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PSYCHOSOCIAL ASSESSMENT (CIGMMO)
 FORMCHECKBOX 
 Initial    FORMCHECKBOX 
 Annual

	IDENTIFYING INFORMATION

	NAME
	DOB
	AGE
	CASE #
	GENDER

	ADDRESS

	SERVICE
	DATE
	TIME


Date of Assessment: __________________
Case #: _______________      Date of Birth: _______________      Date of Death: _______________
	Gender Assigned at Birth                   Gender Identity                               Sexual Orientation                                     What pronoun do you prefer?

   FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Male                                                                                                                                                                 FORMCHECKBOX 
 She   FORMCHECKBOX 
 He   FORMCHECKBOX 
 Other 


First Name: __________________     Middle Name: _________________     Last Name: ________________________
Preferred Name: ______________________________________________     SSN: _____________________________
Aliases and Other Identifying Information
	


Medicaid ID#: ____________________     MI Child ID#: ____________________     WSA ID: ___________________
Home Address: _______________________________________________________
City: _____________________________     State: ___________     ZIP: _______________
Primary Phone: _________________________     Alternate Phone: _________________________
Email: ____________________________________________________________________________
County of Residence: ________________________________    FORMCHECKBOX 
 Different COFR?
Primary Spoken Language: __________________________     FORMCHECKBOX 
 Interpreter Needed?
Communication Preference: __________________________
Referral Source: ____________________________________     Religion: _____________________
Time to Treatment: ________ Days          Prior Treatment Episodes: __________________________________
Pregnant on Services Start Date: ______________________________
 FORMCHECKBOX 
 Is this a Minor Referral (without parental consent)?
Marital Status: __________________________________     Maiden Name: _____________________________
	Veteran/Military Information


Consumer or Family Military Service:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Most Recent Military Service Era: _____________________________     Branch Served In: _________________

Consumer/family enrolled in/connected to VA/veteran resources/other support & service organizations?                   

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Veteran Status: ___________________________________
	Race/Ethnic Origin:                                                                   
	Hispanic or Latino Ethnicity:                                                              

	 FORMCHECKBOX 
 Alaskan native
	 FORMCHECKBOX 
 Puerto Rican

	 FORMCHECKBOX 
 American Indian
	 FORMCHECKBOX 
 Mexican

	 FORMCHECKBOX 
 Black or African American
	 FORMCHECKBOX 
 Cuban

	 FORMCHECKBOX 
 White
	 FORMCHECKBOX 
 Other specific Hispanic or Latino

	 FORMCHECKBOX 
 Asian
	 FORMCHECKBOX 
 Not of Hispanic or Latino origin

	 FORMCHECKBOX 
 Other race
	 FORMCHECKBOX 
 Hispanic or Latino – specific origin not specified

	 FORMCHECKBOX 
 Native Hawaiian or Other Pacific
	 FORMCHECKBOX 
 Unknown

	 FORMCHECKBOX 
 Refused to Provide
	


	2.
	Presenting Problems


How can I help you/Reasons for seeking services? 
(as described by consumer/family/other)
	


Brief Description of Consumer’s Presenting Problem(s) and Symptomology
(Please include the relevant symptoms of the consumer’s current problems, intensity, duration and severity)

	


	3.
	Risk Assessment


	Step 1: Identify Risk Factors

C-SSRS Suicidal Ideation Severity                                                                                                                                                  Past Month

	1. Wish to be dead

     Have you wished you were dead or wished you could go to sleep and not wake up?
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	2. Current Suicidal Thoughts

    Have you actually had any thoughts of killing yourself?
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	3. Suicidal thoughts w/ Method (w/no specific plan or intent or act)

    Have you been thinking about how you might do this?
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	4. Suicidal Intent without Specific Plan

    Have you had these thoughts and had some intention of acting on them?
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	5. Intent with Plan
    Have you started to work out or worked out the details of how to kill yourself? Do you intend to carry out this plan?
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	C-SSRS Suicidal Behavior: “Have you ever done anything, started to do anything, or prepared to do 

    anything to end your life?”  Examples: Collected pills, obtained a gun, gave away valuables, wrote a

    will or suicide note, took out pills but didn’t swallow any, held a gun but changed your mind or it 

    was grabbed from your hand, went to the roof but didn’t jump or actually took pills, tried to shoot

    yourself, cut yourself, tried to hang yourself, etc.

    If “YES” Was it within the past 3 months?
	Lifetime

	
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  

	
	Past 3 Months

	
	           FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No  


	Current and Past Psychiatric Dx:

 FORMCHECKBOX 
 Mood disorder
 FORMCHECKBOX 
 Psychotic disorder

 FORMCHECKBOX 
 Alcohol/substance abuse disorders

 FORMCHECKBOX 
 PTSD

 FORMCHECKBOX 
 ADHD

 FORMCHECKBOX 
 TBI

 FORMCHECKBOX 
 Cluster B Personality disorders or traits (i.e., Borderline, 

     Antisocial, Histrionic & Narcissistic?

 FORMCHECKBOX 
 Conduct problems (antisocial behavior, agression 

     impulsivity)

 FORMCHECKBOX 
 Recent Onset
	Family History:

 FORMCHECKBOX 
 Suicide

 FORMCHECKBOX 
 Suicidal behavior

 FORMCHECKBOX 
 Axis I psychiatric diagnoses requiring hospitalization

	
	Precipitants/Stressors:

 FORMCHECKBOX 
 Triggering events leading to humiliation, shame, and/or despair (e.g. Loss of relationship, financial or health status) (real or anticipated)

 FORMCHECKBOX 
 Chronic physical pain or other acute medical problem (e.g. CNS disorders)

 FORMCHECKBOX 
 Sexual/physical abuse

 FORMCHECKBOX 
 Substance intoxication or withdrawal

 FORMCHECKBOX 
 Pending incarceration or homelessness
 FORMCHECKBOX 
 Legal Problems

 FORMCHECKBOX 
 Inadequate social supports

 FORMCHECKBOX 
 Social Isolation

 FORMCHECKBOX 
 Perceived burden on others



	Presenting Symptoms:

 FORMCHECKBOX 
 Anhedonia

 FORMCHECKBOX 
 Impulsivity

 FORMCHECKBOX 
 Hopelessness or despair

 FORMCHECKBOX 
 Anxiety and/or panic

 FORMCHECKBOX 
 Insomnia

 FORMCHECKBOX 
 Command Hallucinations

 FORMCHECKBOX 
 Psychosis
	

	
	Change in treatment:
 FORMCHECKBOX 
 Recent inpatient discharge

 FORMCHECKBOX 
 Change in provider or treatment (i.e., medications, psychotherapy, milieu)

 FORMCHECKBOX 
 Hopeless or dissatisfied with provider or treatment

 FORMCHECKBOX 
 Non-compliant or not receiving treatment


	 FORMCHECKBOX 
 Access to lethal methods: Ask specifically about presence or absence of a firearm in the home or ease of accessing

	

	Step 2: Identify Protective Factors (Protective factors may not counteract significant acute suicide risk factors)

	Internal:

 FORMCHECKBOX 
 Ability to cope with stress

 FORMCHECKBOX 
 Frustration tolerance

 FORMCHECKBOX 
 Religious beliefs

 FORMCHECKBOX 
 Fear of death or the actual act of killing self

 FORMCHECKBOX 
 Identifies reasons for living


	External:
 FORMCHECKBOX 
 Cultural, spiritual and/or moral attitudes against suicide

 FORMCHECKBOX 
 Responsibility to children

 FORMCHECKBOX 
 Beloved pets

 FORMCHECKBOX 
 Supportive social network of family or friends

 FORMCHECKBOX 
 Positive therapeutic relationships
 FORMCHECKBOX 
 Engaged in work or school



	Step 3. Specific questioning about thoughts, Plans, and Suicidal Intent? (see Step 1 for Ideation Severity and Behavior) If semi-structured interview is preferred to complete this section, clinicians may opt to complete C-SSRS Lifetime/Recent for comprehensive behavior/lethality assessment
C-SSRS Suicidal Ideation Intensity (with respect to the most severe ideation 1-5 identified above)                                        Past Month

	Frequency

How many times have you had these thoughts?

(1) Less than once a week                                          (4) Daily or almost daily

(2) Once a week                                                           (5) Many times each day

(3) 2-5 times in week
	

	Duration

When you have the thoughts how long do they last?

             (1)  Fleeting – few seconds or minutes                     (4) 4-8 hours/most of day

             (2)  Less than 1 hour/some of the time                     (5) More than 8 hours/persistent or continuous
             (3)  1-4 hours/ a lot of time
	

	Controllability
Could/can you stop thinking about killing yourself or wanting to die if you want to?

            (1) Easily able to control thoughts                             (4) Can control thoughts with a lot of difficulty 

            (2) Can control thoughts with little difficulty            (5) Unable to control thoughts

          (3) Can control thoughts with some difficulty          (0) Does not attempt to control thoughts
	

	Deterrents
Are there things – anyone or anything (e.g., amily, religion, pain of death) – that stopped you from wanting to die or acting on thoughts of suicide?

      (1) Deterrents defiinitely stopped you from attempting suicide   (4) Deterrents most likely did not stop you

       (2) Deterrents probably stopped you                                               (5) Deterrents definitely did not stop you

       (3) Uncertain that deterrents stopped you                                      (0) Does not apply
	

	Reasons for Ideation
What sort of reasons did you have for thinking about wanting to die or killing yourself?  Was it to end the pain or stop the way you were feeling (in other words you couldn’t go on living with this pain or how you were feeling) or was it to get attention, revenge or a reaction from others? Or both?

(3) Completely to get attention, revenge or a reaction  (4) Mostly to end or stop the pain (you couldn’t go on

          from others                                                                        living with the pain or how you were feeling?       

    (2) Mostly to get attention, revenge or a reaction         (5) Completely to end or stop the pain (you couldn’t 

          from others                                                                       go on living with the pain or how you were feeling)

    (3) Equally to get attention, revenge or a reaction        (0) Does not apply

          from others and to end/stop the pain                                                                                                                              
	

	Step 4: Guidelines to Determine Level of Risk and Develop Interventions to LOWER Risk Level
“The estimation of suicide risk, at the culmination of the suicide assessment, is the quintessential clinic judgement, since no study has identified one specific risk factor or set of risk factors as specifically predictive of suicide or other suicidal behavior.”  From The American Psychiatric Association Practice Guideline for the Assessment and Treatment of Patients with Suicidal Behaviors, page 24

	RISK STRATIFICATION                                                               TRIAGE

	High Suicide Risk

Suicidal ideation with intent or intent with plan in past month (C-SSRS Suicidal Ideation #4 or #5)

OR

Suicidal behavior within past 3 months (C-SSRS Suicidal Behavior)
	Initiate local psychiatric admission process

Stay with patient until transfer to higher level of care is complete

Follow-up and document outcome of emercency psychiatric evaluation

	Moderate Suicide Risk

Suicidal ideation with method, WITHOUT plan, intent or behavior in past month (C-SSRS Suicidal Ideation #3)

OR

Suicidal Behavior more than 3 months ago (C-SSRS Suicidal Behavior Lifetime)

OR

Multiple risk factors and few protective factors
	Directly address suicide risk, implementing suicide prevention strategies

Develop Safety Plan

	Low Suicide Risk

Wish to die or Suicidal Ideation WITHOUT method, intent, plan or behavior (C-SSRS Suicidal Ideation #1 or #2)

OR

Modifiable risk factors and strong protective factors

OR

No reported history of Suicidal Ideation or Behavior
	Discretionary Outpatient Referral

	Step 5: Documentation

	Risk Level
 FORMCHECKBOX 
 High  FORMCHECKBOX 
 Moderate  FORMCHECKBOX 
 Low

	Clinical Note
· Your Clinical Observation

· Relevant Mental Status Information

· Methods of Suicide Risk Evaluation

· Brief Evaluation Summary

· Warning Signs

· Risk Indicators

· Protective Factors

· Access to Lethal Means

· Collateral Sources Used and Relevant Information Obtained

· Specific Assessment Data to Support Risk Determination

· Rationale for Actions Taken and Not Taken

· Provision of Crisis Line 1-800-273-TALK(8255)

· Implementation of Safety Plan (If Applicable)



	Comments:

	Homicidal Ideation Towards Others

	 FORMCHECKBOX 
 Ideation                                                  Explain
 FORMCHECKBOX 
 Intent                                                      
 FORMCHECKBOX 
 Plan

 FORMCHECKBOX 
 Means

 FORMCHECKBOX 
 Action

 FORMCHECKBOX 
 Behavior Attempts

 FORMCHECKBOX 
 Access to Gun

 FORMCHECKBOX 
 Unable to Manage Ideation

 FORMCHECKBOX 
 Recent Separation

 FORMCHECKBOX 
 Likelihood Of Rescue

 FORMCHECKBOX 
 Lethality

 FORMCHECKBOX 
 None

	 FORMCHECKBOX 
 Crisis Plan Offered


Comments:
 FORMCHECKBOX 
 Crisis Plan Offered*
	4.
	Substance Use

	Observation Checklist

	The following signs/symptoms may indicate a substance abuse problem in the individual being screened:

	 FORMCHECKBOX 
 Needle track marks

	 FORMCHECKBOX 
 Skin abscesses, cigarette burns, or nicotine stains

	 FORMCHECKBOX 
 Tremors (shaking and twitching of hands and eyelids)

	 FORMCHECKBOX 
 Unclear speech; slurred, incoherent, or too rapid

	 FORMCHECKBOX 
 Unsteady gait; staggering or off balance

	 FORMCHECKBOX 
 Dilated (enlarged) or constricted (pinpoint) pupils

	 FORMCHECKBOX 
 Scratching

	 FORMCHECKBOX 
 Swollen hands or feet

	 FORMCHECKBOX 
 Smell of alcohol or Marijuana

	 FORMCHECKBOX 
 Drug paraphernalia such as pipes, papers, needles, or roach clips

	 FORMCHECKBOX 
 “Nodding out” (dozing or falling asleep)

	 FORMCHECKBOX 
 Agitation

	 FORMCHECKBOX 
 Inability to focus

	 FORMCHECKBOX 
 Burns on the inside of lips (from freebasing cocaine)



Comments:

	


	SUBSTANCE USE CHART


	Substance/Route
	Substance Rank
	Age at First/Use
	Current Consumption Frequency/Quantity
	Frequency of Use/Last Use (month/year)
	Stage of Change

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Heaviest Amount Consumer and When
	


	CAFFEINE USE

	· None
AMOUNT CURRENTLY USED
COMMENTS



	TOBACCO USE

	· None
	
	
	

	CURRENT USE
	
	
	

	 FORMCHECKBOX 
 Cigarettes
	 FORMCHECKBOX 
Pipe
	 FORMCHECKBOX 
Chewing Tobacco
 FORMCHECKBOX 
 Vaping
	 FORMCHECKBOX 
Cigars

	AGE FIRST USED
	
	AMOUNT CURRENTLY USED
	

	
	
	
	

	HEAVIEST AMOUNT USED
	
	WHEN HEAVIEST AMOUNT USED
	

	COMMENTS
	
	
	

	
	
	
	



Any relationship/legal/medical/employment difficulties related to substance use?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Describe Difficulties
	


Other Substance Use Information
	


	SUD Treatment


Has the consumer ever received treatment for a substance use disorder (including Inpatient, Outpatient, Day Treatment, Partial Hospitalization, Residential Treatment, or Detox)?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If yes, please complete the SUD Treatment Episodes below.
	SUD Treatment Episodes


	SUD TREATMENT

	HAS THE CONSUMER EVER RECEIVED TREATMENT FOR A SUBSTANCE USE DISORDER (INCLUDING INPATIENT, OUTPATIENT, DAY TREATMENT, PARTIAL HOSPITALIZATION, RESIDENTIAL TREATMENT, OR DETOX)?
If yes, please complete the SUD Treatment Episodes below.
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	SUD TREATMENT EPISODES

	TREATMENT DATE(S):
TREATMENT TYPE:
RESPONSE TO TREATMENT(S)

: 

DESCRIBE RELAPSE HISTORY:


	      FORMCHECKBOX 
Inpatient
 FORMCHECKBOX 
Resident Tx 
	 FORMCHECKBOX 
Outpatient
 FORMCHECKBOX 
Detox
	PROVIDER/UNIT NAME(S)
 FORMCHECKBOX 
Intensive OP     FORMCHECKBOX 
Day Tx
 FORMCHECKBOX 
Other
	 FORMCHECKBOX 
Partial Hosp

	IS MEDICATION-ASSISTED THERAPY PLANNED?

	If used currently or planned, please describe the medications and treatment planned.

	    FORMCHECKBOX 
Used Currently
 FORMCHECKBOX 
 Planned
 FORMCHECKBOX 
 None Planned

	COMMENTS

	


	IS THE CONSUMER RECEIVING MEDICATION-ASSISTED OPIOID THERAPY THROUGH  ATTENDANCE AT SUBSTANCE USE SELF-HELP GROUPS IN PAST 30 DAYS
CMHCM OR ANOTHER PROVIDER AS A PART OF THEIR TREATMENT PLAN
Not applicable (crisis only, unknown, other exception, etc.)
(THIS INCLUDES METHADONE, BUPRENORPHINE, VIVOTROL, SUBOXONE, OR
NALTREXONE)?
· Yes
 No
 Not Applicable
 Not collected (crisis only, other exception, etc.)


DID THE CONSUMER SCREEN POSITIVE FOR CURRENT SUBSTANCE MISUSE?
     FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
 Unable to Assess
Response to Treatment(s)
	


Describe Relapse History

	


Is Medication-Assisted Therapy Planned?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
If used currently or planned, please describe the medications and treatment planned.

 FORMCHECKBOX 
 Used Currently    FORMCHECKBOX 
 Planned    FORMCHECKBOX 
 None Planned

Comments:

	


Is the consumer receiving Medication-Assisted Opioid Therapy through CMHCM or another provider as a part of their treatment plan (this includes methadone, buprenorphine, vivitrol, suboxone, or naltrexone)?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not Applicable    FORMCHECKBOX 
 Not collected (crisis only, other exception, etc.)

Attendance at Substance Use Self-Help Groups in past 30 days

	


	Other Addictions

	Gambling
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe:
	

	Shopping
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe:
	

	Eating
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe:
	

	Sex
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe:
	

	Other:____________________________
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Describe:
	

	
	
	
	


Did the consumer screen positive for current Substance Misuse?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess
	5.
	Trauma

	Trauma Screening Checklist – Young Child (Ages 0-5)

	Please check each area where the items are known or suspected.  If history is positive for exposure and concerns are present in one or more areas, a comprehensive assessment may be helpful in understanding the child’s functioning and needs.



	1.
	Are you aware of or do you suspect the child has experienced any of the following?

	 FORMCHECKBOX 

	Physical abuse

	 FORMCHECKBOX 
 
	Suspected neglectful home environment

	 FORMCHECKBOX 

	Emotional abuse

	 FORMCHECKBOX 

	Exposure to domestic violence

	 FORMCHECKBOX 

	Known or suspected exposure to drug activity aside from parental use

	 FORMCHECKBOX 

	Known or suspected exposure to other any other violence nor already identified

	 FORMCHECKBOX 

	Parental drug use/substance abuse

	 FORMCHECKBOX 

	Multiple separations from parent or caregiver

	 FORMCHECKBOX 

	Frequent and multiple moves or homelessness

	 FORMCHECKBOX 

	Sexual abuse or exposure

	 FORMCHECKBOX 

	Other:
	

	

	If you are not aware of a trauma history but multiple concerns are present in questions 2, 3 and 4, then there may be a trauma history that has not come to your attention.  NOTE:  Concerns in the following areas do not necessarily indicate trauma, however, there is a strong relationship.



	2.
	Does the child show any of these behaviors?

	 FORMCHECKBOX 

	Excessive aggression or violence towards self or others

	 FORMCHECKBOX 
 
	Repetitive violent and/or sexual play (or maltreatment themes)

	 FORMCHECKBOX 

	Explosive behavior (excessive and prolonged tantrumming)

	 FORMCHECKBOX 

	Disorganized behavioral states (i.e., attention, play)

	 FORMCHECKBOX 

	Very withdrawn or excessively shy

	 FORMCHECKBOX 

	Bossy and demanding behavior with adults and peers

	 FORMCHECKBOX 

	Sexual behaviors not typical for child’s age

	 FORMCHECKBOX 

	Difficulty with sleeping or eating

	 FORMCHECKBOX 

	Regressed behaviors (i.e., toileting, play)

	 FORMCHECKBOX 

	Other:
	

	

	3.
	Does the child exhibit any of the following emotions or moods?

	 FORMCHECKBOX 

	Chronic sadness, doesn’t seem to enjoy any activities

	 FORMCHECKBOX 
 
	Very flat affect or withdrawn behavior

	 FORMCHECKBOX 

	Quick, explosive anger

	 FORMCHECKBOX 

	Other:
	

	

	4.
	Is the child having relational and/or attachment difficulties?

	 FORMCHECKBOX 

	Lack of eye contact

	 FORMCHECKBOX 
 
	Sad or empty eyed appearance

	 FORMCHECKBOX 

	Overly friendly with strangers (lack of appropriate stranger anxiety)

	 FORMCHECKBOX 

	Vacillation between clinginess and disengagement and/or aggression

	 FORMCHECKBOX 

	Failure to reciprocate (i.e., hugs, smiles, vocalizations, play)

	 FORMCHECKBOX 

	Failure to seek comfort when hurt or frightened

	 FORMCHECKBOX 

	Other:
	

	


Score: __________
Describe any other traumatic events or losses the consumer has experienced.  Include ways in which the consumer has been impacted by these events.

	


Other Trauma Information

	


	5.
	Trauma


	Trauma Screening Checklist – Older Child (Ages 6-17)

	Please check each area where the items are known or suspected.  If history is positive for exposure and concerns are present in one or more areas, a comprehensive assessment may be helpful in understanding the child’s functioning and needs.



	1.
	Are you aware of or do you suspect the child has experienced any of the following?

	 FORMCHECKBOX 

	Physical abuse

	 FORMCHECKBOX 
 
	Suspected neglectful home environment

	 FORMCHECKBOX 

	Emotional abuse

	 FORMCHECKBOX 

	Exposure to domestic violence

	 FORMCHECKBOX 

	Known or suspected exposure to drug activity aside from parental use

	 FORMCHECKBOX 

	Known or suspected exposure to other any other violence nor already identified

	 FORMCHECKBOX 

	Parental drug use/substance abuse

	 FORMCHECKBOX 

	Multiple separations from parent or caregiver

	 FORMCHECKBOX 

	Frequent and multiple moves or homelessness

	 FORMCHECKBOX 

	Sexual abuse or exposure

	 FORMCHECKBOX 

	Other:
	

	

	If you are not aware of a trauma history but multiple concerns are present in questions 2, 3 and 4, then there may be a trauma history that has not come to your attention.  NOTE:  Concerns in the following areas do not necessarily indicate trauma, however, there is a strong relationship.



	2.
	Does the child show any of these behaviors?

	 FORMCHECKBOX 

	Excessive aggression or violence towards self 

	 FORMCHECKBOX 
 
	Excessive aggression or violence towards others

	 FORMCHECKBOX 

	Explosive behavior (going from 0-100 instantly)

	 FORMCHECKBOX 

	Hyperactivity, distractibility, inattention

	 FORMCHECKBOX 

	Very withdrawn or excessively shy

	 FORMCHECKBOX 

	Oppositional and/or defiant behavior

	 FORMCHECKBOX 

	Sexual behaviors not typical for child’s age

	 FORMCHECKBOX 

	Peculiar patterns of forgetfulness

	 FORMCHECKBOX 

	Inconsistency in skills

	 FORMCHECKBOX 

	Other:
	

	

	3.
	Does the child exhibit any of the following emotions or moods?

	 FORMCHECKBOX 

	Excessive mood swings

	 FORMCHECKBOX 

	Chronic sadness, doesn’t seem to enjoy any activities

	 FORMCHECKBOX 
 
	Very flat affect or withdrawn behavior

	 FORMCHECKBOX 

	Quick, explosive anger

	 FORMCHECKBOX 

	Other:
	

	

	4.
	Is the child having problems in school?

	 FORMCHECKBOX 

	Low or falling grades

	 FORMCHECKBOX 
 
	Inadequate performance

	 FORMCHECKBOX 

	Difficulty with authority

	 FORMCHECKBOX 

	Attention and/or memory problems

	 FORMCHECKBOX 

	Other:
	

	


Score: __________
Describe any other traumatic events or losses the consumer has experienced.  Include ways in which the consumer has been impacted by these events.

	


Other Trauma Information

	


	5.
	Trauma


	ACE Screening – Adult (Age 18 and up)

	While you were growing up, during your first 18 years of life:


	1.
	Did a parent or other adult in the household often or very often…

	
	Swear at you, insult you, put you down, or humiliate you?

	OR
	Act in a way that made you afraid that you might be physically hurt?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	2.
	Did a parent or other adult in the household often or very often…

	
	Push, grab, slap or throw something at you?

	OR
	Ever hit you so hard that you had marks or were injured?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	3.
	Did an adult or person at least 5 years older than you even…

	
	Touch or fondle you or have you touch their body in a sexual way?

	OR
	Attempt or actually have oral, anal or vaginal intercourse with you?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	4.
	Did you often or very often feel that…

	
	No one in your family loved you or thought you were important or special?

	OR
	Your family didn’t look out for each other, feel close to each other, or support each other?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	5.
	Did you often or very often feel that…

	
	You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you?

	OR
	Your parents were too drunk or high to take care of you or take you to the doctor if you need it?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	6.
	Were your parents ever separated or divorced?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	7.
	Was your mother or stepmother:

	
	Often or very often pushed, grabbed, slapped, or had something thrown at her?

	OR
	Sometimes, often, or very often kicked, bitten, hit with a first, or hit with something hard?

	OR
	Ever repeatedly hit at least a few minutes or threatened with a gun or knife?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	8.
	Did you live with anyone who was a problem drinker or alcoholic or who used street drugs?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	9.
	Was a household member depressed or mentally ill, or did a household member attempt suicide?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	

	10.
	Did a household member go to prison?

	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	


ACE Score: _________
Describe any other traumatic events or losses the consumer has experienced.  Include ways in which the consumer has been impacted by these events.

	


Other Trauma Information

	


	6.
	Social History


	Residential Living Arrangement 


	 FORMCHECKBOX 
 Homeless

	 FORMCHECKBOX 
 Specialized Residential Home – Adult Foster Care Facility certified to provide a specialized program

	 FORMCHECKBOX 
 Specialized Residential Home – Licensed Children’s Therapeutic Group Home

	 FORMCHECKBOX 
 General Residential Home – Licensed foster care facility not certified to provide specialized program, any # of beds

	 FORMCHECKBOX 
 Private residence not owned by the PIHP, CMHSP or the contracted provider, alone, with spouse or non-relative(s)

	 FORMCHECKBOX 
 Foster Home/Foster Care

	 FORMCHECKBOX 
 Private residence owned by the PIHP, CMHSP or the contracted provider, alone, with spouse or non-relative(s)

	 FORMCHECKBOX 
 Crisis Residential

	 FORMCHECKBOX 
 Institutional Setting

	 FORMCHECKBOX 
 Jail/Correctional/Other Institutions under the justice system

	 FORMCHECKBOX 
 Private residence with relative(s) or individual(s) other than spouse upon whom the primary consumer is dependent


	Education


	 FORMCHECKBOX 
 No schooling or less than one school grade

	 FORMCHECKBOX 
 Nursery school, pre-school or head start

	 FORMCHECKBOX 
 Kindergarten

	 FORMCHECKBOX 
 Self-contained Special Education Class

	 FORMCHECKBOX 
 Grade 1
	 FORMCHECKBOX 
 Grade 2
	 FORMCHECKBOX 
 Grade 3
	 FORMCHECKBOX 
 Grade 4
	 FORMCHECKBOX 
 Grade 5
	 FORMCHECKBOX 
 Grade 6

	 FORMCHECKBOX 
 Grade 7
	 FORMCHECKBOX 
 Grade 8
	 FORMCHECKBOX 
 Grade 9
	 FORMCHECKBOX 
 Grade 10
	 FORMCHECKBOX 
 Grade 11
	 FORMCHECKBOX 
 Grade 12 or GED

	 FORMCHECKBOX 
 1 Year of College/University
	 FORMCHECKBOX 
 2 Years of College/University or Associate Degree

	 FORMCHECKBOX 
 3 Years of College/University
	 FORMCHECKBOX 
 4 Years of College/University or Bachelor’s Degree

	 FORMCHECKBOX 
 Graduate or professional school

	 FORMCHECKBOX 
 Vocational School

	 FORMCHECKBOX 
 Not collected at this co-located service

	 FORMCHECKBOX 
 Not collected for this crisis-only service


Currently in Mainstream Special Education:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  FORMCHECKBOX 
 Not applicable
School Attendance Status:
	 FORMCHECKBOX 
 Yes, client has attended school at any time in the past 3 months

	 FORMCHECKBOX 
 No, client has not attended school at any time in the past 3 months

	 FORMCHECKBOX 
 Not applicable (not school-age and not protected by MI Spec Ed Law)

	 FORMCHECKBOX 
 Not collected at this co-located service

	 FORMCHECKBOX 
 Not collected for this crisis-only service


Additional Educational Information/History

	


	Spouse or Significant Other


Has the consumer ever been married?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

How many times? ___________
Is the consumer currently involved in a significant relationship?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Length of Current Relationship
	


	Children

	Name
	Date of Birth
	Gender
	Live With
	Biological

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No


	Household Members

	Name
	Gender
	Relationship

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	

	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	


	Natural Supports


List any people  that are available at no cost to support the consumer, including family, friends and community members.

Name: _________________________________________________________________
Role and Assistance/Support Provided

	


Name: _________________________________________________________________
Role and Assistance/Support Provided

	


Name: _________________________________________________________________
Role and Assistance/Support Provided

	


If no Natural Supports, Explain
	


Are there relationships the consumer would like to strengthen or improve in their life?

(Please include any relationships the consumer may be having difficulties with, past or present)

	


Is Child Protective Services (CPS) currently involved with the consumer’s family, and/or are their children currently at risk of being removed?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not Applicable

Comments:

	


Does faith or religion play a part in the consumer’s life?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Explain

	


What cultural/ethnic beliefs/traditions play a part in the consumer’s life?

	


	Other Agencies/Providers Involved

	 FORMCHECKBOX 
 DHHS Adult Home Help
	 FORMCHECKBOX 
 Protective Services
	 FORMCHECKBOX 
 Other DHHS Services

	 FORMCHECKBOX 
 SSA
	 FORMCHECKBOX 
 School/RESD
	 FORMCHECKBOX 
 Staffing Agency

	 FORMCHECKBOX 
 Employer
	 FORMCHECKBOX 
 MRS
	 FORMCHECKBOX 
 Activity Program

	 FORMCHECKBOX 
 Church
	 FORMCHECKBOX 
 Support Group 
	 FORMCHECKBOX 
 Court System

	 FORMCHECKBOX 
 Wraparound
	 FORMCHECKBOX 
 Health Care Provider
	

	 FORMCHECKBOX 
 Other:
	
	

	


If applicable, please list out the consumer’s Adult Home Help supports and total hours approved per month.
	


	7.
	Functional Assessment


Indicate the needs for supports in any of the following safety domains.

	 FORMCHECKBOX 
 None Reported
	

	 FORMCHECKBOX 
 Danger to Self (within last 7 days)
	 FORMCHECKBOX 
 Danger to Others (within last 7 days)

	 FORMCHECKBOX 
 Concerns Related to Judgment
	 FORMCHECKBOX 
 Safety in the Home

	 FORMCHECKBOX 
 Safety in the Community
	 FORMCHECKBOX 
 Safety in Relationships

	 FORMCHECKBOX 
 Anger Management
	 FORMCHECKBOX 
 Other

	 FORMCHECKBOX 
 Physical Safety/Wellness
	 FORMCHECKBOX 
 Sexual Safety

	 FORMCHECKBOX 
 Behavioral Safety 
	 FORMCHECKBOX 
 Issues Related to Abuse



Description of Safety Concerns:

	


How are your safety needs being met?

	


Transportation Needs?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 None
	


Clothing Needs?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 None

	


Housing or Housekeeping Needs?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 None

	


Functional Impairment (must demonstrate marked function impairment in two or more areas)
	Relationships
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Learning
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Self-Care
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Understanding
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Communication
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Behavior
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Life Activities
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess

	Mobility
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unable to Assess


Summary of Observations and Assessed Needs

	


	8.
	CLS Assessment


	 FORMCHECKBOX 

	CLS Assessment is not applicable


	 FORMCHECKBOX 

	I have assessed and verify that this consumer meets medical necessity criteria for CLS services.  I understand that the CLS Assessment does not indicate the need for CLS, rather, it helps assess the level of support needed for a consumer.


	CLS Assessment – Primary I/DD


Has the consumer been assessed for Adult Home Help?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Assessment Requested

Approved AHH Hours/Month: ______________ 
(Please make sure to upload Time and Task to DHHS section of CIGMMO)

Provider of AHH

	


	Community Living Supports/Personal Care Assessment


	Introduction:  Identify the supports needed in each area as they relate to the consumer’s current level of need.  These needs must be reflected in the consumer’s plan of service goals, objectives and interventions.  An Adult Home Help assessment MUST be completed if CLS services in the home are being requested.

**As a reminder, the CLS assessment is a caseholder’s clinical assessment based on the consumer’s needs.



	1 = Independent
	2 = Needs Verbal Assistance
	3 = Needs Partial Assistance

	4 = Needs Full Assistance


	N/A = Not Applicable/Not addressed in the IPOS as an intervention area



	Community Living Supports Areas

	


	Attendance at Medical Appointments
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Community Integration
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Health and Safety
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Money Management
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Socialization and Relationship Building
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	

	Personal Care Areas

	

	Bathing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Dressing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Eating/Feeding
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Grooming
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Laundry
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Light Housework
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Meal Preparation
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Medication
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Mobility
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Shopping for Food and Necessities
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Toileting
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Transferring
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	


How many hours and days per week is the consumer/guardian hoping to receive CLS services?

	


Medical Necessity reason if outside of the CLS assessment determination
	


Are there any other clinical circumstances/considerations of note?
	


Recommended CLS hours per week: (data entry in CIGMMO required to obtain value, not up to clinical interpretation) _________________
	Natural and Community Supports


Does the consumer have natural supports assisting them with community living activities and personal care?
      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s natural supports assisting them?  If no, what work is being done to increase the consumer’s natural supports?  Please completed the CLS Net Service Analysis Map with the consumer to determine times when coverage is needed.

	


Does the consumer have community supports assisting them with community living activities and personal care?

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s community supports assisting them?  If no, what work is being done to increase the consumer’s community supports? 
	


Does the consumer participate in school, work, volunteer in an independent setting (without paid supports), or attend a day program?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, what are these activities and how many days/hours per week is the consumer participating?  If no, what work is being done to increase community participation?
	


	CLS Assessment – Primary MI


Has the consumer been assessed for Adult Home Help?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Assessment Requested

Approved AHH Hours/Month: ______________ 

(Please make sure to upload Time and Task to HDDS section of CIGMMO)

Provider of AHH

	


	Community Living Supports/Personal Care Assessment


	Introduction:  Identify the supports needed in each area as they relate to the consumer’s current level of need.  These needs must be reflected in the consumer’s plan of service goals, objectives and interventions.  An Adult Home Help assessment MUST be completed if CLS services in the home are being requested.

**As a reminder, the CLS assessment is a caseholder’s clinical assessment based on the consumer’s needs.



	1 = Independent
	2 = Needs Verbal Assistance
	3 = Needs Partial Assistance

	4 = Needs Full Assistance
	N/A = Not Applicable/Not addressed in the IPOS as an intervention area

	
	


	Community Living Supports Areas


	
	

	Attendance at Medical Appointments
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Community Integration
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Health and Safety
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Money Management
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Socialization and Relationship Building
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	

	Personal Care Areas

	
	

	Bathing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Dressing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Eating/Feeding
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Grooming
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Laundry
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Light Housework
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Meal Preparation
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Medication
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Mobility
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Shopping for Food and Necessities
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Toileting
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Transferring
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	


How many hours and days per week is the consumer/guardian hoping to receive CLS services?

	


Medical Necessity reason if outside of the CLS assessment determination

	


Are there any other clinical circumstances/considerations of note?

	


Recommended CLS hours per week:  _________________
	Natural and Community Supports


Does the consumer have natural supports assisting them with community living activities and personal care?

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s natural supports assisting them?  If no, what work is being done to increase the consumer’s natural supports?  Please completed the CLS Net Service Analysis Map with the consumer to determine times when coverage is needed.

	


Does the consumer have community supports assisting them with community living activities and personal care?

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s community supports assisting them?  If no, what work is being done to increase the consumer’s community supports? 
	


Does the consumer participate in school, work, volunteer in an independent setting (without paid supports), or attend a day program?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, what are these activities and how many days/hours per week is the consumer participating?  If no, what work is being done to increase community participation?

	


	CLS Assessment – Child (0-17)

	Community Living Supports/Personal Care Assessment


	Introduction:  Identify the supports needed in each area as they relate to the consumer’s current level of need.  These needs must be reflected in the consumer’s plan of service goals, objectives and interventions.  An Adult Home Help assessment MUST be completed if CLS services in the home are being requested.

**As a reminder, the CLS assessment is a caseholder’s clinical assessment based on the consumer’s needs.
Has the Consumer been assessed for Home Help?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Assessment Requested

Approved Home Help Hours/Month (Please make sure to upload Time and Task to DHHS section of CIGMMO)

Provider of Home Help



	1 = Independent
	2 = Needs Verbal Assistance
	3 = Needs Partial Assistance

	4 = Needs Full Assistance
	N/A = Not Applicable/Not addressed in the IPOS as an intervention area

	
	


	Community Living Supports Areas


	
	

	Communication
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Participation in Leisure & Community Activities
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Socialization & Relationship Building
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	

	Personal Care Areas

	
	

	Bathing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Dressing
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Eating/Feeding
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Personal Hygiene
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Household Chores
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Sensory Motor
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Mobility
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	Safety Skills
	 FORMCHECKBOX 
 1    FORMCHECKBOX 
 2    FORMCHECKBOX 
 3    FORMCHECKBOX 
 4    FORMCHECKBOX 
 N/A

	
	


How many hours and days per week is the consumer/guardian hoping to receive CLS services?

	


Medical Necessity reason if outside of the CLS assessment determination

	


Are there any other clinical circumstances/considerations of note?

	


Recommended CLS hours per week:  _________________
	Natural and Community Supports


Does the consumer have natural supports assisting them with community living activities and personal care?

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s natural supports assisting them?  If no, what work is being done to increase the consumer’s natural supports?  Please completed the CLS Net Service Analysis Map with the consumer to determine times when coverage is needed.

	


Does the consumer have community supports assisting them with community living activities and personal care?

      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, who are these supports and how many days/hours per week are the consumer’s community supports assisting them?  If no, what work is being done to increase the consumer’s community supports? 
	


Does the consumer participate in school, work, volunteer in an independent setting (without paid supports), or attend a day program?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, what are these activities and how many days/hours per week is the consumer participating?  If no, what work is being done to increase community participation?

	


	9.
	Early Childhood Development


Were there any complications at the consumer’s birth or with the pregnancy?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	


Did the consumer have any health issues as a newborn or child?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Was there any prenatal exposure to alcohol, tobacco, or other drugs/toxins?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Were there any parent-child attachment issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Were/are there any parent-child interaction issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Developmental Milestones:   FORMCHECKBOX 
 Normal    FORMCHECKBOX 
 Delayed – If yes, describe:

	


Are there any motor and/or sensory motor issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Does the consumer have any temperament/emotional regulation issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Does the consumer have any eating of sleeping issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Does the consumer have any communication issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Does the consumer have any cognition issues?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Did the consumer ever live outside the parents’ home for an extended period of time?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


Other significant information about the consumer’s childhood/history?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No – If yes, describe:

	


	10.
	Legal/Financial


Legal Guardian:   FORMCHECKBOX 
 No Guardianship in Place    FORMCHECKBOX 
 Parent(s) of Minor Child    FORMCHECKBOX 
 Court-Appointed Guardian
	Parent(s) of Minor Child Authorized to Consent to Treatment


	Parent 1


 FORMCHECKBOX 
 Biological Parent    FORMCHECKBOX 
 Adoptive Parent
First Name: ______________________________
Last Name: _______________________________________
 FORMCHECKBOX 
 Check if address is same as consumer—provide address if not the same.

Address: ___________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 
 FORMCHECKBOX 
 Not a US address

Phone # 1: __________________________________
Phone # 2: ______________________________
	Parent 2


 FORMCHECKBOX 
 Biological Parent    FORMCHECKBOX 
 Adoptive Parent

First Name: ______________________________
Last Name: _______________________________________
 FORMCHECKBOX 
 Check if address is same as consumer—provide address if not the same.

Address: ___________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 
 FORMCHECKBOX 
 Not a US address

Phone # 1: __________________________________
Phone # 2: ______________________________
	Custody Information


If Parents are not married to each other, indicate Child Custody Status:

Legal Custody:   FORMCHECKBOX 
 Sole—Mother    FORMCHECKBOX 
 Sole—Father   FORMCHECKBOX 
 Joint    FORMCHECKBOX 
 Unknown

Physical Custody:   FORMCHECKBOX 
 Sole—Mother    FORMCHECKBOX 
 Sole—Father   FORMCHECKBOX 
 Joint    FORMCHECKBOX 
 Unknown
Copy of Custody papers scanned into CIGMMO:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 See Hybrid (Paper) Record

Additional information related to parent consent:

	


	Court-Appointment Guardian


First Name: ______________________________
Last Name: _______________________________________
 FORMCHECKBOX 
 Check if address is same as consumer—provide address if not the same.

Address: ___________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 
 FORMCHECKBOX 
 Not a US address

Phone # 1: __________________________________
Phone # 2: ______________________________
Type of Guardianship:
	 FORMCHECKBOX 
 Plenary of Person
	 FORMCHECKBOX 
 Plenary of Estate
	 FORMCHECKBOX 
 Plenary of Person and Estate

	 FORMCHECKBOX 
 Guardian Ad Litem
	 FORMCHECKBOX 
 DHHS Ward – Permanent
	 FORMCHECKBOX 
 DHHS Ward – Temporary

	 FORMCHECKBOX 
 Partial – Describe powers:  
	

	


Guardian’s Relationship to Consumer:
	 FORMCHECKBOX 
 Mother
	 FORMCHECKBOX 
 Father
	 FORMCHECKBOX 
 Child

	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Sibling
	 FORMCHECKBOX 
 Public Guardian

	 FORMCHECKBOX 
 Unrelated 
	 FORMCHECKBOX 
 Other:
	

	


Date of Court Order: ________________
Expiration Date: ________________
Copy of Guardianship papers scanned into CIGMMO?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 See Hybrid (Paper) Record
	Co/Standby Guardian Information


 FORMCHECKBOX 
 Guardian    FORMCHECKBOX 
 Standby Guardian

First Name: ______________________________
Last Name: _______________________________________
 FORMCHECKBOX 
 Check if address is same as consumer—provide address if not the same.

Address: ___________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 
 FORMCHECKBOX 
 Not a US address

Phone # 1: __________________________________
Phone # 2: ______________________________
Type of Guardianship:

	 FORMCHECKBOX 
 Plenary of Person
	 FORMCHECKBOX 
 Plenary of Estate
	 FORMCHECKBOX 
 Plenary of Person and Estate

	 FORMCHECKBOX 
 Guardian Ad Litem
	 FORMCHECKBOX 
 DHHS Ward – Permanent
	 FORMCHECKBOX 
 DHHS Ward – Temporary

	 FORMCHECKBOX 
 Partial – Describe powers:  
	

	


Guardian’s Relationship to Consumer:
	 FORMCHECKBOX 
 Mother
	 FORMCHECKBOX 
 Father
	 FORMCHECKBOX 
 Child

	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Sibling
	 FORMCHECKBOX 
 Public Guardian

	 FORMCHECKBOX 
 Unrelated 
	 FORMCHECKBOX 
 Other:
	

	


Date of Court Order: ________________
Expiration Date: ________________
Copy of Guardianship papers scanned into CIGMMO?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 See Hybrid (Paper) Record
	Advance Directives


Advance Directive Acknowledgment – do not complete if consumer has a guardian or is a minor.
      FORMCHECKBOX 
 Scanned into CIGMMO    FORMCHECKBOX 
 Has Guardian

Does the consumer have an Advance Directive and/or Durable Power of Attorney?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, what type of Advance Directive/Durable Power of Attorney?   FORMCHECKBOX 
 Medical   FORMCHECKBOX 
 Financial    FORMCHECKBOX 
 Mental Health

Location where directives are kept:

	


Active DPOA:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Additional guardianship information:

	


Person to notify in case of death: ____________________________________________________________
Phone #: _______________________________
	Payeeship


 FORMCHECKBOX 
 No payee in place    FORMCHECKBOX 
 Minor child    FORMCHECKBOX 
 Has payee

	Rep Payee


First Name: ______________________________
Last Name: _______________________________________
Phone #1: __________________________________
Phone # 2: ______________________________
Address: ___________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 


Relationship to consumer:
	 FORMCHECKBOX 
 Mother
	 FORMCHECKBOX 
 Father
	 FORMCHECKBOX 
 Child

	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Sibling
	 FORMCHECKBOX 
 Public Guardian

	 FORMCHECKBOX 
 Unrelated 
	 FORMCHECKBOX 
 Other:
	

	


 FORMCHECKBOX 
 Check if address is same as consumer.
 FORMCHECKBOX 
 Do not contact

	Sources of Income


	

	 FORMCHECKBOX 
 Employment
	 FORMCHECKBOX 
 Unemployment Compensation
	 FORMCHECKBOX 
 Worker’s Compensation

	 FORMCHECKBOX 
 Social Security Benefits
	 FORMCHECKBOX 
 Tribal income
	 FORMCHECKBOX 
 Veteran’s Benefits

	 FORMCHECKBOX 
 Retirement Pension
	 FORMCHECKBOX 
 Alimony
	 FORMCHECKBOX 
 Child Support

	 FORMCHECKBOX 
 Adoption Subsidy
	 FORMCHECKBOX 
 Other:
	

	


	Employment/Financial


Employment Status:  

	 FORMCHECKBOX 
 Full-time competitive, integrated employee
	 FORMCHECKBOX 
 Unemployed

	 FORMCHECKBOX 
 Part-time competitive, integrated employee
	 FORMCHECKBOX 
 N/A – Individual is under 16 years of age

	 FORMCHECKBOX 
 Not in competitive, integrated labor force
	


Detailed “Not in competitive, integrated labor force:”

	 FORMCHECKBOX 
 Homemaker

	 FORMCHECKBOX 
 Student

	 FORMCHECKBOX 
 Retired

	 FORMCHECKBOX 
 Individual’s current disability symptoms prevents him/her from competitively or non-competitively working/seeking 
     employment

	 FORMCHECKBOX 
 Receiving services from institutional facility

	 FORMCHECKBOX 
 Participates in sheltered workshop

	 FORMCHECKBOX 
 Discouraged worker

	 FORMCHECKBOX 
 Unpaid volunteering, community service, etc.

	 FORMCHECKBOX 
 Micro-enterprise

	 FORMCHECKBOX 
 In enclaves/mobile crews/agency-funded transitional employment

	 FORMCHECKBOX 
 Participates in facility-based activity program where an array of specialty supports and services are provided

	 FORMCHECKBOX 
 Not applicable

	 FORMCHECKBOX 
 N/A – individual is under 16 years of age


	Total Annual Income: $____________________
 FORMCHECKBOX 
 Not collected at this co-located service


 FORMCHECKBOX 
 Not collected for this crisis-only service
	Number of Dependents:  ________

 FORMCHECKBOX 
 Not collected at this co-located service


 FORMCHECKBOX 
 Not collected for this crisis-only service


Enrolled in SDA, SSI or SSDI:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not Collected (crisis only, unknown, other exception, etc.)
	Work/Task Hours (total in the past 2 weeks): ______
 FORMCHECKBOX 
 Not collected for this crisis-only service
	Earnings Per Hour (in the past 2 weeks): ______
 FORMCHECKBOX 
 Not collected for this crisis-only service


Employer: ______________________________________________________________________________



Employment History:  
 FORMCHECKBOX 
 Regularly Employed   FORMCHECKBOX 
 Sporadic Employment    FORMCHECKBOX 
 Infrequent Employment    FORMCHECKBOX 
 Never Employed

Do you require support to pursue employment goals?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Competitive employment options must be explored first before other types of work options (referral to open jobs, education/training, MI Works, MRS, Individualized Placement Supports, Supported Employment, Skill-Building, etc.)
Comments:
	


Additional Employment Information:
	


	Corrections/Legal Status


Corrections Related Status:

	 FORMCHECKBOX 
 In prison

	 FORMCHECKBOX 
 In jail

	 FORMCHECKBOX 
 Paroled from a state or federal correctional facility

	 FORMCHECKBOX 
 Probation

	 FORMCHECKBOX 
 Tether

	 FORMCHECKBOX 
 Juvenile detention center

	 FORMCHECKBOX 
 Pre-trial (Adult) or Preliminary Hearing (Youth)

	 FORMCHECKBOX 
 Pre-sentencing (Adult) or Pre-disposition (Youth)

	 FORMCHECKBOX 
 Post-booking diversion

	 FORMCHECKBOX 
 Booking diversion

	 FORMCHECKBOX 
 No under jurisdiction of corrections of law enforcement program

	 FORMCHECKBOX 
 Not collected at this co-located service

	 FORMCHECKBOX 
 Not collected for this crisis-only service


Arrests in Past 30 Days: _________    FORMCHECKBOX 
 Not collected (crisis only, unknown, other exception, etc.)
Are you currently involved in any specialty courts such as Drug Court, Baby Court, or Mental Health Court?

	


Notes on Relevant Legal History (e.g., history of arrests):
	


Voter Registration Information:  

	 FORMCHECKBOX 
 Not eligible to register/vote

 FORMCHECKBOX 
 Not registered; does not want to register
	 FORMCHECKBOX 
 Not registered; would like assistance in registering   

 FORMCHECKBOX 
 Registered to vote   


	11.
	Medical Information


	Primary Care Physician


Name: ____________________________________________________________________________
Phone #: __________________________________
Fax #: ______________________________
Address: __________________________________________________________________________
City: ________________________________
State: ____________
ZIP: _____________ 


Date last seen by a health care professional: ________________
If consumer does not have a Primary Health Care Provider (PHCP), specify why:

	 FORMCHECKBOX 
 Consumer cannot find a doctor

	 FORMCHECKBOX 
 Consumer does not know PHCP’s name

	 FORMCHECKBOX 
 Consumer does not wish to discuss

	 FORMCHECKBOX 
 Consumer prefers to use ER

	 FORMCHECKBOX 
 Consumer prefers to use Urgent Care/Ready Care facility
PREFERRED PHARMACY

Phone                                                                  Fax




Do you currently have any health conditions and getting any treatment for them?  

Are you currently on any medications?  


Do you have any allergies?  


	12.
	Mental Health History


Has consumer ever received services from CMHCM?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe:
	


Has consumer ever received any other outpatient mental health services?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe:
	


Has consumer ever taken medication for a mental health condition?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe:

	


Does the consumer have a Residential Placement history?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, describe:

	


Has consumer ever been hospitalized for mental health reasons?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If “No” is chosen, section ends.  If “Yes,” add inpatient episodes
	MENTAL HEALTH TREATMENT EPISODE


	REASON FOR MENTAL HELTH INPATIENT TREATMENT
TREATMENT DATES                                                                                             HOSPITAL/FACILITY NAME

RESPONSE TO TREATMENT(S)

DESCRIBE RELAPSE HISTORY




	MENTAL HEALTH TREATMENT EPISODE


	REASON FOR MENTAL HELTH INPATIENT TREATMENT

TREATMENT DATES                                                                                             HOSPITAL/FACILITY NAME

RESPONSE TO TREATMENT(S)

DESCRIBE RELAPSE HISTORY




	13.
	Mental Status


	Appearance


	
	
	

	 FORMCHECKBOX 
 Appropriate
	 FORMCHECKBOX 
 Disheveled
	 FORMCHECKBOX 
 Poor Hygiene

	 FORMCHECKBOX 
 Bizarre
	 FORMCHECKBOX 
 Inappropriate as to weather
	 FORMCHECKBOX 
 Other


Comments:

	


	Behavior


	
	
	

	 FORMCHECKBOX 
 Appropriate
	 FORMCHECKBOX 
 Restless
	 FORMCHECKBOX 
 Agitated

	 FORMCHECKBOX 
 Bizarre
	 FORMCHECKBOX 
 Tearful
	 FORMCHECKBOX 
 Lethargic

	 FORMCHECKBOX 
 Pressured Speech
	 FORMCHECKBOX 
 Slowed Speech
	 FORMCHECKBOX 
 Atypical Eye Contact

	 FORMCHECKBOX 
 Other
	
	


Comments:

	


	Affect


	
	
	

	 FORMCHECKBOX 
 Appropriate
	 FORMCHECKBOX 
 Depressed
	 FORMCHECKBOX 
 Hopeless

	 FORMCHECKBOX 
 Flat
	 FORMCHECKBOX 
 Fearful
	 FORMCHECKBOX 
 Labile

	 FORMCHECKBOX 
 Anxious
	 FORMCHECKBOX 
 Angry
	 FORMCHECKBOX 
 Elated

	 FORMCHECKBOX 
 Other
	
	


Comments:

	


	Orientation


	
	
	

	 FORMCHECKBOX 
 Oriented
	 FORMCHECKBOX 
 Person-Impaired
	 FORMCHECKBOX 
 Place-Impaired

	 FORMCHECKBOX 
 Time-Impaired
	 FORMCHECKBOX 
 Other
	


Comments:

	


	Speech


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Slow
	 FORMCHECKBOX 
 Vague

	 FORMCHECKBOX 
 Incoherent
	 FORMCHECKBOX 
 Pressured
	 FORMCHECKBOX 
 Slurred

	 FORMCHECKBOX 
 Non-Verbal
	 FORMCHECKBOX 
 Hesitant
	 FORMCHECKBOX 
 Other


Comments:

	


	Thought Content


	
	
	

	 FORMCHECKBOX 
 Relevant
	 FORMCHECKBOX 
 Delusions – Describe:
	

	 FORMCHECKBOX 
 Obsessions
	 FORMCHECKBOX 
 Grandiose
	

	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 

	


Comments:

	


	Thought Process


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Slowed
	 FORMCHECKBOX 
 Perseveration

	 FORMCHECKBOX 
 Flight of Ideas
	 FORMCHECKBOX 
 Loose Association
	 FORMCHECKBOX 
 Tangential

	 FORMCHECKBOX 
 Ideas of Reference
	 FORMCHECKBOX 
 Circumstantial
	 FORMCHECKBOX 
 Impaired Concentration

	 FORMCHECKBOX 
 Other
	
	


Comments:

	


	Judgment/Reason


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Impaired
	 FORMCHECKBOX 
 Other


Comments:

	


	Hallucinations


	
	
	

	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Auditory
	 FORMCHECKBOX 
 Gustatory

	 FORMCHECKBOX 
 Visual
	 FORMCHECKBOX 
 Somatic
	 FORMCHECKBOX 
 Tactile

	 FORMCHECKBOX 
 Olfactory
	 FORMCHECKBOX 
 Command
	 FORMCHECKBOX 



Comments:

	


	Intellectual Functioning


	
	
	

	 FORMCHECKBOX 
 Above Average
	 FORMCHECKBOX 
 Average
	 FORMCHECKBOX 
 Below Average

	 FORMCHECKBOX 
 Memory Impairment
	
	


Comments:

	


	Energy


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Increased
	 FORMCHECKBOX 
 Decreased


Comments:

	


	Weight (within last three months)


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Loss 1-10 pounds
	 FORMCHECKBOX 
 Loss 10+ pounds

	 FORMCHECKBOX 
 Gain 1-10 pounds
	 FORMCHECKBOX 
 Gain 10+ pounds
	


Comments:

	


	Appetite


	
	
	

	 FORMCHECKBOX 
 Within normal limits
	 FORMCHECKBOX 
 Decreased
	 FORMCHECKBOX 
 Increased


Comments:

	


	Sleep


	
	
	

	 FORMCHECKBOX 
 No sleep issues
	 FORMCHECKBOX 
 Difficulty falling asleep
	 FORMCHECKBOX 
 Difficulty staying awake

	 FORMCHECKBOX 
 Falls asleep during normal wake times
	 FORMCHECKBOX 
 Awakens poorly rested
	 FORMCHECKBOX 
 Wets bed

	 FORMCHECKBOX 
 Sleepwalks
	 FORMCHECKBOX 
 Experiences nightmares
	 FORMCHECKBOX 
 Other


Comments:

	


	14.
	Diagnosis

	Sequence
	ICD-10
	Description
	Status Date
	Status

	 FORMCHECKBOX 
 Primary

 FORMCHECKBOX 
 Secondary

 FORMCHECKBOX 
 Tertiary

 FORMCHECKBOX 
 Quaternary

 FORMCHECKBOX 
 Quinary
	
	
	
	 FORMCHECKBOX 
 Active

 FORMCHECKBOX 
 Inactive

 FORMCHECKBOX 
 In Remission

 FORMCHECKBOX 
 Resolved

 FORMCHECKBOX 
 Ruled Out

 FORMCHECKBOX 
 Rule Out

	
	
	Specifier:


	

	Sequence
	ICD-10
	Description
	Status Date
	Status

	 FORMCHECKBOX 
 Primary

 FORMCHECKBOX 
 Secondary

 FORMCHECKBOX 
 Tertiary

 FORMCHECKBOX 
 Quaternary

 FORMCHECKBOX 
 Quinary
	
	
	
	 FORMCHECKBOX 
 Active

 FORMCHECKBOX 
 Inactive

 FORMCHECKBOX 
 In Remission

 FORMCHECKBOX 
 Resolved

 FORMCHECKBOX 
 Ruled Out

 FORMCHECKBOX 
 Rule Out

	
	
	Specifier:


	


	Sequence
	ICD-10
	Description
	Status Date
	Status

	 FORMCHECKBOX 
 Primary

 FORMCHECKBOX 
 Secondary

 FORMCHECKBOX 
 Tertiary

 FORMCHECKBOX 
 Quaternary

 FORMCHECKBOX 
 Quinary
	
	
	
	 FORMCHECKBOX 
 Active

 FORMCHECKBOX 
 Inactive

 FORMCHECKBOX 
 In Remission

 FORMCHECKBOX 
 Resolved

 FORMCHECKBOX 
 Ruled Out

 FORMCHECKBOX 
 Rule Out

	
	
	Specifier:


	

	Sequence
	ICD-10
	Description
	Status Date
	Status

	 FORMCHECKBOX 
 Primary

 FORMCHECKBOX 
 Secondary

 FORMCHECKBOX 
 Tertiary

 FORMCHECKBOX 
 Quaternary

 FORMCHECKBOX 
 Quinary
	
	
	
	 FORMCHECKBOX 
 Active

 FORMCHECKBOX 
 Inactive

 FORMCHECKBOX 
 In Remission

 FORMCHECKBOX 
 Resolved

 FORMCHECKBOX 
 Ruled Out

 FORMCHECKBOX 
 Rule Out

	
	
	Specifier:


	

	Sequence
	ICD-10
	Description
	Status Date
	Status

	 FORMCHECKBOX 
 Primary

 FORMCHECKBOX 
 Secondary

 FORMCHECKBOX 
 Tertiary

 FORMCHECKBOX 
 Quaternary

 FORMCHECKBOX 
 Quinary
	
	
	
	 FORMCHECKBOX 
 Active

 FORMCHECKBOX 
 Inactive

 FORMCHECKBOX 
 In Remission

 FORMCHECKBOX 
 Resolved

 FORMCHECKBOX 
 Ruled Out

 FORMCHECKBOX 
 Rule Out

	
	
	Specifier:


	


Diagnostic Summary:

	


	Additional Information


Co-Occurring Consumer Quadrant
 FORMCHECKBOX 
 1 – less severe mental disorder/less severe substance disorder
 FORMCHECKBOX 
 2 – more severe mental disorder/less severe substance disorder
 FORMCHECKBOX 
 3 – less severe mental disorder/more severe substance disorder
 FORMCHECKBOX 
 4 – more severe mental disorder order and more severe substance disorder
Co-Occurring Consumer Quadrant Comments:

	


	LOCUS


LOCUS Composite Score: ________

Assessment Date: ________________


	SIS

	


	Designations


I/DD Designation





MI or SED Designation
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not Evaluated



 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Not Evaluated

Detailed SMI or SED Status
 FORMCHECKBOX 
 SMI    FORMCHECKBOX 
 SED    FORMCHECKBOX 
 Neither SMI nor SED    FORMCHECKBOX 
 Not Evaluated

Primary Designation
 FORMCHECKBOX 
 I/DD    FORMCHECKBOX 
 MI/SMI/SED
Co-Occurring Disorder/Integrated Substance Use and Mental Health Treatment
 FORMCHECKBOX 
 Yes, client with co-occurring SU and MH problems is being treated with an integrated treatment plan by an 
      integrated team

 FORMCHECKBOX 
 No, client does NOT have a co-occurring SU and MH problem
 FORMCHECKBOX 
 Client with co-occurring SU and MH problems is NOT currently receiving integrated treatment

 FORMCHECKBOX 
 Not collected (crisis only, unknown, other exception, etc.)
	15.
	Disposition


	ASSESSMENT TOOL USED

	 FORMCHECKBOX 
LOCUS
	 FORMCHECKBOX 
CAFAS
	 FORMCHECKBOX 
PECFAS
	 FORMCHECKBOX 
SIS
	 FORMCHECKBOX 
NONE


Based on your clinical opinion, what is the acuity of this individual’s need for services at this time?
 FORMCHECKBOX 
 Routine    FORMCHECKBOX 
 Urgent    FORMCHECKBOX 
 Emergent

	Disposition


 FORMCHECKBOX 
 Consumer is eligible for CMHCM services
	
	 FORMCHECKBOX 
 Outpatient
	 FORMCHECKBOX 
 Infant Mental Health
	

	
	 FORMCHECKBOX 
 Case Management
	 FORMCHECKBOX 
 Clubhouse
	 FORMCHECKBOX 
 Group Therapy

	
	 FORMCHECKBOX 
 Supports Coordination (HSW)
	 FORMCHECKBOX 
 Respite
	 FORMCHECKBOX 
 Health Services

	
	 FORMCHECKBOX 
 ACT
	 FORMCHECKBOX 
 MST
	 FORMCHECKBOX 
 Peer Support

	
	 FORMCHECKBOX 
 Home-Based
	 FORMCHECKBOX 
 Wraparound
	 FORMCHECKBOX 


	
	 FORMCHECKBOX 
 Other - Specify
	
	

	
	
	


 FORMCHECKBOX 
 Consumer is not eligible for services and a referral elsewhere was provided.  *NDB must be completed.
	
	 FORMCHECKBOX 
 Medicaid Health Plan

	
	 FORMCHECKBOX 
 Referral to outside agency

	
	
	Outside agency provider type:   FORMCHECKBOX 
 SUD    FORMCHECKBOX 
 Mental Health    FORMCHECKBOX 
 Community Services

	
	
	Agency Information:

	
	
	Agency Name:
	
	

	
	
	Contact Person:
	
	

	
	
	Phone Number:
	
	


 FORMCHECKBOX 
 Consumer is not eligible for services and no referral was made.  *NBD must be completed.
 FORMCHECKBOX 
 Consumer is eligible but chose not to continue to seek CMHCM services.  *NBD must be completed.
 FORMCHECKBOX 
 Waiting List (for general fund consumers only).  * A Non-Medicaid NBD must be completed.
	Level of Care Guidelines with Disability Designation & Medical Necessity Justification


	LEVEL OF CARE

	INFANT MENTAL HEALTH
(Ages 0-4)
 FORMCHECKBOX 
Home Based Services
        FORMCHECKBOX 
 Autism Child Awaiting Testing
SERIOUS EMOTIONAL DISTURBANCE (Ages 4-18)
        FORMCHECKBOX 
 CAFAS/PECFAS 20-40, Maintenance
        FORMCHECKBOX 
 CAFAS/PECFAS 50-90, Low Needs
 FORMCHECKBOX 
 CAFAS/PECFAS 100-130, Moderate Needs
        FORMCHECKBOX 
 CAFAS/PECFAS 140+, High Needs
MI ADULT
(Ages 18+)
        FORMCHECKBOX 
 Clubhouse Only
        FORMCHECKBOX 
 LOCUS 10-13, DLA 5.1-6.0, Recovery Maintenance/Health Management
        FORMCHECKBOX 
 LOCUS 14-16, DLA 4.1-5.0, Low Intensity Community Based Services
        FORMCHECKBOX 
 LOCUS 17-19, DLA 3.1-4.0, High Intensity Community Based Services
        FORMCHECKBOX 
 LOCUS 20-22, DLA 2.1-3.0, Medically Monitored Non-Residential Services
        FORMCHECKBOX 
 LOCUS 23-27, DLA <=2.0, Medically Monitored Residential Services
        FORMCHECKBOX 
 LOCUS 28+, Medically Managed Residential Services
INTELLECTUALLY/DEVELOPMENTALLY DISABLED CHILD (Ages 0-15)
        FORMCHECKBOX 
 I/DD Child Services
INTELLECTUALLY/DEVELOPMENTALLY DISABLED
(Ages 16+)
        FORMCHECKBOX 
 ABE Scores (0-23), Low to Moderate Intensity
        FORMCHECKBOX 
 ABE Scores (24-36), Moderate to High Intensity
        FORMCHECKBOX 
 ABE Scores (37+), High Intensity
        FORMCHECKBOX 
 ABE Scores (ABE any score with high behavioral need scores (11+) or substantial medical needs (7+), Medically or 

            Behaviorally Complex
        FORMCHECKBOX 
 SIS Assessment Not Completed/Refused, Consumer qualifies for I/DD eligibility and services

MEDICAL NECESSITY REASON IF OUTSIDE OF LEVEL OF CARE GUIDELINES / COMMENTS
SUMMARIZE ALL CMHCM SERVICES RECOMMENDED, SPECIFIC CONSUMERS' NEEDS AND REFERRALS TO PROVIDERS THAT ARE RECOMMENDED
Currently Opened Consumers - Please include progress made within treatment and what additional needs require CMHCM support
EXPLANATION
Helpful questions/discussion points: What do you feel was helpful about today's service? What do you feel that we could improve upon, if anything? What do you feel you are able to take away from today's service? If consumer or representative indicated they were not satisfied, please explain further
WHAT IS THE CONSUMER'S VISION FOR A HAPPY, MEANINGFUL, AND SUCCESSFUL LIFE?
SATISFACTION WITH SERVICES RENDERED
 FORMCHECKBOX 
Satisfaction not discussed due to no direct consumer contact or crisis only contact
     FORMCHECKBOX 
Satisfaction with services, supports and/or treatment discussed; consumer or representative satisfied
     FORMCHECKBOX 
Satisfaction with services, supports and/or treatment discussed; consumer or representative not satisfied



	17.
	Signatures


	MH ADMISSION/ SERVICE START

	SERVICE START DATE                                                                         SERVICE START TIME

TYPE OF TREATMENT SERVICE SETTING

 FORMCHECKBOX 
 IS IT A ‘COFR’ ADMISSION?

BH-TEDS FULL RECORD EXCEPTION

BH-TEDS FULL RECOD EXCEPTION OTHER REASON




	SERVICE ACTIVITY LOG

	Staff: 

Consumer:

Provider:

Address:

City:                        State:           Zip:

Service Address:


	Date:

Begin:                      AM/PM

End:                         AM/PM

 FORMCHECKBOX 
 SAL Spans Midnight
	County/Affiliate:

Contact Type:

Attendance:

Place of Service:

	
	 FORMCHECKBOX 
 Incarcerated Individual                         FORMCHECKBOX 
 Co-occurring / IDDT

 FORMCHECKBOX 
 Multiple Consumers Served                 FORMCHECKBOX 
 Intermittent / Supplemental

 FORMCHECKBOX 
 Interactive Complexity



	Diagnosis

1)

2)

3)

4)


	Authorization:                         

 HCPCS/CPT Code:

      

	Medicare: Was physician on site?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Physician (on-site for Medicare; Prescriber for others):

	 FORMCHECKBOX 
 Service provided by uncredentialed 

     student/staff or ABA Behavior

     Technician
	Supervisor of Student/Staff:


	
	
	
	
	

	
	Staff Signature/Credentials
	
	Date
	


	
	
	
	
	

	
	Supervisor Signature/Credentials
	
	Date
	


	
	
	
	
	

	
	Physician Signature/Credentials
	
	Date
	


	
	
	
	
	

	
	Nurse Signature/Credentials
	
	Date
	





























