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Adult Rehabilitation Screening Assessment

 (Form must be typed or printed neatly)

	Referral Date:
	
	Assessment Date:
	

	Intake Reviewer:
	
	Title/Credentials:
	

	Referral Source:
	

	Presenting Problems (Issues): 




Section 1: Identifying Information/Demographics (Double Click in Box)
	Person’s Name:
	
	Date of Birth:
	
	Age:
	

	Address:
	
	Phone #:
	  

	City, State, Zip:
	
	Social Security #:
(last 4 numbers)
	

	Sexual Orientation:
	 FORMCHECKBOX 
Straight or Heterosexual  FORMCHECKBOX 
Lesbian, Gay , or homosexual  FORMCHECKBOX 
Bisexual;  FORMCHECKBOX 
Something Else, Please Describe:

 FORMCHECKBOX 
 Don’t Know;  FORMCHECKBOX 
 Decline
	Language Preference
	

	Race (Ethnicity):
	 FORMCHECKBOX 
Amer. Indian/Alaskan Native   FORMCHECKBOX 
Asian   FORMCHECKBOX 
White   FORMCHECKBOX 
Black/African American  

 FORMCHECKBOX 
Native American / Hawaiian or Other Pacific Islander    FORMCHECKBOX 
 Hispanic    FORMCHECKBOX 
 Non-Hispanic

	Gender Identification
	 FORMCHECKBOX 
Male   FORMCHECKBOX 
Female   FORMCHECKBOX 
 Transgender Male/Trans Man/Female to Male  FORMCHECKBOX 
Transgender Female/Trans Woman/ Male to Female  FORMCHECKBOX 
Genderqueer, Neither exclusively Male or Female 

 FORMCHECKBOX 
 Additional Gender Category/(or/other), please specify:         

 FORMCHECKBOX 
 Decline    

	Medical Assistance #:
	
	Access to Transportation for On Site Activities:
	  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Guardian Contact’s Name: (If Applicable)
	
	Relationship:
	 FORMCHECKBOX 
Parent    FORMCHECKBOX 
Guardian   FORMCHECKBOX 
Foster Care Provider

	Address (If different):
	
	Does Contact Person Have Legal Custody?
	  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
No

	City, State, Zip:
	
	Home Phone#:
	
	Cell Phone#:
	

	Description of Current Placement: 
	 FORMCHECKBOX 
Parent     FORMCHECKBOX 
Foster Care     FORMCHECKBOX 
Group Home      FORMCHECKBOX 
Independent Living Program                           FORMCHECKBOX 
Relative Foster Care     FORMCHECKBOX 
Therapeutic Foster Care     FORMCHECKBOX 
Therapeutic Group     FORMCHECKBOX 
Home            FORMCHECKBOX 
Homeless/Shelter

	Emergency Contact

	Name of Contact:
	
	Relationship to Person:
	

	Address
	
	City, State, Zip:
	

	Home Phone#:
	
	Cell Phone#:
	
	Work Phone#:
	


Section 2: Strengths/Needs/Abilities/Preferences

	Personal Strengths:
	

	Person’s Needs
	

	Abilities and/or interests
	

	Preferences
	


Section 3. Mental Status

	Mental Status Evaluation

	Appearance
	
Same  Older  
Slim  Younger      Body type:  Average   FORMCHECKBOX 
Heavy   

	Grooming
	 FORMCHECKBOX 
Neat
 
Unkempt  Dirty  Bizarre   FORMCHECKBOX 
Casual Other: _____

	Posture
	 FORMCHECKBOX 
Erect   
Sad  Fixed  Tense  Slumped  Relaxed  Other:  

	Eye Contact
	 FORMCHECKBOX 
Good  
 Poor  Variable  Other:  _______________

	Behavior
	 FORMCHECKBOX 
Appropriate  
Twitches/Tics  Rigidity  FORMCHECKBOX 
Restless   FORMCHECKBOX 
Agitated  
Mannerisms  Stereotypies              Energetic      Lethargic    Hand-wringing  Hyperactive  Hypoactive           Combativeness   FORMCHECKBOX 
Pacing    
Stereotypies       Aimless                       FORMCHECKBOX 
purposeless activity Other    

	Attitude
	 FORMCHECKBOX 
Cooperative  
Uncooperative  Friendly   FORMCHECKBOX 
Pleasant  Playful  Apathetic  Aggressive  Antagonistic  Hostile                Defensive  

	Mood
	
Euthymic  Stable  Euphoric   FORMCHECKBOX 
Anxious   FORMCHECKBOX 
Dysthymic  OtherAshamed  Indifferent  Despairing   Depressed                       

	Affect
	
Incongruent  Congruent  Appropriate  Intense  
Labile       Flat    Blunted   FORMCHECKBOX 
Constricted  Other __________________Autistic  

	Speech Quantity
	 FORMCHECKBOX 
Appropriate  
Limited  Excessive  Spontaneous  Garrulous     

Normal response from cuesLack of Spontaneity  Taciturn  

	Speech rate
	 FORMCHECKBOX 
Normal  
Pressured   Slow  Rapid Hesitant 
Average  Quality  Stuttering Fluent Emotional  Other_______Unusual rhythm (dysprosody)             Halting (dysarthria)  Accent    Mumbled  Slurred          Soft  Loud   Monotonous  Dramatic  

	Hallucinations
	 FORMCHECKBOX 
None  
Tactile  Olfactory   Visual  Auditory Hypnologic (occurring while falling asleep) Hypnologic (occurring during awakening)  

	Illusions
	
Yes No  Describe: _________________________________________

	Other
	Describe:  ______Dissociation   Re-realization  Depersonalization  

	Thought Process
	
Normal  Poverty  
Loose associations  Racing thoughts   
Vague  Flight of ideas            Tangential  
Incoherent Circumstantial  Evasive  
Punning (double meaning) ⁭ Clang associations (rhyming)  Neologisms (new words created by combining or condensing other words)                      Rigid                     Rambling  
 Perseveration   Blocked Indecisive    Word Salad   Rumination ⁭ 

	Thought Content
	 FORMCHECKBOX 
Normal  FORMCHECKBOX 
 Preoccupation (somatic or other)  Obsessive
Paranoia  

Harmful to others Suicidal  Phobia  Compulsive   Ideas of reference               GrandioseErotomania  Delusions  Antisocial  Ideas of influence  

	Sensorium
	Level of Consciousness:   FORMCHECKBOX 
Alert   FORMCHECKBOX 
Clouded  Somnolent  Other ________

Disorientation:
  FORMCHECKBOX 
None  Time
Day/date  Place  Person  

	Cognition
	Information and intelligence


a. Vocabulary:

 FORMCHECKBOX 
Below average   FORMCHECKBOX 
Average  Above average

b. Intellectual capacity:

 Below average Average  Above average

	Impulse Control
	To what degree is this client capable of controlling impulses?

Controlled  
2 1 3 5 Uncontrolled
4 

	Judgment, comprehensive and insight:
	Social judgment, comprehensive of consequences:    
Good  Fair   FORMCHECKBOX 
Poor 

Psychological Insight:  
Denial of Illness
 Aware of illness but blames others                 FORMCHECKBOX 
Intellectual insight know they are ill and that failures of adjustment are due to their own irrational feelings but they are not applying)  True emotional insight (aware of the motives and feelings within themselves and the important people in their lives, which can lead to basic changes in behavior)



Reliability:  Estimate the Client’s capacity to respond openly and truthfully

Reliable  
1 2 5 Unreliable4 3 


Section 4: DSM V/ICD-10

	Behavioral Diagnosis
	

	Medical Diagnosis
	

	Psycho-Social Problems
	

	Functional Assessments Score
	Type of Assessment: GAF            Current Score:       


Section 5: Alcohol/Drug Use

	Is there a substance abuse diagnosis?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   If yes, complete sections below:

	Types of Substance
	Frequency (Times per week)

	 FORMCHECKBOX 
 Alcohol
	

	 FORMCHECKBOX 
 Marijuana
	

	 FORMCHECKBOX 
 PCP (Boat, Dippers)
	

	 FORMCHECKBOX 
 Cocaine (Powder, Crack)
	

	 FORMCHECKBOX 
 Heroine
	

	 FORMCHECKBOX 
 Ecstasy
	

	 FORMCHECKBOX 
 Opiates
	

	 FORMCHECKBOX 
 Cough Syrup (Robitussin)
	

	With company/without (explain): 

	Behavior (explain): 

	Memory (explain): 


Section 6: Pertinent Medical History

A. Do you have any medical problem(s) or concern(s) listed below?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No if yes, please explain:
 FORMCHECKBOX 
Diabetes 












 FORMCHECKBOX 
Hypertension 












 FORMCHECKBOX 
Heart disease












 FORMCHECKBOX 
Asthma












 FORMCHECKBOX 
Chronic obstructive pulmonary disease (COPD) 








 FORMCHECKBOX 
Hepatitis C 












 FORMCHECKBOX 
HIV/AIDS 












 FORMCHECKBOX 
Obesity 












B. Do you use complementary health approaches (alternative therapy, treatment, or care)?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No If yes, explain what type: 






































C. Do you need assistance in accessing medical care or additional funding for your medical problems?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No 

D. Do you have any drug allergies, food allergies, or environmental allergies?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No If yes, explain: 




























E. Are your pregnant?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No; If yes, how many months? 
; Are you receiving prenatal care? ?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No? Do your OB/GYN know?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

Integrative Therapeutic Solutions do not guarantee additional funding for medical problems but will research entitlements programs that can or will provide assistance)

Section 6 Mental Health History

	Previous Psychiatric Hospitalizations
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Outpatient Therapy
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Psychiatric Diagnosis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Substance Abuse Treatment
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Medical Diagnosis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Medication(s): Include if effective or not, if serious side effects
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Do you have allergies to medication?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:


If applicable, provide the name of home, non-psychotropic, and psychotropic medications below:

	Dates
	Medication (s)
	Dosage 
	Frequency
	Prescribing Source

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Section 8: Community Supports
	Family/Significant Other:
	
	Phone#:
	

	Address:
	
	Relationship to Person:
	

	Primary Care Physician:
	
	Phone#:
	

	Address:
	
	Relationship to Person:
	

	Psychiatrist/Clinic:
	
	Phone#:
	

	Address:
	
	Relationship to Person:
	

	Therapist/Clinic:
	
	Phone#:
	

	Address:
	
	Relationship to Person:
	

	Other/Relationship:
	
	Phone#:
	

	Address:
	
	Relationship to Person:
	


Section 9: Educational History 
A. Did you graduate from High School?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No, If no, what was the highest grade you completed?


B. If you have not received your high school diploma or GED, do you want assistance in getting your diploma or GED?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

C. While in school, were you in special education? ?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No; if so, did you have an IEP or 504 Plan?  
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

D. Do you want assistance in finding a literacy program?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
List all other schools attended, including colleges/universities:

	Name of School
	Year(s)/Grade(s) Attended
	Reason for Leaving

	
	
	

	
	
	

	
	
	

	
	
	


Section 10: Military History and Employment
	What branch?
	

	Length of Career
	

	Job Duties
	

	Were you honorably discharged?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No If no, please explain below:

	

	Are you currently Employed?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No, If so, what type of employment? 

	Are there any job-related issues that you feel may be contributing to your current circumstances.  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No If no, please explain below:

	


Section 11: Psychosocial History

	Are you satisfied with your current living situation? If no, complete enclosed Housing Assessment.

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	Do you have any close relationships? If yes, who


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	Are you currently involved in any legal problems that we should be aware of? If yes, (explain)


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	What are your spiritual beliefs? If yes, where:

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	Do you have any hobbies or interest? If yes, what:

	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	Do you have adaptive equipment? If yes, what:


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	Do you need additional support to secure adaptive equipment? If yes, describe the type of support:


	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No

	If you answered yes to legal problems, what support or assistance do you need?


Section 12: History of Trauma (Immediate Precipitant, Stressors, and Recent Losses) 
	Loss
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Parents Separated/Divorced
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Friends
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Violence in Neighborhood
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Mental Injury
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Sexual Abuse
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Physical Abuse
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Domestic Violence
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Neglect
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Victim of Molestation
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Did you witness trauma at any time in your life?
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:


Section 13: Emotional and Behavioral Issues

	PROBLEMS/ISSUES
	Individual
	Family

	FUNCTIONING

	History of Emotional 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	History of Behavioral
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	Current Emotional
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	Current Behavioral
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	ADDICTIVE BEHAVIORS

	Alcohol
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	Drugs
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	

	Gambling
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	


Section 14: Family of Origin History 

	Mother’s Name:
	
	Age:
	Father’s Name:
	
	Age:

	Is Mother Alive?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    Deceased Age:        
	Is Father Alive?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No    Deceased Age:        

	Cause of Death, if applicable:
	Cause of Death, if applicable:

	Nature of Relationship:
	Nature of Relationship:

	Mental/Psychiatric Treatment: 
	Mental/Psychiatric Treatment: 

	Substance Abuse Treatment:
	Substance Abuse Treatment:

	Siblings Name and Age: 

	Other Family with Mental/Psychiatric Treatment: 


Section 13. Risk Factors
	Previous Suicidal Ideation(s)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Homicidal Ideation(s)
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous Violence or Aggression 
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:

	Previous or Current Medical Diagnosis
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
	If yes, explain:


Section 15: Financial Means

1. Are you currently employed?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No
2. If no, what income do you have? 
 FORMCHECKBOX 
 SSI: How much $ 




 FORMCHECKBOX 
 TCA: How much $






 FORMCHECKBOX 
 Food Stamps: How Much $ 

      

 FORMCHECKBOX 
 TDAP: How much $


 
 FORMCHECKBOX 
 Child Support How much $





 FORMCHECKBOX 
 Other: 


Section 16: Promotion of Individual Self-Management and Recovery:

1. What are the Person’s potential challenging symptoms? 

	


2. What are the Persons’ warning signs of relapse? 

	


3. What are helpful interventions? 

	


4. Who are others identified by the individual that will support recovery? 
	


Section 17: Utilization Assessment

1. What frequency of interaction needed by rehabilitation staff per week for Person? 

	


2. What is the Person willingness to participate in the Psychiatric Rehabilitation Program? 

	


3. What level of service does the Person require? 

	


4. What is the Person’s expected length of time in the Psychiatric Rehabilitation Program? 

	


5. What is the expected outcome before de-intensifying services? 

	


6. What are the long-term goals of the Person? 

	


Section 18: Interpretive Summary:

	


Section 18: Recommendations/Referrals:

Admit (with the following recommendations):

Deny (with the following recommendations):

Comments: 

For Person accepted: Links needed (double click in box or check all that apply):

 FORMCHECKBOX 
Housing    FORMCHECKBOX 
Entitlement  FORMCHECKBOX 
Medical Care  FORMCHECKBOX 
Vocational  FORMCHECKBOX 
Educational  FORMCHECKBOX 
Legal  FORMCHECKBOX 
Recreation  FORMCHECKBOX 
Rehabilitation      FORMCHECKBOX 
Substance Abuse  FORMCHECKBOX 
Crisis Program Service  FORMCHECKBOX 
Transportation  FORMCHECKBOX 
Adaptive Equipment  FORMCHECKBOX 
Other (please describe):
Rehabilitation Staff’s Signature




Date

Confidential
- 2 -
Name of Client


