

	None Reported
	 FORMCHECKBOX 

	Learning Disability/Type:
	     

	
	
	 FORMCHECKBOX 

	Developmental Delays

	
	
	 FORMCHECKBOX 

	Special School Placement:
	     

	
	
	 FORMCHECKBOX 

	Other: 
	     

	
	
	
	

	Barriers to Learning 

	 FORMCHECKBOX 

	None Reported
	 FORMCHECKBOX 

	Inability to Read or Write
	 FORMCHECKBOX 

	Other:
	     

	
	
	
	
	
	
	

	Special Communication Needs 

	 FORMCHECKBOX 

	None Reported
	 FORMCHECKBOX 

	TDD/TTY Device
	 FORMCHECKBOX 

	Sign Language Interpreter
	 FORMCHECKBOX 

	Assistive Listening Device(s)

	
	
	 FORMCHECKBOX 

	Language Interpreter Services Needed/ 

Other Spoken Language
	     

	
	
	 FORMCHECKBOX 

	Other:
	     

	
	
	
	

	Employment (check all that apply) 

	 FORMCHECKBOX 

	Full Time (35 hrs. or more per week)
	 FORMCHECKBOX 

	Part Time (<35 hrs. per week)
	 FORMCHECKBOX 

	Non-Competitive

	 FORMCHECKBOX 

	Unemployed/Date Last Worked:
	     
	

	
	
	
	

	Not in Labor Force 

	 FORMCHECKBOX 

	Disabled
	 FORMCHECKBOX 

	Retired
	 FORMCHECKBOX 

	Homemaker
	 FORMCHECKBOX 

	Student
	 FORMCHECKBOX 

	Living in Institution

	 FORMCHECKBOX 

	Other: 
	     

	

	If employed, name of employer.

     

	Job Performance History

	No. of Jobs in Last 5 Years

     
	Comments (include performance/behavioral problems due to AOD use)

     

	Attendance 

	 FORMCHECKBOX 

	Above Average
	 FORMCHECKBOX 

	Normal
	 FORMCHECKBOX 

	Tardiness
	 FORMCHECKBOX 

	Absenteeism

	Performance 

	 FORMCHECKBOX 

	Exemplary
	 FORMCHECKBOX 

	Good
	 FORMCHECKBOX 

	Average
	 FORMCHECKBOX 

	Below Average

	Employment Interests/Skills 

	Is client satisfied with job?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	(If not currently employed) Client wants to work?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	Is client experiencing financial problems?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Is client concerned that employment will affect benefits?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	Comments on Past or Current Employment/Education Skills/Interests (include information relating to past or current employment/education skills and interests)

     

	Military History 

	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes    
	If yes, describe branch of service, any pertinent duties, and any trauma experienced during service as applicable.

     

	Type of Discharge (if other than General/Honorable)

     
	 Date of Discharge

     

	Mental Health Treatment History

	Outpatient Mental Health Treatment
	 FORMCHECKBOX 

	None Reported

	Agency
	Check if Current
	Past (Date)
	Clinician Name

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Psychiatric Hospitalizations 
	 FORMCHECKBOX 

	None Reported

	Hospital
	Date of Service
	Reason (suicidal, depressed, etc.)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Previous or Current Diagnoses (if known) 

 FORMCHECKBOX 
 Not Known by Client

     

	Other Comments Regarding Mental Health Treatment History 

 FORMCHECKBOX 
 No Comments

     

	Current Medication Information (prescription/OTC/herbal)

	 FORMCHECKBOX 

	None Reported

	Medication
	Rationale
	Dosage/Route/ Frequency
	Prescribed By
	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 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Primary Care Physician (name, phone no., and address)

     
	Date of Last Physical Exam

     

	

	

	

	Past Psychotropic Medications 

	 FORMCHECKBOX 

	None Reported

	Psychotropic Medications
	Reason for Discontinuation

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	Alcohol/Drug History

	Illegal drug use/abuse past 12 months?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Non-prescription drug abuse past 12 months?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	Prescription drug abuse past 12 months?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Alcohol abuse past 12 months?
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	Toxicology screen completed? 

	 FORMCHECKBOX 

	Not Indicated
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	If yes, results:
	     

	Presenting with symptoms of withdrawal? 

	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	If yes, symptoms:
	     

	Check All That Apply 

	 FORMCHECKBOX 

	IV Drug User
	 FORMCHECKBOX 

	Pregnant
	
	

	Substance
	Age of 

First Use
	Date of Last Use
	Frequency of Use
	Amount
	Method
	Symptoms within current 12 months (see symptoms below)

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	Symptoms:  Tolerance                         Withdrawal                           Loss of Control (explain in comment section)

	Comment: 



	Alcohol/Drug Treatment History

	AOD Treatment

	 FORMCHECKBOX 

	None Reported

	Current:
	 FORMCHECKBOX 

	OP
	 FORMCHECKBOX 

	IOP
	 FORMCHECKBOX 

	Residential
	 FORMCHECKBOX 

	Others:
	     

	Past: 
	 FORMCHECKBOX 

	OP
	 FORMCHECKBOX 

	IOP
	 FORMCHECKBOX 

	Residential
	 FORMCHECKBOX 

	Hospital
	 FORMCHECKBOX 

	Detox
	 FORMCHECKBOX 

	Others:
	     

	If current or past complete the following:

	Name of Provider Agency
	Type of Service
	Date of Service

	     
	     
	     

	     
	     
	     

	     
	     
	     

	 FORMCHECKBOX 

Other Addictive Behaviors:   FORMCHECKBOX 
 Gambling     FORMCHECKBOX 
 Sex    FORMCHECKBOX 
Internet     FORMCHECKBOX 
Shopping     FORMCHECKBOX 
 Other:       


	Other Comments Regarding Substance Abuse/Use and Other Addictive Behaviors (include AOD use/abuse by other family members/significant others, AOD related legal problems, SAMI stage of treatment for providers using dual disorders integrated treatment approach)

     

	Legal History

	Legal Guardian/Custodian   Name and Address of Legal Guardian/Custodian 
	Phone No.

	 FORMCHECKBOX 

	None Reported
	     
	(       )      

	Current Legal Status 

	 FORMCHECKBOX 

	None Reported
	 FORMCHECKBOX 

	On Probation
	 FORMCHECKBOX 

	Detention
	 FORMCHECKBOX 

	On Parole
	 FORMCHECKBOX 

	Awaiting Charge

	 FORMCHECKBOX 

	AOD Related Legal Problems
	 FORMCHECKBOX 

	Conditional Release
	 FORMCHECKBOX 

	Outpatient Commitment
	
	
	 FORMCHECKBOX 

	Court Ordered to Treatment

	
	
	
	
	
	
	
	
	
	

	 FORMCHECKBOX 

	Others:      

	History of Legal Charges 

	 FORMCHECKBOX 

	None Reported
	 FORMCHECKBOX 

	Juvenile:
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	If yes: 
	 FORMCHECKBOX 

	Status Offense (e.g., Unruly)
	 FORMCHECKBOX 

	Delinquency

	
	
	 FORMCHECKBOX 

	Adult:
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	If yes:
	 FORMCHECKBOX 

	Misdemeanor
	 FORMCHECKBOX 

	Felony

	List and Date Most Recent Legal Charges

     

	Convictions  

	 FORMCHECKBOX 

	None Reported

	Pending Charges
 FORMCHECKBOX 
    None Reported

	Incarcerations 
	Name and Phone No. of Probation/Parole Officer (if applicable)

     

	 FORMCHECKBOX 

	None Reported
	

	Civil Proceedings 
	Domestic Relations Court Problems (i.e., custody, protective services, restraining order)

      

	 FORMCHECKBOX 

	None Reported
	

	Juvenile Court Involvement (related to child abuse, neglect, or dependency) 

	Current:
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Comment:
	     
	

	Past:
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes
	Comment: 
	     
	

	

	Child Support Enforcement Orders 

	 FORMCHECKBOX 

	None Reported       

	Children’s Protective Services Involvement with Family 

	 FORMCHECKBOX 

	None Reported       

	Name of Children’s Protective Services Caseworker(s) Assigned to Family (if applicable) 

	 FORMCHECKBOX 

	None Reported       

	Abuse History (describe in comments section each element checked)

	 FORMCHECKBOX 

	No Self Reported History of Abuse/Violence
	 FORMCHECKBOX 

	Physical Abuse
	 FORMCHECKBOX 

	Domestic Violence/Abuse
	 FORMCHECKBOX 

	Community Violence

	 FORMCHECKBOX 

	Physical Neglect
	 FORMCHECKBOX 

	Emotional Abuse
	 FORMCHECKBOX 

	Elder Abuse
	 FORMCHECKBOX 

	Sexual Abuse/Molestation

	 FORMCHECKBOX 

	Other:       

	Comments (identify if client was/is a victim of abuse or a perpetrator or both)



	Problem Checklist Including Functional Domains

	Check
	 Check All Current Problem                                                                                     As Evidenced By / Signs/Symptoms

	 FORMCHECKBOX 

	Nutritional/Eating Pattern Changes/Disorders 

     

	 FORMCHECKBOX 

	Pain Management

     

	 FORMCHECKBOX 

	Depressed Mood/Sad

     

	 FORMCHECKBOX 

	Bereavement Issues

     

	 FORMCHECKBOX 

	Anxiety

     

	 FORMCHECKBOX 

	Traumatic Stress 

     

	 FORMCHECKBOX 

	Anger/Aggression

     

	 FORMCHECKBOX 

	Oppositional Behaviors

     

	 FORMCHECKBOX 

	Inattention

     

	 FORMCHECKBOX 

	Impulsivity

     

	 FORMCHECKBOX 

	Disturbed Reality Contact (psychosis)

     

	 FORMCHECKBOX 

	Mood Swings/Hyperactivity 

     

	 FORMCHECKBOX 

	Substance Use/Addiction 

     

	 FORMCHECKBOX 

	Other Addictive Behaviors

     

	 FORMCHECKBOX 

	Sleep Problems

     

	 FORMCHECKBOX 

	Psychosocial Stressors

     

	 FORMCHECKBOX 

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

     

	 FORMCHECKBOX 

	Client’s Family Needs Education to be Able to (Describe areas of family education needs. Family education must be directed to the exclusive well being of the client.)

     

	 FORMCHECKBOX 

	Client Needs Other Environmental Supports (Describe areas where environmental supports are needed to support the client in community living and possible sources of that support.)

     

	 FORMCHECKBOX 

	Other 

     

	
	Skills Deficits/Skills Training/Community Support Needs (check all applicable skills deficits, skills training, and/or community support needs identified) 

	
	 FORMCHECKBOX 

	Client needs symptom and disability management skills.
	 FORMCHECKBOX 

	Client needs restoration or development of social/personal skills.

	
	 FORMCHECKBOX 

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

	Client needs employment related services to develop skills necessary for successful employment.

	
	 FORMCHECKBOX 

	Client needs education related services to develop skills necessary to enchase academic success.
	 FORMCHECKBOX 

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

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

     

	Ohio Mental Health Consumer Outcomes

	Are Outcomes Tools Utilized? If yes, identify what tool is used and attach the results. 

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No             

	     Mental Status Screen
	
	

	General Observations 
Appearance 
 FORMCHECKBOX 

Well Groomed

 FORMCHECKBOX 

Unkempt

 FORMCHECKBOX 

Disheveled

Build 
 FORMCHECKBOX 

Average

 FORMCHECKBOX 

Thin

 FORMCHECKBOX 

Overweight

Attitude
 FORMCHECKBOX 

Cooperative

 FORMCHECKBOX 

Hostile

 FORMCHECKBOX 

Mistrustful

 FORMCHECKBOX 

Withdrawn

 FORMCHECKBOX 

Preoccupied

 FORMCHECKBOX 

Demanding

Eye Contact 
 FORMCHECKBOX 

Average

 FORMCHECKBOX 

Avoidant

 FORMCHECKBOX 

Intense

Motor Activity 
 FORMCHECKBOX 

Calm
 FORMCHECKBOX 

Overactive
 FORMCHECKBOX 

Poor Coordination    FORMCHECKBOX 
  Motor Retardation    FORMCHECKBOX 
  Tremor      FORMCHECKBOX 
  Tic
Speech 
 FORMCHECKBOX 

Clear

 FORMCHECKBOX 

Slurred

 FORMCHECKBOX 

Rapid

 FORMCHECKBOX 

Pressured

Comment:

Thought Content
Delusions

 FORMCHECKBOX 

Grandiose

 FORMCHECKBOX 

Paranoid 

 FORMCHECKBOX 

Somatic

 FORMCHECKBOX 

Bizarre

 FORMCHECKBOX 

Negative

 FORMCHECKBOX 

Religious

 FORMCHECKBOX 

None Reported

Other

 FORMCHECKBOX 

Autistic

 FORMCHECKBOX 

Obsessional

 FORMCHECKBOX 

Phobic

 FORMCHECKBOX 

Guilty

 FORMCHECKBOX 

Ideas of Reference

 FORMCHECKBOX 

None Reported

 FORMCHECKBOX 

Preoccupied

 FORMCHECKBOX 

Guarded

 FORMCHECKBOX 

Other:      
Suicidal

 FORMCHECKBOX 

Ideation (assess lethality if present):

 FORMCHECKBOX 

Intent

 FORMCHECKBOX 

Plan

 FORMCHECKBOX 

Self  Mutilation:

 FORMCHECKBOX 

None Reported

Homicidal

 FORMCHECKBOX 

Ideation  (assess lethality if present):

 FORMCHECKBOX 

Intent

 FORMCHECKBOX 

Plan

 FORMCHECKBOX 

None Reported

 Comment:

Perception 
Hallucinations

 FORMCHECKBOX 

Auditory

 FORMCHECKBOX 

Visual

 FORMCHECKBOX 

Olfactory

 FORMCHECKBOX 

Gustatory

 FORMCHECKBOX 

Tactile

 FORMCHECKBOX 

None Reported

Other

 FORMCHECKBOX 

Illusions

 FORMCHECKBOX 

Depersonalization

 FORMCHECKBOX 

Derealization

 FORMCHECKBOX 

None Reported

 Comment: 

Thought Process 
 FORMCHECKBOX 

Logical

 FORMCHECKBOX 

Circumstantial

 FORMCHECKBOX 

Tangential

 FORMCHECKBOX 

Loose

 FORMCHECKBOX 

Racing

 FORMCHECKBOX 

Incoherent

 FORMCHECKBOX 

Concrete

 FORMCHECKBOX 

Blocked

 FORMCHECKBOX 

Flight of Ideas

 Comment:

Mood – How are you feeling right now?
Affect 
 FORMCHECKBOX 

Euthymic

 FORMCHECKBOX 

Depressed

 FORMCHECKBOX 

Anxious

 FORMCHECKBOX 

Angry

 FORMCHECKBOX 

Euphoric

 FORMCHECKBOX 

Irritable

 FORMCHECKBOX 

Full

 FORMCHECKBOX 

Constricted

 FORMCHECKBOX 

Flat

 FORMCHECKBOX 

Inappropriate

 FORMCHECKBOX 

Labile

Comment: 

Behavior 
 FORMCHECKBOX 

Cooperative

 FORMCHECKBOX 

Resistant

 FORMCHECKBOX 

Agitated

 FORMCHECKBOX 

Impulsive

 FORMCHECKBOX 

Over Sedated

 FORMCHECKBOX 

Assaultive

 FORMCHECKBOX 

Aggressive

 FORMCHECKBOX 

Hyperactive

 FORMCHECKBOX 

Restless

 FORMCHECKBOX 

Loss of Interests

 FORMCHECKBOX 

Anhedonia

 FORMCHECKBOX 

Akasthisia

 FORMCHECKBOX 

Withdrawn

 FORMCHECKBOX 

Dystonia

 FORMCHECKBOX 

Tardive Dyskinesia 

 Comment: 

Cognition 
Impairment of:

 FORMCHECKBOX 

Orientation

 FORMCHECKBOX 

Memory

 FORMCHECKBOX 

Attention/Concentration

 FORMCHECKBOX 

Ability to Abstract

 FORMCHECKBOX 

None Reported 

Intelligence Estimate

 FORMCHECKBOX 

DD
 FORMCHECKBOX 

Borderline

 FORMCHECKBOX 

Average

 FORMCHECKBOX 

Above Average

 Comment: 

Insight/Judgment 

     
Elaboration of Active/Current  Mental Status Findings
     


	 

	Client/Family/Guardian Expression of Service Preferences
Clinician and client (and/or primary support person) should have a meaningful recovery focused dialogue to engage and allow the client (and/or primary support person) to express their desired treatment preferences and priorities. Identify the indicated needs/preferences of client/family/ guardian for the full range of behavioral health clinical and community-based rehabilitative services, and environmental support services available to them. 
1. Behavioral Health Clinical and Rehabilitative Service Preferences

     

	2. Environmental Support Preferences

     

	Clinical/Interpretative Summary

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

	 FORMCHECKBOX 

	Client
	 FORMCHECKBOX 

	Parent(s)
	 FORMCHECKBOX 

	Guardian(s)
	 FORMCHECKBOX 

	Family/Friend
	 FORMCHECKBOX 

	Physician
	 FORMCHECKBOX 

	Records

	 FORMCHECKBOX 

	Law Enforcement
	 FORMCHECKBOX 

	Service Provider
	 FORMCHECKBOX 

	School Personnel
	 FORMCHECKBOX 

	Others:       

	Narrative Summary - Include etiology of presenting problem and maintenance of the problem; mental health history; AOD history; severity of problem; where problem occurs (functioning at home, at work, in community); onset of problem (acute vs. chronic); client motivation for treatment, whether problem is known to be responsive to treatment. 

     

	Signature

	Provider Signature/Credentials

     
	Date

     

	Supervisor Signature/Credentials (if applicable)

     
	Date

     


Admission Criteria - Adult Protocol Level of Care (Must meet 4 out of 6 dimensions in each level of care. Check all boxes that apply in all dimensions)


Client Name:




Client ID#





Date:
	 
	Level I-A: Non-Intensive Outpatient Treatment
	Level  I-B: Intensive Outpatient Treatment
	Level II-A: Non-Medical Commun. Residential
	Level II-B: Medical Community Residential
	Level III-A: Ambulatory Detoxification
	Level III-B: 23 Hour Observation Bed
	Level III-C: Sub-Acute Care
	Level IV: Acute Hospital Detoxification

	Dimension 1 Acute Intoxication Withdrawal
	 No need for detoxification   Low risk of withdrawal       Medical management not required
	 Low to moderate withdrawal risk             Medical Management not required
	 Low to moderate withdrawal risk   24 hour medical management not needed
	 Moderate risk of severe withdrawal         Needs medical monitoring 24 hours per day
	 Detoxification can be conducted on an outpatient basis                     Withdrawal symptoms are serve, medication to monitoring can be conducted outpatient
	 Moderate to high risk of severe withdrawal, requires daily medical management                  Has used substance in the past two weeks
	 Serious risk of serve withdrawal requires daily medical management and monitoring
	 Serious risk of withdrawal, requires inpatient medical management               Other symptoms require hospital setting

	Comments
	 

	Dimension 2 Biomedical Conditions and/or Complication                           (BMC/C)
	 No BMC/C beyond capacity of milieu               BMC/C stable do not distract from tx.
	 BMC/C are being addressed             BMC/C do interfere with tx.
	 BMC/C minimal to moderate              BMC/C do not require 24 hour per day medical monitoring            BMC/C are being addressed
	 BMC/C requires 24 hour per day medical monitoring          BMC/C can be safely monitored at this level 
	 Health seriously damaged be addiction                    BMC/C can be safely monitored at this level
	 Moderate BMC/C    Sustained medical management required                   Close medical management required                   BMC/C could interfere with treatment in the absence tx. And medical management
	 BMC/C or pregnancy needs medical monitoring for detoxification               Recurring seizures requires medical care           Other complications require medical care
	 BMC/C or pregnancy needs medical stabilization and treatment               Recurring seizures requires medical management tx.            Other medical symptoms require medical tx.

	Comments
	 

	Dimension 3 Emotional/ Behavioral/ Cognitive Conditions and/or Complications                                   (EBC/C)
	 No EBC/C         Some EBC/C conditions but does not interfere with treatment          Cognitive impairment, non- interfering with tx., AND            Minimal risk of harm to self or others
	 Low to moderate conditions            EBCC can be addressed in this level                      Not at risk of harm to self or others
	 EBC/C do not interfere with treatment in this level                      Cognitive impairment requires close supervision
	 EBC/C do not interfere with treatment                 EBC/C are moderate to high and require 24 hour structured treatment               Requires residential treatment to manage EBC/C
	 EBC/C do not interfere with treatment                   EBC/C interferes with recovery, treatment referral after detoxification required                      EBC/C are a problem and can be monitored in this level of care
	 EBC/C do not interfere with treatment                        EBC/C requires sustained medical management                  EBC/C requires additional medical evaluation before disposition plan can be made
	 EBC/C unstable, structured monitoring needed                          Cognitive impairment needs 24 hr. monitoring             Potential for harm to self or others             Mental confusion requires monitoring      Other EBC/C post detox. Tx. required
	 EBC/C requires medical assessment, and tx.                          Stabilization and medical tx. needed       High Risk behaviors, Potential harm to self or others                     Other conditions require medical management

	Comments
	 

	Admission Criteria (Continued) Adult Protocol Level of Care (Must meet 4 out of 6 dimensions In each level of care. Check all boxes that apply In all dimensions)

	Client Name:                                                                                            Client ID #                                                            Date:
	
	
	
	

	 
	Level I-A: Non-Intensive Outpatient Treatment
	Level I-B: Intensive Outpatient Treatment
	Level II-A: Non-Medical Commun. Residential
	Level II-B: Medical Community Residential
	Level III-A: Ambulatory Detoxification
	Level III-B: 23 Hour Observation Bed
	Level III-C: Sub-Acute Care
	Level IV: Acute Hospital Detoxification

	Dimension 4 Treatment Acceptance Resistance
	 Aware of problem, willing to engage in treatment                    Resistant but can be motivated to engage in treatment
	 Resistance requires structured treatment               Intensive clinical treatment needed to motivate client for treatment
	 Motivated to receive structured treatment 24 hours per day                       Moderate resistance to tx. Requires motivation 24 hours per day
	 Motivated to receive structured treatment 24 hours per day                       Moderate resistance to tx. requires motivation 24 hours per day                         History of noncompliance at a less intensive level of care
	 Minimal awareness of addiction, treatment referral after detoxification is required                        Potential to be motivated for treatment if additional interventions are provided
	 Resistant to treatment, requires medical treatment for acute addiction Symptoms                  Acceptance, resistance requires additional evaluation and medical supervision
	 Minimal awareness of addiction, tx. referral after detox. Required                     Some awareness of addiction, yet requires intensive inpatient intervention
	 Acute crisis, referral after detox required                 Resisted tx. At lower level of care                      Some awareness of addiction, but Intensive intervention needed

	Comments
	 

	Dimension 5 Relapse Potential
	 Moderate to high relapse risk without treatment                    Low relapse Potential 
	 Moderate to high relapse risk without treatment                    Close monitoring needed to prevent relapse
	 Moderate to high relapse risk without 24 hour treatment             Client has history of relapse in a less intensive level of care
	  Moderate to high relapse risk without 24 hour supervision          Client has history of relapse in a less intensive level of care
	 Acute addiction crisis, no immediate recovery potential without treatment referral after detoxification               History of repeated complicated detoxifications
	 Symptoms require immediate medical management in a structured setting       Relapse potential requires medical evaluation and management
	 Acute addiction crisis, needs treatment to prevent relapse                       Has a history of relapse
	 Acute addiction crisis requires immediate treatment               History of relapse at a lower level of care

	Comments
	 

	Dimension 6 Recovery Environment (Environ.)
	 Supportive environment               Has access to social and peer support                  Tx. will help client cope with environment               Environment does not interfere with treatment at this level
	 Environment supportive                  Needs regular reinforcement to cope with Environment               Environment not supportive, treatment can increase coping skills
	 Environment does not support recovery              Environment has deteriorated 24 hour per day residential treatment is required immediately
	 Environment does not support recovery              Environment has deteriorated and 24 hour per day stabilization is necessary                      No means of developing a support system
	 Environment stable, supportive, can follow detoxification regimen on outpatient basis                           Environment poor for recovery, yet is able to cope at this level of care
	 Environment not supportive of recovery, needs stabilization Elsewhere                   Diagnostic evaluation indicates a need to remove client from environment
	 Environment  not a factor in admission
	 Environment  not a factor in admission

	Comments
	 


	Client Name (First, MI, Last) 
	Client No. 

	     
	     

	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
	Describe, if yes:

	
	
	Problems with primary support group:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     

	
	
	Problems related to the social environment:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Educational problems:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Occupational problems:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Housing problems:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Economic problems:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Problems with access to health care services:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Problems with interaction with the legal system/crime: 
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

	
	
	Other psychosocial and environmental problems:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	
	     
	
	
	
	

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

	Further Evaluations Needed 

 FORMCHECKBOX 

None Indicated

 FORMCHECKBOX 

Psychiatric

 FORMCHECKBOX 

Psychological

 FORMCHECKBOX 

Neurological

 FORMCHECKBOX 

Medical

 FORMCHECKBOX 

Educational

 FORMCHECKBOX 

Vocational

 FORMCHECKBOX 

Visual

 FORMCHECKBOX 

Auditory

 FORMCHECKBOX 

Nutritional

 FORMCHECKBOX 

AOD 

 FORMCHECKBOX 

Other:      


	Treatment Recommendations/Assessed Needs

	 1.
	 FORMCHECKBOX 

	Deferred
	 FORMCHECKBOX 

	Referred

	     

	2. 
	 FORMCHECKBOX 

	Deferred
	 FORMCHECKBOX 

	Referred

	     

	3. 
	 FORMCHECKBOX 

	Deferred
	 FORMCHECKBOX 

	Referred

	     

	4. 
	 FORMCHECKBOX 

	Deferred
	 FORMCHECKBOX 

	Referred

	     

	5. 
	 FORMCHECKBOX 

	Deferred
	 FORMCHECKBOX 

	Referred

	     

	

	Client/Guardian/Family Participation in Assessment and Response to Recommendations 

	     

	Signatures

	Provider Signature/Credentials

     
	Date

     

	Provider Signature/Credentials Rendering Diagnosis, If Different than Above (ODADAS only)

     
	Date

     

	Supervisor Signature/Credentials (if applicable)

     
	Date

     

	Physician Signature/Credentials 

     
	Date

     

	Date of Service
	Staff 

ID No.
	Loc. 

Code
	Prcdr. 

Code
	Mod 1
	Mod 2
	Mod 3
	Mod 4
	Start 

Time
	Stop 

Time
	Total 

Time
	Diagnostic 

Code

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	Date of Service
	Staff

ID No.
	Loc.

Code
	Prcdr.

Code
	Mod 1
	Mod 2
	Mod 3
	Mod 4
	Start

Time
	Stop

Time
	Total

Time
	Diagnostic

Code
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