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	INFANT MENTAL HEALTH

PSYCHOSOCIAL ASSESSMENT 

	
	
	



	 Procedure Code:
	
	Service Date: 
	
	Start Time:
	
	Stop Time:
	


                                                                (Date of First Face-to-Face)




(This assessment is due within 30 days of the date assigned .)
I.     PRESENTING PROBLEM (Reason child went in to care) 
Past Psychiatric/Psychological History:  (Include caregivers and past medications)

	Current Medications
(Include psychotropic, over-the-counter, and herbal remedies. Include all meds taken over past 6 months.)

	Current Medications
	Dosage
	Frequency
	Prescribed By
	Reason for Prescription

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Is individual/family compliant with medications?
	
	Yes
	
	No


If no, please explain:       
 

Allergies:       
Past medical history (include hospitalizations, surgeries, physical limitations, prenatal care, mother’s health during pregnancy, health upon delivery):       
Family/social history (including siblings , associated needs and risk factors, natural supports):       
Observation (parent/child relationships, sibling relationships, relationships in current placement):       
Education (include schools and day cares attended, special education, discipline problems, Early On status, and level of education of parents):       
Current Placement:    FORMCHECKBOX 
 Home with family
  FORMCHECKBOX 
 With relatives        FORMCHECKBOX 
 Foster home

II.    DRUG/ALCOHOL ASSESSMENT (Assess for caregivers)
	SUBSTANCE USE HISTORY 
(Include experimentation & accidental ingestion. Include alcohol, tobacco, and caffeine)

	Drug
	Method
	Age 1st used
	Age last used
	Onset of heavy use
	# days used in last 30
	Amount used in last 48 hrs.
	1st as RX?
	Last used when?
	Amount used daily/weekly
	Drug of choice

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Any changes in patterns of use over time?
	
	No
	
	
	Yes

	Does individual ever drink or drug more than he/she intends?
	
	No
	
	Yes

	Has individual experienced an increase in the amount he/she can use to get the same effect?
	
	No
	
	Yes

	Is there a history of overdose?
	
	No
	
	Yes, describe:
	     

	Is there a history of seizures?
	
	No
	
	Yes, describe:
	     

	Is there a history of blackouts?
	
	No
	
	Yes, describe:
	     

	Has individual ever used medications to either get high or come down from being high?
	
	No
	
	Yes

	With whom does individual usually use?
	     

	Has individual had previous substance abuse treatment?
	
	No
	
	Yes, where:
	     

	Were drugs/alcohol used during pregnancy?
	
	No
	
	Yes, describe:
	     


Assessment of risk in this area:       
III. MENTAL STATUS ASSESSMENT 
Orientation/Attention:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable
Describe:       
Thought Process:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable
Describe:       
Affect Expression and Regulation:     FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable     
Describe:       
Behavior:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable  
Describe:       
Communication:   FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable     
Describe:       
Activity:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable     
Describe:       
Attitude:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable
Describe:       
Appearance:    FORMCHECKBOX 
 Remarkable      FORMCHECKBOX 
 Unremarkable
Describe:       
Summary of development (Early On, ASQ and ASQ/SE results):       
IV.
   HEALTH AND SAFETY (Assess for parent and infant and as if person served were not in current placement.)
	Identified Risk Factors:
	
	None

	
	Unsafe Sex Practices
	
	Physical Abuse
	
	Impulsivity

	
	Pregnancy
	
	Residential Safety
	
	Chronic Health Problems

	
	Sexual Abuse
	
	IV Drug Abuse
	
	Non-Attentive to Need for Health Care

	
	Alcohol/Substance Abuse
	
	Diet/Nutrition
	
	Hygiene

	
	Self Harm
	
	Nicotine Use
	
	Household Management

	
	Aggression Toward Others
	
	Medication Interaction
	
	Physical Disability

	
	Verbal/Emotional Abuse
	
	Medication Management
	
	Recent Loss (Parent, child, spouse, job, relationship)

	
	Community Safety
	
	Stress Related to Parenting
	
	Psychosis

	
	Other:
	     


	Identified Needs:
	
	None

	
	WIC 
	
	Head Start/ Early Head Start
	
	Dental Exam

	
	Early On
	
	Health Care Assessment/Yearly Check-up

	
	Other:
	     


	Parent able to meet basic needs?
	
	N/A

	
	Food
	
	Shelter
	
	Medical

	Describe:        


	Safety Concerns: 
	
	N/A

	Describe:       


 Assessment of Risk:       
V.     FUNCTIONAL SUMMARY  (Clinician’s view; check column as applicable for infant or family) 

	Function
	N/A
	Strength
	Concern
	
	Function
	N/A
	Strength
	Concern

	Daily Activities
	
	
	
	
	Safety
	
	
	

	Family relationships
	
	
	
	
	Legal
	
	
	

	Social Relationships
	
	
	
	
	Cognitive Functioning
	
	
	

	School/ daycare
	
	
	
	
	Housing
	
	
	

	Work 
	
	
	
	
	Social Skills
	
	
	

	Finances
	
	
	
	
	Impulse Control
	
	
	

	Physical Health
	
	
	
	
	Responsibility
	
	
	


VI.    SUMMARY OF STRENGTHS, ABILITIES, NEEDS, & PREFERENCES (Clinician’s view with client’s input) 


      
VII. OBSTACLES/BARRIERS TO SUCCESSFUL OUTCOMES  


     
VIII.   DIAGNOSTIC INFORMATION (codes & nomenclature)
	
	*Designate “P” for primary diagnosis

	*Axis I
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	Axis II
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	Axis III
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	
	Code
	
	
	
	
	

	Axis IV
	  (Check all that are appropriate and specify the problem)

	
	Problems with primary support group
	Specify:
	       

	
	Problems related to the social environment
	Specify:
	       

	
	Educational problems
	Specify:
	       

	
	Occupational problems
	Specify:
	       

	
	Housing problems
	Specify:
	   FORMDROPDOWN 


	
	Economic problems
	Specify:
	   FORMDROPDOWN 


	
	Problems with access to health care services
	Specify:
	       

	
	Problems related to interaction with the legal system / crime
	Specify:
	       

	
	Other psychosocial & environmental problems
	Specify:
	       

	
	None

	Axis V
	
	


OUTCOMES:  
    Pir/GAS:       
IX.    TREATMENT/SERVICES/SUPPORTS RECOMMENDATIONS FOR CLIENT/FAMILY                                                              (Add bold letter(s) from the list below to each checklist item (rather than a checkmark) to indicate activity required.)
Link      Coordinate      Provide      Train      Monitor      Instruct      Assess      Refer      ADvocate  
	
	Psychiatric Consultation
	
	Community Support
	
	Individual Therapy

	
	Psychological Evaluation
	
	WIC
	
	Group Therapy

	
	Speech/Language
	
	Nursing Support
	
	Family Therapy

	
	Occupational Therapy
	
	Early On 
	
	Dual Diagnosis Group

	
	Physical Therapy
	
	Family Education
	
	Parenting Group

	
	Head Start/ Early Head Start
	
	Employment Assistance
	
	Housing Assistance

	
	Assistance with Benefits
	
	Money Management
	
	 SKIP

	
	Physical Health Assessment
	
	Dietary/Nutrition
	
	Transportation

	
	Child Care
	
	Substance Abuse Assessment

	
	Social Security Administration
	
	Other (see Medicaid Chapter III / State Plan):  

	
	Primary Health Care  
	
	


Recommendations to the court (include recommendations for visitation):       
	Clinician/Credentials
	
	
	Date:
	

	

	Supervisor/Credentials
	
	
	Date:
	








	Client Name:
	
	

	DOB:
	
	Section 4

	Staff Name:
	
	Last revised:  May 30, 2008

	Case Number:
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	Medicaid Number:
	
	



