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Behavioral Health Assessment

Effective 09-22-11
Behavioral Health Assessment

Name (first, middle, last):        
Date of Birth: 

     
Age: 


     
Social Security #: 
     
Gender:


 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

Race/Ethnicity:

     
Preferred Language:
     
Address:


     
Phone Number:

     
E-mail address:

     

AHCCCS Coverage: 
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No, If yes AHCCCS ID #:                             and AHCCCS Health Plan:      
Insurance Coverage:
      


Guardian (if applicable):
Name:
 
      




Address: 
     



Phone Number:
     
Emergency Contact:
Name:
 
      




Address: 
     



Phone Number:
     
Primary Care Physician:
Name:
 
      




Address: 
     



Phone Number:
     



Fax Number:      

Place of Evaluation:
     









Date of Evaluation:
     
Referral Source: 







Referral Date:      
Evaluator/Credentials: 
      





Phone Number:       

ext.      

                                                                                                                                                                          
	Behavioral Health Symptoms 

	Why did you come here today? 



	What are your current symptoms? (Please describe the symptoms in detail including, but not limited to, onset, precipitating events and triggers, duration, frequency, course of the illness, and specific examples like quotes. Comment on the presence or absence of anxiety, depression, mania, psychosis, OCD, and personality traits. If applicable, summarize available records.)


	How are you coping with your symptoms? 



	Difficulties/limitations because of symptoms?      


	Do you have any immediate/urgent needs? 



	How will you know if things are better/improving?      


	What type of assistance do you feel you need and what are your expectations? 



	What types of resources or supports do you have available to you?      



	Who would you like involved in your treatment? 




	Risk Assessment

	History of suicide attempts?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain (i.e. dates, triggering events, method, medical treatment, etc.):


	Current suicidal ideation, intent, plans, or access to means?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 

	Most recent suicidal ideation? Was there intent or a plan?
	

	History of self-injurious behavior?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain (i.e. dates, triggering events, method, medical treatment, etc.):


	Danger to self (DTS) risk factors and protective factors 
	Risk Factors:

 FORMCHECKBOX 
 Prior suicide attempts, aborted attempts, or self-injurious behavior

 FORMCHECKBOX 
 Repeated attempts with increasing severity

 FORMCHECKBOX 
 Stated plan with intent

 FORMCHECKBOX 
 Access to means (i.e. firearms)

 FORMCHECKBOX 
 Substance abuse (current/past)

 FORMCHECKBOX 
 History of suicide in friend or family

 FORMCHECKBOX 
 History of physical/sexual abuse

 FORMCHECKBOX 
 Ongoing medical illness (i.e. pain, central nervous system disorders, terminal illness)

 FORMCHECKBOX 
 Events leading to shame, humiliation, or despair (i.e. losses, financial, health)

 FORMCHECKBOX 
 Extreme agitation or recent acts/threats of aggression

 FORMCHECKBOX 
 Social isolation

 FORMCHECKBOX 
 Impulsivity

 FORMCHECKBOX 
 Insomnia

 FORMCHECKBOX 
 Increased anxiety

 FORMCHECKBOX 
 Anhedonia

 FORMCHECKBOX 
 Hopelessness

 FORMCHECKBOX 
 Psychosis (i.e. command auditory hallucinations) 

Protective Factors:
 FORMCHECKBOX 
 Immediate supports

 FORMCHECKBOX 
 Social supports

 FORMCHECKBOX 
 Responsibility to children or pets

 FORMCHECKBOX 
 Planning for the future

 FORMCHECKBOX 
 Positive therapeutic relationships (including engagement with assessor)

 FORMCHECKBOX 
 Ambivalence for living

 FORMCHECKBOX 
 Core values/beliefs (including religious)

 FORMCHECKBOX 
 Sense of purpose

 FORMCHECKBOX 
 Ability to cope with stress/frustration tolerance

	History of harming others?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain (i.e. dates, triggering events, method, remorse, etc.):


	Current homicidal ideation, intent, plans, or access to means?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 



	Most recent homicidal ideation? Was there intent or a plan?
	

	Danger to others  (DTO) risk factors 
	Risk Factors:

 FORMCHECKBOX 
 Prior acts of violence

 FORMCHECKBOX 
 Fire setting

 FORMCHECKBOX 
 Angry mood/agitation

 FORMCHECKBOX 
 Arrests for violence

 FORMCHECKBOX 
 Prior hospitalizations for dangerousness

 FORMCHECKBOX 
 Access to means (i.e. weapons)

 FORMCHECKBOX 
 Current or past substance abuse

 FORMCHECKBOX 
 Psychosis (i.e. command AH)

 FORMCHECKBOX 
 Physical abuse as a child

 FORMCHECKBOX 
 Current psychosocial stressors

	Was duty to warn completed?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 




	Mental Health Treatment

	Type
	Where
	When
	Reason/Diagnosis/Other pertinent info.

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	What are your treatment preferences (i.e. cultural, spiritual, religious, sexual orientation, etc.)?
	     

	Additional information:
	


	Current Medications 

	Psychotropic 

medication
	Dosage
	Additional Information (reason for Rx, overuse or adherence, etc.)

	
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Medication targeting medical issues
	Dosage
	Additional Information (reason for Rx, overuse or adherence, etc.)

	
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	Side effects/adverse reactions?       



	Efficacy of current and past psychotropic medications?       




	Medical History

	Condition
	No/Yes
	Additional Information (onset, treatment, etc.)

	Diabetes?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


	

	Heart Disease (high blood pressure, heart attacks, etc.)?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 

-  If yes, what:      
	     

	History of stroke?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


	     

	Lung disease (Asthma, COPD, Emphysema, etc)?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
- If yes, what:      
	     

	Seizures?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


	     

	Cancer?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  
 - If yes, what type:      
	     

	Liver/Kidney disease?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes


	     

	Hepatitis?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
- If yes, what type:      
	     

	Thyroid disorder?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
- If yes, what type:      
	

	HIV/AIDS?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 Deferred


	     

	History of head trauma/loss of consciousness?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes 
	      

	Chronic pain?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes

- If yes, explain:      
	

	Any other health conditions/disabilities?
	

	Allergies?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes - If yes, explain:      


	Surgeries?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes - If yes, explain:     
 

	Number of pregnancies and number of births?
	     

	Current measurements
	Height:          Weight:          Waist Circumference:           BMI (if known):      


	Difficulties because of medical issues? Any need for assistance?
	


	Developmental History

	In utero exposure to toxins/substances  or complications at birth
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:      

	Developmental milestones met (walking talking, toilet training)? 
	 FORMCHECKBOX 
 Met  FORMCHECKBOX 
 Not Met  - If not met explain:      

	Speech/language difficulties (i.e. hearing or speaking)?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:      

	Visual impairment?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:     

 

	Hearing impairment?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:    

  

	Motor skills impairment?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:    

  

	Cognitive impairment?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:    

  

	Deficits in social skills?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:      



	Immunizations?
	 FORMCHECKBOX 
 Current  FORMCHECKBOX 
 Not Current  FORMCHECKBOX 
 Unknown  - If not current, explain:      



	Additional information:
	     


	Social History

	Describe your childhood (caregiver, siblings, any significant events, etc.)?
	

	History of abuse (physical, emotional, or sexual) or neglect?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes If yes, describe:  



	Family history of mental illness, suicide, medical issues, or substance 

abuse?
	     

	Current relationship status (i.e. married, single, divorced) and level of satisfaction?
	

	Do you have any children (ages, describe your relationship with them, etc.)?
	

	Do you have any friends (quantity and quality)?
	


	Education History

	Highest level of education?
	

	Special education?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain:      

	
	504 Plan?   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  
	IEP?  FORMCHECKBOX 
 Learning Disability  FORMCHECKBOX 
 Emotional Disability

	Additional information:
	


	Employment History

	Currently employed?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  - If yes, describe (type of work, PT or FT, etc.), If no describe the last job: 

     

	Work/volunteer  history?
	

	Barriers to employment?
	


	Legal History

	Criminal history (arrests, incarcerations, etc.)?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 



	History of court ordered evaluations or treatment? 
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 



	Other legal issues (guardianship, CPS involvement, etc.)? 
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes   - If yes, explain: 




	Substance Abuse History 

	Type
	First Use
	Last Use
	History/pattern of use (type, amount, and frequency)

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	
	     
	     
	     

	  
	     
	     
	     

	
	     
	     
	     

	  
	     
	     
	     

	

	Drug of choice?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, what:   
   

	Longest period of sobriety? How was life different when you weren’t using drugs or alcohol?
	     

	History of substance abuse treatment?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, explain:     
 

	Tobacco use?
	 FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes  - If yes, how much:    
 

	How has substance abuse impacted your life?
	

	Additional information:
	


	Current Living Situation

	What are your Living arrangements? 


	

	What is your source of finances?


	

	How do you get around (car, bus, foot, etc.)?


	


	Activities of Daily Living

	Type of Activity
	Denied problems
	Difficulty reported (please explain)

	· Bathing
	 FORMCHECKBOX 


	 FORMCHECKBOX 
           

	· Grooming/hygiene
	 FORMCHECKBOX 


	 FORMCHECKBOX 
           

	· Feeding self
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Dressing self
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Mobility
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Housework
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Shopping
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Managing money
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      

	· Taking medication
	 FORMCHECKBOX 


	 FORMCHECKBOX 
      


	Typical day

	When asked to describe their typical day they replied, 



	Strengths, Abilities, and Interests (hobbies and leisure activities)

	


	Mental Status/Behavioral Observations

	General Appearance

	Apparent Age
	 FORMCHECKBOX 
 Age-Consistent  FORMCHECKBOX 
 Younger  FORMCHECKBOX 
 Older

	Height
	 FORMCHECKBOX 
 Average  FORMCHECKBOX 
 Short  FORMCHECKBOX 
 Tall

	Weight
	 FORMCHECKBOX 
 Average  FORMCHECKBOX 
 Obese  FORMCHECKBOX 
 Overweight  FORMCHECKBOX 
 Thin  FORMCHECKBOX 
 Emaciated

	Attire
	 FORMCHECKBOX 
 Casual  FORMCHECKBOX 
 Formal  FORMCHECKBOX 
 Neat  FORMCHECKBOX 
 Tattered  FORMCHECKBOX 
 Dirty  FORMCHECKBOX 
 Inappropriate  FORMCHECKBOX 
 Unusual 

	Grooming
	 FORMCHECKBOX 
 Well-Groomed  FORMCHECKBOX 
 Disheveled    FORMCHECKBOX 
 Unkempt   FORMCHECKBOX 
 Adequate  FORMCHECKBOX 
 Immaculate

	Detailed description of appearance:
	

	Demeanor/Interaction


	Mood (as reported by the individual) 
	“     ”

	Affect (as observed by the evaluator)
	 FORMCHECKBOX 
 Euthymic  FORMCHECKBOX 
 Dysphoric  FORMCHECKBOX 
 Upbeat  FORMCHECKBOX 
 Irritable  FORMCHECKBOX 
 Anxious  FORMCHECKBOX 
 Angry  FORMCHECKBOX 
 Euphoric  FORMCHECKBOX 
 Flat 

 FORMCHECKBOX 
 Constricted  FORMCHECKBOX 
 Labile 

	Eye Contact
	 FORMCHECKBOX 
 Appropriate  FORMCHECKBOX 
 Minimal  FORMCHECKBOX 
 Poor  FORMCHECKBOX 
 Adequate   FORMCHECKBOX 
 Constant       

	Cooperation
	 FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Resistant  FORMCHECKBOX 
 Hostile  FORMCHECKBOX 
 Defensive  FORMCHECKBOX 
 Evasive  FORMCHECKBOX 
 Apathetic

	Detailed description of demeanor:
	     

	Speech

	Articulation
	 FORMCHECKBOX 
 Goal-Directed  FORMCHECKBOX 
 Unintelligible  FORMCHECKBOX 
 Mumbled  FORMCHECKBOX 
 Slurred  FORMCHECKBOX 
 Stuttered  FORMCHECKBOX 
 Clear

	Tone
	 FORMCHECKBOX 
 Normal  FORMCHECKBOX 
 Soft  FORMCHECKBOX 
 Loud

	Rate
	 FORMCHECKBOX 
 Normal  FORMCHECKBOX 
 Slow  FORMCHECKBOX 
 Verbose  FORMCHECKBOX 
 Pressured    

	Response Latency
	 FORMCHECKBOX 
 Within Normal Limits  FORMCHECKBOX 
 Delayed  FORMCHECKBOX 
 Shortened

	Detailed description of speech:
	     

	Motor Activity

	Gait
	 FORMCHECKBOX 
 Normal  FORMCHECKBOX 
 Staggering  FORMCHECKBOX 
 Shuffling  FORMCHECKBOX 
 Slow  FORMCHECKBOX 
 Awkward  FORMCHECKBOX 
 Use of Cane

	Posture
	 FORMCHECKBOX 
 Normal  FORMCHECKBOX 
 Relaxed  FORMCHECKBOX 
 Rigid  FORMCHECKBOX 
 Tense  FORMCHECKBOX 
 Slouched  FORMCHECKBOX 
 Erect

	Psychomotor activity
	 FORMCHECKBOX 
 Within Normal Limits  FORMCHECKBOX 
 Calm  FORMCHECKBOX 
 Lethargic   FORMCHECKBOX 
 Restless  FORMCHECKBOX 
 Hyperactive  FORMCHECKBOX 
 Agitated

	Mannerisms
	 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Tics  FORMCHECKBOX 
 Tremors  FORMCHECKBOX 
 Rocking  FORMCHECKBOX 
 Picking  FORMCHECKBOX 
 Grimacing

	Detailed description of motor activity:
	     

	Cognition

	Thought Content
	 FORMCHECKBOX 
 Unremarkable  FORMCHECKBOX 
 Suspicious  FORMCHECKBOX 
 Negative  FORMCHECKBOX 
 Concrete 
           

	Thought Process
	 FORMCHECKBOX 
 Logical/Coherent  FORMCHECKBOX 
 Tangential  FORMCHECKBOX 
 Circumstantial  FORMCHECKBOX 
 Vague  FORMCHECKBOX 
 Loose Associations             FORMCHECKBOX 
 Disorganized 

	Delusions
	 FORMCHECKBOX 
 None  FORMCHECKBOX 
 Grandiose  FORMCHECKBOX 
 Persecutory  FORMCHECKBOX 
 Somatic  FORMCHECKBOX 
 Erotomanic  FORMCHECKBOX 
 Jealous 
 FORMCHECKBOX 
Other:      
If positive describe: 

	Perception (as observed by the evaluator – i.e. responding to unseen others)
	 FORMCHECKBOX 
 Unremarkable  FORMCHECKBOX 
 Auditory Hallucinations  FORMCHECKBOX 
 Visual Hallucinations  FORMCHECKBOX 
 Tactile Hallucinations

 FORMCHECKBOX 
 Olfactory Hallucinations  FORMCHECKBOX 
 Gustatory Hallucinations 
If positive describe: 

	Judgment
	 FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Partial  FORMCHECKBOX 
 Limited  FORMCHECKBOX 
 Poor  FORMCHECKBOX 
 None

	Impulse Control
	 FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Partial  FORMCHECKBOX 
 Limited  FORMCHECKBOX 
 Poor  FORMCHECKBOX 
 None

	Insight
	 FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Partial  FORMCHECKBOX 
 Limited  FORMCHECKBOX 
 Poor  FORMCHECKBOX 
 None

	Detailed description of cognition:
	

	Intelligence

	Estimated intelligence
	 FORMCHECKBOX 
 Average  FORMCHECKBOX 
 Below Average  FORMCHECKBOX 
 Above Average  FORMCHECKBOX 
 Unable to determine

	Detailed description of intelligence:
	     

	Mini Mental Status Exam (please see next section for instructions for children and youth)

	Category
	Measurement
	Results

	Orientation
	Asked about person, place, time, and situation.
	      

	Attention
	Asked to complete Serial 7’s (counting backwards from 100 in increments of 7) and the “world” task (spelling the word “world” forwards and backwards.
	            

	Immediate recall
	Asked to repeat three words: “Robin, Blue, and St. Louis.”
	            

	Naming
	Asked to identify a pen and watch.
	          

	Repetition
	Asked to repeat the phrase: “No Ifs, ands, or buts.”
	

	Following instructions
	Asked to take a piece of paper in their right hand, fold it in half, and set it on the table.
	            

	Reading
	Was shown a piece of paper that read, “close your eyes,” and asked to read it and do what it says. 
	           

	Writing
	Instructed to write a sentence of their choosing.
	

	Construction
	Asked to draw a clock with the hands pointing to 11:10 am. 
	            

	Delayed recall
	Asked to recall the above words after a five minute delay.
	            

	Current events
	Asked to name the last three presidents of the United States.
	

	Judgment
	Asked what they would do if they encountered a burning house in their neighborhood and a stamped, sealed, and addressed envelope on the street.  
	

	Problem solving
	Asked to identify the similarity between an apple and a banana and a car and a boat.
	

	Abstract thinking
	Asked the meaning of the following proverbs: “Don’t cry over spilled milk” and “Rome wasn’t built in a day.”
	


	Mental Status Exam (for children and youth)

	The mental status examination above, including the mini mental status exam, is suitable for children older than 12, unless there is significant cognitive impairment. For latency age children (6-12 years old) some elements are elicited with additional questions to assist with the evaluation process (e.g. inquiries about 3 wishes, asking what they would like to be when grown-up, etc.). For children younger than 5, observations of the child’s play, exploration of their environment, level of activity, reaction to change, interactions with others, use of vocalizations/language, and vocabulary must be documented. For all children and youth observations of interactions with the caregiver are significant and should be included, but this an essential element for children younger than 5.)


	Clinical Summary/Case Formulation

	 (This is a summary of all of the assessment data and will be used to develop a treatment plan)   



	Diagnostic Impression (include all substantiated, provisional, and rule-out diagnoses – each on a separate line)

	Axis I
	

	Axis II
	

	Axis III
	  

	Axis IV
	   

	Axis V
	Global Assessment of Functioning (GAF) or Children’s Global Assessment Scale (CGAS) =      


***If the individual has an Axis I substance abuse/dependence diagnosis, please complete an ASAM
***If the individual is between the ages of 6 and 17 a CASII must be completed

***If the individual is under the age of 18 the Strength, Needs, and Culture Discovery must be completed
	
	     
	     

	Assessor’s Name (print) / Signature

	
	Credentials/Position
	
	Date

	     
	     
	     

	Supervisor’s Name (print) / Signature

	
	Credentials/Position
	
	Date


COMPLETING AN SMI EVALUATION: ESSENTIAL ELEMENTS

· While an assessment can be up to six months old, an older assessment may not reflect current symptoms or functioning. Please consider completing and submitting a more recent assessment. This will be advantageous to the applicant. 

· Submit treatment records, including the most recent psychiatric evaluation.
· Be sure to complete all section of the assessment so that relevant information is captured and a well-informed decision can be made regarding SMI eligibility.

· Describe symptoms (i.e. type, onset, duration, frequency, severity) using examples from the person, not just a list of DSM-IV symptoms. Avoid vague terms.

· Clearly describe the BHR’s substance abuse history and patterns of use. Also, is there documentation of sobriety and/or evidence that symptoms persisted during a sustained period of sobriety? If so, please explain.

· Is there significant functional impairment for at least the past 6 months -1 year (i.e. unable to care for self, cannot obtain/maintain employment, DTS/DTO, etc…)?

· If yes, can the functional impairment be directly linked to the SMI qualifying diagnosis? 

· Are there inconsistencies between your assessment and the treatment records, relative to diagnoses, symptoms, functioning, or GAF’s? If so, please explain. 

· If applicable, are the BHR’s symptoms and/or functional impairments best explained by an SMI qualifying diagnosis, as opposed to the BHR’s medical conditions (i.e., chronic pain, TBI, hypothyroidism), Pervasive Developmental Disorder, Antisocial Personality Disorder, or other non-qualifying diagnoses? If so, please explain.

· If the applicant chooses to allow the option to pend for records, ensure that Magellan ROI’s are signed for past treatment providers and include them in the packet. 

· If the applicant has current or very recent substance abuse issues, explore the option and benefits to pending to EEP.
· If a BHT completes the evaluation, ensure that the appropriate supervisor signs off on the assessment before submitting to Magellan.

· Double check that all consent forms and required documents are signed, dated, and complete before submitting to the Magellan Eligibility Department. Failure to do so may delay the determination.

PART C – ADDITIONAL ADDENDA



Name:________________________           

1. Preliminary SMI Eligibility Determination Recommendation
Based upon my direct behavioral health assessment of this person, I 

        Print Name






Credentials 

        make the following preliminary SMI eligibility recommendation.

1. Preliminary Recommendation of Qualifying Diagnosis: (Select the person’s principal diagnosis(es) supported by available information.)

Psychotic Disorders:

 FORMCHECKBOX 
 295.10,  FORMCHECKBOX 
 295.20,  FORMCHECKBOX 
 295.30,  FORMCHECKBOX 
 295.60,  FORMCHECKBOX 
 295.70,  FORMCHECKBOX 
 297.1,    FORMCHECKBOX 
 295.90,  FORMCHECKBOX 
 298.9

Bipolar Disorders:

 FORMCHECKBOX 
 296.00,  FORMCHECKBOX 
 296.01,  FORMCHECKBOX 
 296.02,  FORMCHECKBOX 
 296.03,  FORMCHECKBOX 
 296.04,  FORMCHECKBOX 
 296.05,  FORMCHECKBOX 
 296.06,  FORMCHECKBOX 
 296.40,  FORMCHECKBOX 
 296.41,  FORMCHECKBOX 
 296.42, 

 FORMCHECKBOX 
 296.43,  FORMCHECKBOX 
 296.44,  FORMCHECKBOX 
 296.45,  FORMCHECKBOX 
 296.46,  FORMCHECKBOX 
 296.50,  FORMCHECKBOX 
 296.51,  FORMCHECKBOX 
 296.52,  FORMCHECKBOX 
 296.53,  FORMCHECKBOX 
 296.54,  FORMCHECKBOX 
 296.55, 

 FORMCHECKBOX 
 296.56,  FORMCHECKBOX 
 296.60,  FORMCHECKBOX 
 296.61,  FORMCHECKBOX 
 296.62,  FORMCHECKBOX 
 296.63,  FORMCHECKBOX 
 296.64,  FORMCHECKBOX 
 296.65,  FORMCHECKBOX 
 296.66,  FORMCHECKBOX 
 296.7,    FORMCHECKBOX 
 296.80, 

 FORMCHECKBOX 
 296.89

Obsessive Compulsive Disorder:

 FORMCHECKBOX 
 300.03

Major Depression: 
 FORMCHECKBOX 
 296.20,  FORMCHECKBOX 
 296.21,  FORMCHECKBOX 
 296.22,  FORMCHECKBOX 
 296.23,  FORMCHECKBOX 
 296.24,  FORMCHECKBOX 
 296.25,  FORMCHECKBOX 
 296.26,  FORMCHECKBOX 
 296.30,  FORMCHECKBOX 
 296.31,  FORMCHECKBOX 
 296.32, 

 FORMCHECKBOX 
 296.33,  FORMCHECKBOX 
 296.34,  FORMCHECKBOX 
 296.35,  FORMCHECKBOX 
 296.36

Other Mood Disorders:

 FORMCHECKBOX 
 296.90,  FORMCHECKBOX 
 301.13,  FORMCHECKBOX 
 311,  FORMCHECKBOX 
 300.4

Anxiety Disorders: 

 FORMCHECKBOX 
 300.00,  FORMCHECKBOX 
 300.01,  FORMCHECKBOX 
 300.02,  FORMCHECKBOX 
 300.14,  FORMCHECKBOX 
 300.21,  FORMCHECKBOX 
 300.22,  FORMCHECKBOX 
 309.81
Personality Disorders:
 FORMCHECKBOX 
 301.0,    FORMCHECKBOX 
 301.20,  FORMCHECKBOX 
 301.22,  FORMCHECKBOX 
 301.4,    FORMCHECKBOX 
 301.50,  FORMCHECKBOX 
 301.6,   FORMCHECKBOX 
 301.81,  FORMCHECKBOX 
 301.82,  FORMCHECKBOX 
 301.83,  FORMCHECKBOX 
 301.9
1(a) The above noted diagnosis(es) is/are suggested based upon the following signs and symptoms of the mental disorder(s): (Provide descriptions of both positive (confirming) findings and negative (“rule-out”) findings for other diagnoses that were considered).
1(b) Based on the assessment and other available information, the person’s current GAF score was determined to be:       
PART C – ADDITIONAL ADDENDA
SMI DETERMINATION CONTINUED



Name:________________________                              
2. Preliminary Recommendation of Functional Criteria: As a result of the above diagnosis, the person exhibits any item listed under 2(a), (b), and/or (c) for most of the past twelve months or for most of the past six months with an expected continued duration of at least six months: 
 FORMCHECKBOX 
  2(a)  Inability to live in an independent or family setting with out supervision (Self Care/Basic Needs) - The 

        person’s capacity to live independently or in a family setting, including the capacity to provide or arrange for   

        needs such as food, clothing, shelter and medical care. 

 FORMCHECKBOX 
   Neglect or disruption of ability to attend to basic needs.

 FORMCHECKBOX 
   Needs assistance in care for self.

 FORMCHECKBOX 
   Unable to care for self in safe or sanitary manner.

 FORMCHECKBOX 
   Housing, food and clothing must be provided or arranged for by others.

 FORMCHECKBOX 
   Unable to attend to the majority of basic needs of hygiene, grooming, nutrition, medical, and dental care.

 FORMCHECKBOX 
   Unwilling to seek prenatal care or necessary medical/dental care for serious medical or dental conditions.
 FORMCHECKBOX 
   Refuses treatment for life threatening illnesses because of behavioral health disorder.

 FORMCHECKBOX 
  2(b)  A risk of serious harm to self or others (Social/ Legal and/or Feeling/Affect/Mood) - The extent and ease 

               with which the person is able to maintain conduct within the limits prescribed by law, rules and social 
               expectations, and/or the extent to which the person’s emotional life is well modulated or out of control.


 FORMCHECKBOX 
   Seriously disruptive to family and/or community.


 FORMCHECKBOX 
   Pervasively or imminently dangerous to others’ bodily safety.


 FORMCHECKBOX 
   Regularly engages in assualtive behavior.

 FORMCHECKBOX 
   Has been arrested, incarcerated, hospitalized or at risk of confinement because of dangerous behavior.


 FORMCHECKBOX 
   Persistently neglectful or abusive towards others in the person’s care. 


 FORMCHECKBOX 
   Severe disruption of daily life due to frequent thoughts of death, suicide, or self-harm, often with behavioral 

        intent and/or plan. 

 FORMCHECKBOX 
  2(c)  Dysfunction in Role Performance – Person’s capacity to perform the present major role function in society -- 

               school, work, parenting or other developmentally appropriate responsibility. 

 FORMCHECKBOX 
   Frequently disruptive or in trouble at work or at school

 FORMCHECKBOX 
   Frequently terminated from work or suspended/expelled from school.


 FORMCHECKBOX 
   Major disruption of role functioning.


 FORMCHECKBOX 
   Requires structured or supervised work or school setting.


 FORMCHECKBOX 
   Performance significantly below expectation for cognitive/developmental level.


 FORMCHECKBOX 
   Unable to work, attend school, or meet other developmentally appropriate responsibilities. 
3. Risk of Deterioration 

 FORMCHECKBOX 
  The person does not currently meet any one of the above functional criteria 2(a) through 2(c) but may be expected to 

       deteriorate to such a level without treatment. 

        FORMCHECKBOX 
  A qualifying diagnosis with probable chronic, relapsing and remitting course.

        FORMCHECKBOX 
  Co-morbidities (like mental retardation, substance dependence, personality disorder, etc.).

        FORMCHECKBOX 
  Persistent or chronic factors such as social isolation, poverty, extreme chronic stressors (life-threatening or 

             debilitating medical illnesses, victimization, etc.)

        FORMCHECKBOX 
  Other (past psychiatric history; gains in functioning have not solidified or are a result of current compliance 

              only; court-committed; care is complicated and requires multiple providers; etc.). 

If the assessor concurs with the above statement, document reason: 
4. The above noted Functional Criteria ratings are suggested based upon the following information regarding this person’s functioning: (Provide a description of positive (confirming) findings and negative (“rule-out”) findings of the functioning of this person). 
	

	     
	     
	     

	Assessor’s Name (print) / Signature

	
	Credentials/Position
	
	Date


PART C – ADDITIONAL ADDENDA

SMI DETERMINATION CONTINUED

Name:________________________               

II.
Final SMI Eligibility Determination Evaluation



 FORMCHECKBOX 
 
SMI – All of the available information supports the conclusion that the above individual has a qualifying 




 diagnosis (1) AND either meets one or more functional criteria (2) OR is at risk of deterioration (3) and




 therefore meets ADHS/DBHS clinical criteria for Serious Mental Illness (SMI).



 FORMCHECKBOX 

Not SMI - The above individual does not meet ADHS/DBHS clinical criteria SMI.

Clinical rationale for final determination:

See attachment by Magellan reviewer. 

                                 / [image: image2]



SMI Eligibility Reviewer
             


 Reviewer Name (print) / Signature


    
   Credentials/Position

  
    Date

SERIOUSLY MENTALLY ILL (SMI) DETERMINATION


(Persons who request SMI determination or have SMI qualfying diagnosis and GAF score 50 or lower)








14

