Client Name: 		Medical Record # ___________________

[bookmark: Check27][bookmark: Check28][bookmark: Check29]Assessment Type:      |_|  Initial	       |_| Follow Up #_____          |_| Discharge
Assessment Completion Date: ___________________________________
Assessment Completed By: _____________________________________      Agency: ___________________________

Please indicate primary diagnosis:  |_|  Mental Health     |_|  AODA


Client Characteristic(s) – Enter 1 next to primary (required), and 2 and 3 next to secondary and tertiary, if applicable:
		
	02 Mental Illness (excluding SPMI)
		
	39 Gambling client

		
	03 Serious and persistent mental illness (SPMI)
		
	43 Migrant

		
	04 Alcohol client
		
	44 Refugee

		
	05 Drug client
		
	45 Cuban/Haitian entrant

		
	07 Blind/visually impaired
		
	50 Regular caregiver of dependent person

		
	08 Hearing impaired
		
	55 Frail elderly

		
	09 Physical disability/mobility impaired
		
	57 Abused/neglected elder

		
	10 Chronic alcoholic
		
	59 Unmarried parent

		
	12 Alcohol and other drug client
		
	61 CHIPS - abuse and neglect

		
	14 Family member of mental health client
		
	62 CHIPS - abuse

		
	16 Family member of alcohol and other drug client
		
	63 CHIPS - neglect

		
	17 Intoxicated driver
		
	64 Family member of abused/neglected child

		
	18 Alzheimer's disease/related dementia
		
	66 Delinquent

		
	19 Developmental disability - brain trauma
		
	68 CHIPS - other

		
	23 Developmental disability - cerebral palsy
		
	69 JIPS - status offender

		
	25 Developmental disability - autism
		
	70 Family member of status offender

		
	26 Developmental disability – cognitive disability
		
	71 Victim of domestic abuse

		
	27 Developmental disability - epilepsy
		
	72 Victim of abuse or neglect (alleged or adjudicated)

		
	28 Developmental disability - other or unknown
		
	73 Family member of delinquent

		
	29 Family member of developmental disability client
		
	74 Family member of CHIPS - other

		
	32 Blind/deaf
		
	79 Deaf

		
	33 Corrections/criminal justice client (adult only)
		
	80 Homeless

		
	36 Other disability
		
	84 Repeated school truancy

		
	37 Frail medical condition
		
	86 Severe emotional disturbance - child/adolescent

		
	38 Criminal Justice system involvement
		
______
	90 Special study code (to be defined as need arises)
91 Hurricane Katrina evacuee
92 Hurricane Rita evacuee

	
	
		
	99 None of the above


Presenting Problem(s) – Enter 1 next to primary (required), and 2 and 3 next to secondary and tertiary, if applicable: 
		
	12 Abuse/assault/rape victim
		
	14 Emergency detention

	___
	3 Problems coping w/daily activity
		
	1 Marital/family problem

		
	7 Alcohol
		
	10 Eating disorder

		
	9 Criminal justice system involvement
		
	4 Medical/somatic

		
	
	8 Drugs
11 Thought disturbance
			
	13 Runaway behavior
2 Social/interpersonal

		
	5 Depressed mood and/or anxious
		
	6 Suicide attempt/threat/danger

	
	
		
	99 Unknown



A. DRUG AND ALCOHOL USE
		Number
1.	During the past 30 days how many days have you used the following: 	of days
a.	Any alcohol 		|___|___| 
b.	Illegal drugs		|___|___|
c.	Tobacco		|___|___|

2.    	Major Problem
COMMUNITY ACCESS TO RECOVERY SERVICES
COMBINED PPS/NOMS DATA COLLECTION
	


		1 of 6
	|_|  None
[bookmark: Check25]	|_|  Alcohol
	|_|  Heroin
[bookmark: Check16]	|_|  Methadone
[bookmark: Check17]	|_|  Dilaudid/hydromorphone
	|_|  Other opioids/analgesics
	|_|  Barbiturates
[bookmark: Check22]	|_|  Benzodiazepines
	|_|  Other tranquilizers
[bookmark: Check23]	|_|  Other sedatives/hypnotics
	|_|  Cocaine
[bookmark: Check20]	|_|  Methamphetamine
	|_|  Other amphetamines
[bookmark: Check21]                        |_|  Other stimulants
	|_|  Cannabis
[bookmark: Check18]	|_|  PCP
[bookmark: Check19]	|_|  LSD
	|_|  Other hallucinogens
	|_|  Inhalants
	|_|  Over the counter diet,alert,sleep aids, cough syrup
	|_|  Other drugs (specify) ________________________________



3.    	Use Frequency
	|_|  No use in the past month
	|_|  1-3 days in the past month (less often than once a week)
	|_|  1-2 days per week
	|_|  3-6 days per week
	|_|  Daily
	|_|  Unknown

4. 	Usual route of administration
	|_|  Oral
	|_|  Smoking
	|_|  Inhalation
	|_|  Injection
	|_|  Other 
	|_|  Unknown

5.	Have you been to detox in the last 30 days?		|_|No	|_|Yes 















B. FAMILY AND LIVING CONDITIONS 

1.	Describe your current living situation.  
	|_|  Street, shelter, no fixed address, homeless
|_|  Permanent: Own private residence or household, alone or with others, without supervision, includes persons 
	18 years or older 
|_|  Permanent: Someone else’s private residence or household, without supervision, includes persons 18 years or older 
|_|  Transitional: Own private residence or household, alone or with others, without supervision, includes persons 18 years or older 
|_|  Transitional: Someone else’s private residence or household, without supervision, includes persons 18 years or older
|_|  Supported residence (Residential Care Apartment Complex or other supported apartment program)
|_|  Supervised licensed residential facility (Adult Family Home)
|_|  Supervised licensed residential facility (Group Home, CBRF)
|_|  Institutional Setting
|_|  Jail or correctional facility
|_|  Crisis stabilization home/center
|_|  Other living arrangement
|_|  Unknown
2. Is your current living arrangement a positive influence on your recovery? 	|_|No	|_|Yes  

C. EDUCATION AND EMPLOYMENT
1.	Are you currently enrolled in school or a job training program?
	|_|  Not enrolled
	|_|  Enrolled, full time
	|_|  Enrolled, part time
	|_|  Other
	|_|  Refused
	|_|  Don’t know
2.	What is the highest level of education you have finished? 
	|_|  1st grade	     |_|  2nd grade     |_|  3rd grade     |_|  4th grade     |_|  5th grade     |_|  6th grade
	|_|  7th grade	     |_|  8th grade     |_|  9th grade     |_|  10th grade    |_|  11th grade   	
|_|  High school diploma or GED
	|_|  Some college or vocational/technical school (associates degree or vocational technical degree)
	|_|  Bachelor’s degree     	|_|  Advanced degree (Masters, Ph.D.)     |_|  Unknown

3.	Are you currently employed? 

	|_|  Full-time competitive (35 or more hours/week)		|_|  Part-time competitive (Less than 35 hours/week)
	|_|  Unemployed (looking for work past 30 days)		|_|  Unemployed (not looking for work past 30 days)
	|_|  Not in labor force – student				|_|  Not in labor force – retired		
	|_|  Not in labor force – disabled				|_|  Not in labor force – jailed, prison, or institution
[bookmark: Check26]	|_|  Not in labor force – sheltered employment		|_|  Not in labor force – homemaker 		
|_|  Not in labor force – other (specify: __________________________________________)
	|_|  Supported competitive employment			|_|  No applicable – children 15 and under
	|_|  Unknown










4.	Current daily activity
	|_|  No educational, social, or planned activity
	|_|  Part-time educational activity
	|_|  Full-time educational activity
	|_|  Meaningful social activity
	|_|  Volunteer or planned activity
	|_|  Other respected status (specify: ___________________________________)
	|_|  Unknown

D. LEGAL
1.	In the past 30 days, how many times have you been arrested?		|___|___| TIMES  
2.  	Within the past 6 months, what interactions have you had with the legal system?
	|_|  None
	|_|  Probation
	|_|  Arrest(s)
	|_|  Jailed/imprisoned (includes Huber)
	|_|  On parole
	|_|  Juvenile justice system contact
	|_|  Unknown

3.	In the past 6 months, how many times have you been arrested?       	|___|___| TIMES

4.           Legal/commitment status
|_|	Voluntary
|_|	Voluntary with settlement and stipulations
|_|  Involuntary (Ch. 51 – Commitment)
|_|  Involuntary (Ch. 55 – Protective Services and Placement)
|_|  Involuntary criminal
|_|  Guardianship only (Ch. 54) 
 

E. MENTAL AND PHYSICAL HEALTH PROBLEMS AND TREATMENT/RECOVERY
1.	Health status
	|_|  No health condition
	|_|  Stable/capable
	|_|  Stable/incapable
	|_|  Unstable/capable
	|_|  Unstable/incapable
	|_|  New symptoms/capable
	|_|  New symptoms/incapable
	|_|  Don’t know

2.	a.  Are you currently pregnant?   |_|No    |_|Yes 
	b. If Yes, do you know the due date?   |_|No    |_|Yes  
	c. If Yes, what is the due date? __________________
	d. Have you seen a doctor or nurse for prenatal care? |_|No    |_|Yes  
3.	Psychiatric inpatient in the last 30 days?    |_|No    |_|Yes 
4.	PCS in the last 30 days?    |_|No    |_|Yes 
5.	Number of inpatient bed days in the last 6 months.    |___|___| DAYS 





6.	Psychosocial and environmental stressors
|_|  Inadequate information
|_|  None
|_|  Mild
|_|  Moderate
|_|  Severe
|_|  Extreme
|_|  Catastrophic

7.	Suicide risk 
	|_|  No risk factors
	|_|  Presence of some risk factors
	|_|  High potential for suicide
	|_|  Don’t know
8.	In the past 30 days, not due to your use of alcohol or drugs, how many days have you:	     
a. Experienced serious depression		|___|___| 
b. Experienced serious anxiety or tension	|___|___| 
c. Experienced hallucinations (not related to alcohol or drug use)	|___|___| 
d. Experienced trouble understanding, concentrating, or remembering	|___|___| 
e. Experienced trouble controlling violent behavior	|___|___| 
f. Experienced serious thoughts of suicide		|___|___|
g. Attempted suicide	|___|___| 
h. Been prescribed medication for psychological/emotional problem	|___|___| 
i. Experienced symptoms of mania (not related to alcohol or drug use)		|___|___|
j. Experienced symptoms of trauma		|___|___|



	
	F. SOCIAL CONNECTEDNESS
1.	In the past 30 days, how many times did you attend any support group? 	|___|___| TIMES
2.	In the past 30 days, did you have interaction with family and/or friends that are supportive of your recovery? 
|_|	No
|_|	Yes



















G. DISCHARGE STATUS
1. Episode closing reason

	|_|  Completed service
i. [bookmark: Check3]No more services needed |_|
ii. Maximum benefit obtained from this service/Level of Care
1. [bookmark: Check4]Continued at lower LOC at same agency |_|
2. [bookmark: Check5]Continued at lower LOC at another agency |_|
	|_|  Transferred to other community resource (i.e. non-CARS resource)
	|_|  Administratively discontinued
i. [bookmark: Check31]Moved |_|
ii. [bookmark: Check30]No contact |_|
	|_|  Referred - different service/LOC needed for progress in recovery
1. [bookmark: Check6]Transferred to higher level of care within same agency |_|
2. [bookmark: Check32]Referred to higher level of care at another agency |_|
3. [bookmark: Check7]Referred to same level of care at another agency |_|
	|_|  Behavioral termination – staff program decision to terminate due to program rule violation
	|_|  Withdrew against staff advice
	|_|  Funding authorization expired
iii. [bookmark: Check8]Request for service continuation denied |_|
1. [bookmark: Check9]Service discontinued |_|
2. [bookmark: Check10]Service continued without/with alternative funding |_|
iv. [bookmark: Check11]System-wide funding limitation |_|
1. [bookmark: Check12]Service discontinued |_|
2. [bookmark: Check13]Service continued without/with alternative funding |_|
	|_|  Incarcerated
v. [bookmark: Check14]For a new offense |_|
vi. [bookmark: Check15]For an old offense (eg. revoked for probation/parole rule violation) |_|
vii. [bookmark: Check33][bookmark: Check34]Jail |_| or Prison |_|
	|_|  Entered nursing home or institutional care
	|_|  No probable cause
	|_|  Unable to locate
	|_|  Death

2. 	Episode level of improvement

	|_|  Major improvement
	|_|  Moderate improvement
	|_|  No change
	|_|  Worsened 
	|_|  Unknown

3. 	BRC Target Population
Persons in need of:
|_|  H  Ongoing, high intensity, comprehensive services
|_|  L  Ongoing, low intensity services
[bookmark: _GoBack]|_|  S  Short-term situational services
