CABHI PROGRAM INITIAL INTAKE PACKET

Referral Source: ___________________________   Date Referred: _________________ Client #:_____________
MENTAL HEALTH

Has this client been diagnosed with a mental illness?   Yes or   No
Ever been assessed by mobile crisis?  Yes or No   (when:  _____________)
Are you suicidal? Yes or No

What life domain (‘s) has ct been assessed as having difficulty with: _____
(1. Activities of daily living 2. Interpersonal functioning 3. Concentration, task performance, pace 4. Adaptation)

Does this client have TennCare, Medicare, or private insurance?    Yes or No    (Specify: _____________________)
Is client engaged in current mental health treatment?  Yes or No
Current Mental Health Treatment Provider & Physician: _________________________________________________  

SUBSTANCE ABUSE/DEPENDENCE
Does the client use Alcohol?  Drugs?  Yes or No
{If yes, please provide the information requested below}:
	Type 
used:
	Date of last use:
	Amount 
used:
	Length of use:
	Longest
period

of sobriety:
	Other information regarding AoD use:

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	

	4.
	
	
	
	
	

	5.
	
	
	
	
	


Has this client been engaged in past treatment programs before?   Yes or No

Is client currently involved in self-help support groups (such as AA/NA)? Yes or No
If yes, please list groups attended: ___________________________________________________________________
PHYSICAL HEALTH

Does client currently have a PCP?  Yes   or    No
Name/phone number: _______________________________

Does client have any known allergies?  Yes or   No    Please list: __________________________________________
Does client currently have any major health problems/diagnoses?  Yes   or   No

(If yes, please specify below)

______________________________________________________________________________________________________________________________________________________________________________________________

Social History

Is client currently employed?  Yes or No


(Employer :_____________________________)

If yes, how long has client been employed at this job? _______________________________________________
Does client have interest in employment? Yes or No

If yes, discuss potential assistance through IPS

If no, provide any client concerns ​​​​​​​​​​​​​​​​​_______________________________________________________


Family history of mental illness?  Yes or No

         (Relative/Dx:______________________________)

Family history of substance abuse/dependence?  Yes or No   (Relative/Dx:_____________________________)

Has client ever been physically, sexually, or emotionally abused?  Yes or No
Problems in school:  ____________________________________________________________________________
_____________________________________________________________________________________________

Social/Cultural Issues: __________________________________________________________________________
_____________________________________________________________________________________________

Family Relationships/support system: ______________________________________________________________
_____________________________________________________________________________________________

Financial Status

SSD:  

Yes or No         Amount: _________
 

SSI:                   Yes or No
Amount: _________
 

VA Benefits:  
Yes or No 
Amount: __________



Food Stamps: 
 Yes or No
Amount: __________
 

AFDC: 
 Yes or No
Amount: __________     


Employment:  Yes or No
Amount: __________     
Other Income: Yes or No
Amount: __________
Source: _________
Household Information


Household Type: (pick one)
                                                 Couple with No Children                   Foster Parent(s)

                                                 Two Parent Family                             Non-custodial Caregiver(s)

                                                 Female Single Parent                          Grandparent(s) and Child

                                                 Male Single Parent                             Other: ______________________________
# of family members living in your household:_______ Names: ______________________________________

Does client have children? Yes or No
          (Custody? _______________________________)


If yes and child(ren) are under 18, please list names:____________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________

Time of Enrollment Information:

# receiving government assistance (specify whether it is SSA, SSDI, SSI, FS, etc) _____________________

# employed__________

# receiving TNCare funded mental health services (or currently have TNCare Ins.) _________________


# receiving Safety Net funded mental health services (or currently have Safety Net Ins.) _____________

# receiving Medicare funded mental health services (or currently have Medicare Ins.) _______________

# receiving Private Insurance funded mental health services (or currently have Private Ins.) ___________
# receiving other payer sources for mental health services _____________

Involvement with Legal System

	Charge
	Date
	Convicted?
	Time Served
	Upcoming Court Date?

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	


Is client currently on parole/probation?  Yes or No    (date to end:________ PO’s name: ______________________)

Next Appointment and the Objective of the Meeting:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Clinician’s Signature: _________________________________
Staff ID: _________ Date: ________________

Client/Legal Guardian’s Signature: _____________________________________ Date: ________________
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