DEPARTMENT OF HEALTH & HUMAN SERVICES
Milwaukee County

Name: 


 Name:    MR#:    D.O.B.: 
Address: 	   Phone:   
Care Coordinator: 				 
Date: Click here to enter a date.

Contact to Initiate Referral: 

Special Instructions: 

Participant Program (check one): ☐ COP   ☐ CRS   ☐ Wiser Choice    ☐ CCS   ☐ TCM    ☐ CSP   
   ☐ SAP    ☐ CBRF   ☐ DTM


Basic Referral Information
Referring Agency & Contact Information: 


Reason for Referral:

Sources Utilized to Obtain Screening/Assessment Information: 


Veteran Status:   ☐  UNKNOWN

Do you currently or have you ever served in the military?     ☐  YES	    ☐  NO   

Do you receive VA benefits?         ☐  YES                 ☐  NO 	

Insurance Benefits (include policy numbers):

Financial Benefits (please indicate type and amount):


Ethnic, Cultural and/or Religious Considerations: 

Does this individual have a legal guardian (if so, please indicate name and contact information)? 


Is this individual court-ordered to participate in treatment (indicate type of agreement and expiration date)? 




Current and Previous Diagnostic Findings:
Psychiatric Conditions: 
Diagnosis history:

Medical Conditions:
Diagnosis history: 
  
Current and Prior Treatment Information:


Responses to Treatment:


Other Conditions (medical, sensory, cognitive, and/or developmental):


Food and Drug Allergies:


Family/Social History (include current status of family relationships):


MH/AODA Functional Screen Information and Assessment
HOUSING 
Prior and Current Housing:


Desired Housing: 


Support/Assistance Indicated: (discuss stability and instability factors): 


VOCATIONAL/EMPLOYMENT
Prior and Current:


Desired:


Support/Assistance Indicated:


EDUCATION
Prior and Current:


Desired:


Support/Assistance Indicated:


COMMUNITY LIVING SKILLS (Please indicate level of function i.e. Independent, Needs Assistance-be specific about required assistance)
Benefits and Resource Management (SSI/SSD, Medicaid/Medicare, Section 8 Housing, etc.):


Basic Safety:


Social and Interpersonal Skills:


Home Hazards (significant fire and health hazards i.e. hoarding):


Money Management:


Basic Nutrition (grocery shopping, cooking, storing food properly):


Hygiene and Grooming:


Transportation:


Physical Assistance and/or Assistive Devices Utilized: 


MANAGING MEDICAL CONDITIONS (Please include conditions, past surgeries, treatment and general overview of medical history):


MANAGING PSYCHIATRIC SYMPTOMS:


MANAGING MEDICATIONS (indicate if participant is currently on an intramuscular 
Injection-IM and participant’s ability to administer medications):

Current Medications (list):

Monitoring Medication Side Effects:


CRISIS HISTORY AND RISK FACTORS (Past 12 months-three years provide specific information, include general historical overview)

Emergency Room Use (Medical, Psychiatric, Detox):


Psychiatric Inpatient Stays (Voluntary and Involuntary): 
 

Chapter 51 (Emergency Detentions):


Dangerous to Others and/or Physical Aggression (includes hitting or assaulting others, damage to property, fire setting, and nonconsensual sexual aggression):


Involvement with Corrections System (i.e. OWI, DUI, arrests or jail): 


Suicide Attempts (please indicate any suicidal ideation in the last two months): 


Self- Injurious Behaviors (cutting, burning, pica, polydipsia, head banging- DOES NOT INCLUDE suicide attempts):


Substance Use (include tobacco and caffeine use):


Outcomes Associated with Substance Use:


AODA Treatment (include current stage of change if applicable):


Trauma History:


MH /AODA Functional Screen Completed:  	N/A  ☐
 
 Date of Assessment Completion:   

 Assessment Contacts Documented:  ☐Y     ☐ N                            Appropriate ROIs Signed: ☐ Y      ☐ N
 
 Care Coordinator’s Name: 
 	
 Care Coordinator’s Signature: _____________________________________Date:

 Supervisor’s Signature:               _____________________________________Date:


Assessment Summary

Directions:  Synthesize the consumer’s story together into a summary, utilizing the data that has been collected.  It should create an understanding and meaning of the previous data that was collected.  The Summary moves from the “what” data collected to the “why”.  This is a central theme of the person.  The summary also identifies the stressors and precipitants, the perceptions of the person, their strengths, choices, and priorities.  This Assessment Summary will provide the foundation for developing the IRP.  It should include stages of change and treatment recommendations. 

RECOVERY INDICATORS 

Consumer’s Perceptions

How does the consumer identify themselves?  (i.e. culture, religion, age, ethnicity):


How satisfied are you with your life?  (i.e. how happy are you?)  explain:


Consumer’s Goals and Future Vision for Themselves (hopes and aspirations):


Areas participant would like to focus on (priorities) and obtain support with (clarify what support means to the participant:


Consumer Strengths and Abilities (include past successes, resources, assets, and unique individual attributes):


What does this consumer’s psychosocial environment look like?  (i.e. current support system and social network:


Stressors, Triggers, and/or Precipitants (for Mental Health and AODA Conditions):


Consumer’s Interests / Likes and Dislikes (hobbies, interests, discussion topics, daily activities):


Narrative Summary 

Diagnosis:  

Explanation of the Illness (i.e. whyis the person seeking CCS services?)


Complete a brief summary of the consumer's needs. 


Discuss the consumer’s recovery goals, priorities, preferences, lifestyle and values.  




Identify the barriers to achievement of goals:


Identify the Stages of Change for the above needs and barriers:  


Indicate recommended services and level of care:


What is the Central Theme of this consumer’s life:
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