Flying Change

Date ______________

Source of Referral _____________________ Phone Number _________________

Primary Therapist______________________ Phone Number_________________

Case Worker__________________________ Phone Number_________________

Emergency Contact_____________________ Phone Number_________________

Identifying Data:

Name____________________________ Preferred First Name _______________

Age____ D.O.B.________ Marital status ____Gender ____ Race _____________ 

Chief Presenting Issue/Reason for Referral: _____________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History: (chronology of symptoms, precipitants, level of functioning)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Medications, Side Effects: (names, routes, doses) ________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________

Allergies: _______________________________________________________________

________________________________________________________________________

Treatment History: (outpatient therapy, inpatient therapy, client’s age, presenting symptoms, treatment interventions, effects, compliance, outcome)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History: (psychiatric diagnosis, alcohol/substance abuse, divorce)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DSM Diagnosis

Axis I    __________________________________________

Axis II  __________________________________________

Axis III __________________________________________

Axis IV __________________________________________

Level of Care: _____________________________________

Treatment Plan: problems to be treated, treatment goals/objectives, interventions

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check and describe applicable issues:

____ Inattention

____ Impulsivity

____ Hyperactivity

____ Lack of concentration

____ Learning disabilities

____ Developmental delay

____ Mentally-challenged

____ Boundary issues

____ Social skills problems

____ Difficulty with peers

____ Separation anxiety

____ Anxiety

____ Phobias

____ Aggression

____ Assaultive

____ Manipulative

____ Unpredictable or dangerous behavior

____ Psychosomatic symptoms

____ Self-injurious behavior

____ Suicidal ideation

____ History of runaway

____ Issues of parental support

____ Issues of family support

____ Sexual acting out

____ History of sexual abuse

____ History of physical abuse

____ History of emotional abuse

____ Hallucinations

____ Delusions

____ Dissociation

____ Substance abuse problems

____ Legal problems

____ School problems

____ History of animal abuse

____ History of fire-setting

____ Seizure disorder

____ Possible medication side effects

