Eric D. McLellan, LPCC
____________________________________________________________________

1948 E. Whipp Rd, St. A2

            
Kettering, Ohio  45440

(937) 643-0091
INTAKE SUMMARY

Identifying Information:                                            


 Client Name:                                                                      


Date of Birth:
 


      

 Therapist:                                                                                           
 
Date of Initial Session:


                                
Presenting Problem:





















































































































 

List of Current Symptoms:   (Please check all that apply.  Those not checked will be assumed absent.)

____Depressed Mood

          
____Hyperactivity

                        ____Emotional/Physical/Sexual Trauma Victim

____Decreased Energy

          
____Trouble Concentrating          
        ____Emotional/Physical/Sexual Trauma Perpetrator
     

____Hopelessness

          

____Delusions


        ____Self-Mutilative Behavior
     

____Feelings of Worthlessness        

____Hallucinations

         
        ____ Substance Abuse/Dependence (check one)

____Guilt


          
____Paranoia



____     Active Substance Abuse/Dependence

____Nervousness/Anxiety              

____Dissociative States


____     Early Full Remission

____Panic Attacks

          

____Oppositional


                ____     Early Partial Remission

____Grief


          
____Somatic Complaints


____     Sustained Partial Remission

____Elevated Mood

          
____ Medical  Illness
                        ____Other (specify):




____Irritability


     
____Impulsivity     


        ____Other (specify):




____Obsessions/Compulsions

____Eating Disorder

        ____Other (specify):





Symptoms have been present for:

          ____ Less than 1 month
               ____ 1 to 6 months
        ____ 7 to 12 months                        ____ 1 to 3 years                 ____ More than 3 years

Current Impairment:



Impairment Level      (circle)






         Categories


        No

     Mild

  Moderate
  Marked
   Extreme



 

Impairment
Impairment
Impairment
Impairment
Impairment
   

Marriage/Relationship/Family

           1

          2

           3

           4

          5

Job/School/Performance

           1

          2

           3

           4

          5

Friendship/Peer Relationships

           1

          2

           3

           4

          5

Financial Situation


           1

          2

           3

           4

          5

Hobbies/Interests/Play Activities

           1 

          2

           3

           4                                5

Physical Health


           1

          2

           3

           4

          5

Legal Status (Arrest, Probation)

           1

          2

           3

           4

          5

Activities of Daily Living

           1

          2

           3

           4

          5

     (personal hygiene, bathing, etc.)

Eating Habits


           1

          2

           3

           4                                5

Sleeping Habits                                                        1

          2
  
           3

           4

          5

Sexual Functioning


           1

          2

           3

           4

          5

Ability to Concentrate


           1

          2

           3

           4

          5

Ability to Control His/Her Temper
           1

          2

           3

           4

          5

Risk Assessment:  (underline all that apply)

Suicidality


Not Present
Ideation

Plan

Means

Prior Attempt

Homicidality


Not Present
Ideation

Plan

Means

Identifiable Target Person?


Other Risk Behaviors  (list)














Any Known Alergies?        Yes        No         If yes please list_____________________________________________________________________

Mental Status Information: 
 (underline applicable)

General:       Build:
Normal

               Thin

Athletic


Overweight


        Hygiene:
Appropriate 

Disheveled
Flamboyant

Bizarre

Consciousness:

Alert


Lethargic

Hypervigilant

Confused

Orientation:

INTACT        or
IMPAIRMENT:
Always

Sometimes

Time
   Place
        Person
Attention:

Focused


S/w Distractible
Easily Distracted

Unable to Attend


Attitude:

Cooperative

Guarded

Suspicious
Withdrawn
Oppositional
Belligerent

Eye Contact:

Appropriate

Avoidant

Intense

Motor Activity:

Calm


Agitated

Hyperactive
Tremors/Tic

Muscle Spasm
Mood:


Appropriate to Topic
Angry

Sad

Anxious

Euphoric

Irritable
Affect:
        Range:
Full


Constricted
         Amplitude: Appropriately Variable 
Labile

Expansive
Blunted         
 Flat
Speech:


Normal


Delayed

Slurred

Paucity

Loud               Soft




Perseverating

Pressured

Incoherent
Monotonous
Excessive

Self Perception:

No Impairment

Derealization

Depersonalization

Memory:

INTACT        or
IMPAIRMENT:
Immediate

Recent

Remote
   Global             

Abstraction:

INTACT       or
IMPAIRMENT:
Concrete

Idiosyncratic
Thought Process:
Logical

Goal Directed
Circumstantial
Tangential
Flight of Ideas
Loose Associations
Thought Content:
Obsessions
 Preoccupation
    
 Paranoia

Violent Ideation


HALLUCINATIONS:
  None     Auditory      Visual      Tactile     Olfactory
Impairment:           Mild
 Mod.      Severe



DELUSIONS:

Not Present
Grandiose

Somatic

Persecutory
Other
Cognitive Function:
GENERAL KNOWLEDGE INTACT
Yes
No
SERIAL SEVENS INTACT
Yes
No




SIMPLE CALCULATIONS INTACT
Yes
No          DIGITS FORWARD _____        DIGITS BACKWARD _____

Behaviors:

Compulsions
Aggressive
Assaultive
Destructive
Sexual Inapprop.
Self-Mutilation

Insight:


INTACT        or
IMPAIRMENT:

Minimal

Moderate

Severe

Judgment:
            
INTACT        or  
IMPAIRMENT:

Minimal

Moderate

Severe
Prior Treatment:

Psychiatric



Substance Abuse


Treatment Outcomes:


____None



____None









____Outpatient



____Outpatient










____Inpatient



____Inpatient









 
__within last 12 months


__within last 12 months









___two or more prior admissions

__two or more prior admissions






Prior Psychotropic Medication, including date, dosage and response:

Client Resources:


























































Therapist  Problem Formulation and Treatment Formulation:
        (Include Steps taken to address Risk)

























































































































Diagnosis:   Please complete all Axes.  Use DSM-IV Codes unless Medicare client; then use ICD-9-CM Codes for Axes I and II.


Axis I:       


 







      

        


Axis II:     














Axis III:   















Axis IV:














Axis V:    ________  Current                   100-91  Highest Function                    90-81   Minimal Symptoms                    80-71   Mild/transient Symptoms


   __________    Highest                    70-61  Mild Symptoms 
            60-51   Moderate Symptoms
      50-41   Serious Symptoms


  40-31   Impaired Reality Testing      30-21  Unable to Function             20-11   Some Danger to Self/Others        10-01   Serious Danger to Self/Others
Treatment: 

Goals Related to Presenting Problems/Symptoms (Please Use Finite and Measurable/Observable Terms)  
             Target Date
 SHORT TERM 
A.












                        

B.














C.














D.














LONG TERM
1.














2.















3.















4.















Client understand and agrees with these goals       _____Yes        _____No


TYPE  OF  TREATMENT (circle)


         FREQUENCY/WEEK

DURATION OF VISITS in Minutes (circle)
Indiv.      Family      Couple      Group      Other___________          ________________

25       45/50
75/80
    90       120

Client understands and agrees with these goals.    _______ yes        _______ no


PRIMARY TREATMENT MODALITY/MODALITIES    (I.E. COGNITIVE, PLAY THERAPY, PSYCHODYNAMIC, HYPNOSIS, SYSTEMS)

















OTHER TREATING THERAPISTS THAT YOU ARE AWARE OF 










ESTIMATED DURATION OF  TREATMENT.












What other treatment or community services is/are the client receiving?


__ None

__Individual

__Family
__Group

__EAP

__Medication Management


__AA/NA
__Other 12-Step_________             __Other Self-Help______________               __Structured Program

__Medical Treatment 

__Probation/Parole
__Other



 
Have you contacted other involved professionals to coordinate treatment?      ___Yes     ___No          If so, When?


Behavioral ___/___/20__ 

Psychiatric___/___/20__

 Medical ___/___/20__

Are other family members in treatment?     __ Yes         __ No      

With you?      __Yes    __ No

Psychoactive Medication:

MEDICATIONS


       DOSAGE                       
TIMES PER DAY


START DATE

1.
















2.
















3._____________________________________________________________________________________________________________________

4.
















5.































PHYSICIAN ADMINISTERING MEDICATIONS:

Name














                                                                                                                             

Address






  







                                                                                                                      
Additional Comments/Information:


























Therapist Signature








Date

Signature of Supervisor








Date
