	 County APS Assessment Tool

	
Client Name:  

	
Assessment Date: 

	Address:

	Referral Date:

	Nature of Concern:________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Persons Involved in Crisis/Incident:___________________________________________________________
________________________________________________________________________________________


	Risk

	Is there an impairment in the individual’s judgement?  ☐ No  ☐ Yes

What are your observed concerns? ___________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Are there concerns related to the individual’s ability to care for their basic needs?  ☐ No  ☐ Yes

What are your observed concerns? ___________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Are there safety concerns related to the individual’s physical living environment?  ☐ No  ☐ Yes

If yes, note observations: ___________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Does the individual express having suicidal thoughts?  ☐ No  ☐ Yes

If yes, explain: __________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Does the individual express having homicidal thoughts?  ☐ No  ☐ Yes

If yes, explain:____________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________


	Risk Assessment: _________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



	Mental Health & Substance Abuse

	Mental Health History: ____________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________


	Substance Use/Treatment History: ___________________________________________________________
________________________________________________________________________________________


	Medical

	Medical Conditions or Physical Complications: _________________________________________________
_______________________________________________________________________________________


	Primary Care Physician/Specialty Providers: ___________________________________________________
_______________________________________________________________________________________


	Medications for Medical/Physical Concerns: ___________________________________________________
_______________________________________________________________________________________


	Medical for Psychiatric/Mental Health Concerns: _______________________________________________
_______________________________________________________________________________________


	Allergies: ☐ None  ☐ Unknown  List: _______________________________________________________
_______________________________________________________________________________________


	Abuse

	Are there any reported or observable concerns of abuse or neglect?  ☐ No  ☐ Yes

If yes, explain: ___________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________
  

	Are there any reported financial concerns?  ☐ No  ☐ Yes

If yes, explain: ___________________________________________________________________________
_______________________________________________________________________________________


	Do you have any/past losses which you are still grieving?  ☐ No  ☐ Yes

If yes, explain: ___________________________________________________________________________
_______________________________________________________________________________________


	Personal & Family History

	Relationship Status: ☐ Single  ☐ Married  ☐ Coupled  ☐ Divorced  ☐ Separated  ☐ Widowed

	Do you have children?  ☐ No  ☐ Yes _______________________________________________________
_______________________________________________________________________________________


	Do you have a cultural, spiritual, or ethnic affiliation that you would like us to consider?  ☐ No  ☐ Yes
______________________________________________________________________________________________________________________________________________________________________________


	Are there individual’s that assist/support you in any way?  ☐ No  ☐ Yes ____________________________
______________________________________________________________________________________________________________________________________________________________________________


	Identified Strengths: ______________________________________________________________________
_______________________________________________________________________________________


	What are your hobbies/leisure activities? ______________________________________________________
_______________________________________________________________________________________


	Legal

	
Guardianship: ☐ No  ☐ Yes      Protective Placement:  ☐ No  ☐ Yes _______________________________


	Power of Attorney:  ☐ No  ☐ Yes      Active  ☐ No  ☐ Yes

Type: ☐ Health Care  ☐ Financial


	Payee:  ☐ No  ☐ Yes ___________________________________________________________


	90 Day Hold Open:  ☐ No  ☐ Yes      Expiration Date:______________


	Commitment:  ☐ No  ☐ Yes _____________________________________________________


	Current Legal Charges:  ☐ No  ☐ Yes    Probation Officer (if yes): ______________________


	Employment/Education/Military

	
Employment:  ☐ No  ☐ Yes ____________________________  ☐ Retired  ☐ Disabled


	Highest Grade Completed:  ☐ Elementary  ☐ High School  ☐ HSED/GED  ☐ Some College                     ☐ College Graduate  ☐ Graduate or more  


	[bookmark: _GoBack]Military Service:  ☐ No  ☐ Yes ________________________    VA connected  ☐ No  ☐  Yes


	Mental Status

	General Appearance 
Distress Level:  Acute  Moderate  Mild  None
Hygiene/Grooming:  Clean  Unkempt  Normal
Dress:  Clean/Neat  Casual  Appropriately  Inappropriately
Build/Stature: Tall  Short  Thin  Obese  Normal

	Motor Status
Posture: Normal  Slumped  Rigid
Mannerisms: Unremarkable  Gestures  Grimaces  Twitches/Tics  Tremor  Other
Activity Level: Unremarkable  Relaxed  Coordinated  Awkward/Uncoordinated  Agitated/Restless  Lethargic  Hypomanic
Eye Contact: Maintained  Avoided
Gait: Slow  Normal  Hyper  Uncoordinated

	Affect
 Normal Range  Labile  Sad/Depressed  Anxious  Angry/Hostile  Tearful  Euphoric                Dramatic  Flat  Blunted 

	Mood/Feelings Reported/Observed
 Grief  Panic  Helplessness/Hopelessness  Euphoria  Euthymic  Elevated  Irritable  Paranoia  Anxious  Depression/Sadness

	Thought Content
 Appropriate to content  Inappropriate to content  Delusional  Actively Psychotic

Suicidal Ideation: None  Passive  Active 
Homicidal Ideations:  None  Passive  Active 

	Thought Process
 Circumstantial  Tangential  Confused  Disorganized  Normal 

	Attitude
 Cooperative  Hostile  Open  Secretive  Evasive  Suspicious  Defensive

	Orientation
 Time  Person  Place

	Judgment
 Good  Fair  Poor

	Memory/Concentration
 Short-term intact  Long-term intact  Distractible/Inattentive

	Insight 
 Good  Fair  Poor

	Perception
 No hallucinations or delusions during interview  Hallucinations  Delusions                                           Substance induced impairment

	Speech
 Ordinary  Rapid  Slow  Halting  Stuttering  Loud  Soft  Pressured  Slurred

	
Diagnosis: ______________________________________________________________________________


	Does the individuals presenting circumstances meet the criteria for a DHS Chapter 34 “crisis”?  
☐ No  ☐ Yes 

	
Response Plan: __________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




