Reviewed by: Program Director/Medical Director Date: / / Time:

Part A: PATIENT INFORMATION Completed by: Date / / Time
Patient Name Caller

Age DOB [JMale []Female Agency

SS# - - Home Phone Telephone #:

Address: Primary Physician:

City State Zip Psychiatrist:

Guardianship? [ Yes [ No Heard about BHS from:

Name of Guardian: Phone

[ Emergency assessment {1 Information only Insurance: Primary (] Medicare [1Medicaid [ Other
[1 Routine assessment 1 Referred to other hospital Secondary [] Medicare (] Medicaid [1Other
[l Admit criteria not met [ Admission pending Insurance #:

Part B: CRITERIA FOR ADMISSION TO (] Inpatient [1 Outpatient Program

Danger to Self:
Is the patient suicidal? [1Yes [ No

Is there a plan? []Yes [1No

Do they have the means? [JYes [INo

Past suicide attempts? [ Yes []No

Danger to Others:
Do they have assaultive behaviors? [ Yes [l No

Thoughts of harming others? [ Yes [1No

Means to harm? [] Yes [ No

Destruction of property? []Yes [ No

Grave Disability: (Does the patient have any functional limitations, can they care for self, provide food, clothing or shelter?)

A recent weight loss or gain? [Yes [INo

Unsuccessful outpatient treatment? [ Yes [ No

Toxic effects of psychotropic drugs? [1Yes [1No

Withdrawal symptoms present? [1Yes [INo

Other:

Current Medical Conditions:

Medical Clearance By: Date: Time:

Allergies [1NKDA [] Yes (list)

Medications (Name/dose/frequency/last taken)

Part C: DISPOSITION AND STATUS:

Referral to:
[ | Admission Criteria Not Met 0 Admission Refused 0
0 Admitted: [ Voluntary
O | Age Inappropriate 0 Involuntary  [Guardianship 0 Admission to Intensive Outpatient Program
Name of Psychiatrist Contacted for Consultation/Disposition: Date/Time: UConsultation Form
Completed

Signature of person completing call to MD:
Additional Comments:
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Part D: Mental Status Examination (Complete Mini-Mental Status Exam)

APPEARANCE: o Groomed o Poor hygiene o Disheveled
BEHAVIOR: o Friendly o Cooperative o Hostile o Suspicious o Guarded o Agitated
SPEECH: o Clear o Pressured o Soft o Disorganized o Monotone o Dysarthric
ORIENTATION: ox4 0 Only to
MEMORY: o Good o Fair o Adequate o Poor
INTELLECT: o Average o Above average o Below average
CONCENTRATION: o Good o Fair o Adequate o Poor
THOUGHT FLOW: o Coherent o Loose o Tangential o Circumstantial
INSIGHT: o Good o Fair o Poor JUDGMENT: o Good o Fair o Poor
MOOD: o Euthymic o Depressed o Anxious o Angry
AFFECT: o Appropriate o Flat o Blunt o Anxious o Labile
HALLUCINATIONS: o Yes o No DELUSIONS: o Yes o No HOMICIDAL: o Yes o No SUICIDAL: oYes oNo
Strengths: o Family/social supports o Insight o Compliant o Good intellect o No psych hx
Limitations: o No supports o No insight o Non-compliant o Poor cognition o Chronic illness

Functional Assessment Orientation/Cognition
Able to feed self 1Yes [1No Ambulates independently [1Yes [JNo | Able to identify who she/he is [1Yes [1No
Bathes independently [ Yes [ No Continent O Yes [No | Able to identify where he/sheis [ Yes [ No
Dresses independently [ Yes [ No Able to groom self [1Yes [1No | Able to use adequate judgment

to maintain physical safety [ Yes [1No

Presenting Problem(s) check all that apply

1 Confusion [l Aggression 1 Delusions
[l Depressed Mood [l Suicidality [1 Rx Refusal
0 Sleep  Disturbance

Other.

[ Hallucinations
[1 Memory Loss

0 Appetite  Disturbance 0

Psychiatric History: [J Yes [1No Describe:

Substance Dependency: [ Yes [1No Describe:

Sexual/Physical Abuse: [ Yes []No Describe:

Summary

Signature/Date/Time
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