	Participant Information

	Provider Information

	Name:


	Name:


	DOB:

	Provider Identifier Number:


	Participant Number:

	Date Seen:  
        

Time: 



	
	Report Date:



Diagnostic Assessment

Referral Source:  

Client/Family/Referral Source statement of need and treatment expectations:  

Presenting problems and situation:  

Current Symptoms/Behaviors: (DX supported by DSM-IV diagnostic criteria):  

Psychiatric Treatment History: (Include previous treatment by this provider):

Substance Abuse Treatment History:

Recent (30 days) alcohol and drug use: (history of use, duration, patterns & consequences):

Current Medication Regimen: 

Medication allergies/ adverse reactions:

Family and Social Status: (current & historical):

Legal Status:

Vocational/Educational Status/Functioning: 

Current Community Resources and Services:

Personal and Social Resources and Strengths:

Multi Axis Diagnosis or Diagnostic Impression:


Axis I:  


Axis II: 


Axis III:

Axis IV:  

Axis V:   

Name/Title ____________________________Date___________________
                   




    

      (Completion)

(The Diagnostic Assessment must be current. One year for adults & Adolescents. Six months for children under age 13. The Assessment must be updated for occurrence of crisis or significant clinical event.)

