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1. IDENTIFYING INFORMATION
Client Name: Date of First Appointment:

If date seen was more than 5-days from date assigned to Provider, please explain:

Client Address: Client Phone:

Client Date of Birth: Client Gender: Provider Name:

Insured’s SSN or ID: Provider Phone: Lic.#
Insured’s Employer: Is Patient on Disability?: OYes CONo

Client was referred by: ~ [ICounty [IPCP [IMember [IHolman

2. PRESENTING PROBLEM (including precipitating events/ current stressors/ relevant history)

3.  DESIRED OUTCOME OF TREATMENT

4.  CURRENT RISk FACTORS

CONone Current Ideation: (lYes [ONo Intent: (JYes CINo

A. Suicidality:
Means: (1Yes [INo Past Attempts: (IYes [INo Current Safety Plan: (1Yes [INo
CONone Current Ideation: (lYes [ONo Intent: (JYes CONo

B. Homicidality:
Plan: [dYes [INo

C. Current/ Past Physical/ Sexual Abuse, or Child/ Elder Neglect: (1Yes [INo

If “yes”, patient is: CIPerpetrator CVictim  Has the abuse been legally reported? [IYes [INo

If “yes” to any of the above, please explain:

D. Current Drug and Alcohol Use: [ONone use CJAbuse [1Dependence
. . # of Att ts at
Substance Quantity Frequency Last Used Duration of Use ° e.mp >a Type of CD Txmt
Sobriety
5.  PREVIOUS MEDICAL, AND PSYCHIATRIC TREATMENT (Please check all that apply)
Oinpatient Psychiatric (date): [JOutpatient Psychiatric (date): [JSelf-Help Support Group:
[IPsychotropic Medication Management [JSignificant Medical (type & date) [CJother:
Date of Last Physical Exam: Name of Primary Care Physician:
6.  CURRENT MEDICATIONS
Name of Medication Current Dosage/ Frequency Start Date

Prescribing physician (indicate if Primary Care Provider of Psychiatrist):
7.  RELEVANT SOCIAL HISTORY
Ethnic/ Religious ID: Do cultural, ethnic or religious factors affect treatment? OYes CONo
If “yes”, please explain:
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Affect:

Mood:
Appearance:
Motor Activity:
Thought Process:
Hallucinations:
Delusions:
Memory:
Judgment:
Orientation:

Speech:

9. DIAGNOSIS

Managed Behavioral Health Care Services

Clinical Assessment

10. PATIENT’S CHALLENGES

11. STRENGTHS

12. ASSESSMENT AND CONCLUSION

13. TREATMENT GOALS

14. REQUEST FOR TREATMENT AUTHORIZATION

JProblem Resolved — No further sessions needed.

Number of sessions used:

This is a request for:

Client Name:
8.  MENTAL STATUS EXAM (Please check appropriate box for each category)
UAppropriate [Labile [IExpansive [IConstricted [IBlunted
LINormal [IDepressed [JAnxious [JEuphoric
OWell-groomed  [Disheveled [IBizarre UInappropriate
[ICalm [JHyperactive [Agitated LITremors/Tics [IMuscle Spasms
UlIntact [Tangential UCircumstantial ~ [Flight of Ideas [Loose Associations [JConfused
[INone UJAuditory UVisual [JOlfactory [JCommand
[INone [IPersecutory [IGrandiose
UlIntact UlImpaired UImmediate [JRecent [IRemote
UlIntact UlImpaired CIMmild [IModerate [ISevere
UlIntact UlImpaired [IDate [IPlace UTime [ISituation
CINormal [ISlowed [IPressured (Slurred [Stuttering
Medical Conditions:
Oindividual Tx IGroup Tx CIOther: (Explain)
[JEM99213/EM99214 CJEM+90833 (20-30 min) CJEM+90836 (45-50 min) [IOther:

Medication Mgt.:

Treatment Frequency:

Times Per Week:

Month:

Other:

To request referrals covered under the patient’s Holman mental health benefits, please call (800) 321-2843.

[ I certify that the above is true and correct. The treatment plan has been reviewed and agreed upon by the patient.

Provider Signature:

# of Sessions/ Service/ Frequency

# of Sessions/ Service/ Frequency

Date Span:

Note:

Signature:
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