
 San Diego County Mental Health Services

BEHAVIORAL HEALTH ASSESSMENT – CRISIS STABILIZATION UNIT
*Client Name:              *Case #:       

 FORMTEXT 

*Assessment Date              * Program Name:  
LEGAL STATUS/CASE MANAGER/PAYEE

Conservator:
 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 LPS

 FORMCHECKBOX 
 Probate
 FORMCHECKBOX 
 Temporary


Case Manager:
 FORMCHECKBOX 
 None
 FORMCHECKBOX 
 SBCM
 FORMCHECKBOX 
 FSP

 FORMCHECKBOX 
 Institutional


 FORMCHECKBOX 
 Regional Center
 
 FORMCHECKBOX 
 Other      
Payee:        
Probation Officer:       
*SOURCE OF INFORMATION  

 FORMDROPDOWN 



If a source other than listed on the “Source of Information Table”, specify:       

Reports Reviewed: 
     

*Referral Source:(Select from Referral Source Table)  
 FORMDROPDOWN 
   
If Other, Specify:       
PRESENTING PROBLEMS/NEEDS: (Include precipitating factors that led to deterioration/behaviors.  Describe events in sequence leading to present visit.   Describe primary complaint and history of present illness.  Summary of client’s request for services including client’s most recent baseline and a subjective description of the problem/needs.  Include observable and measurable impairing behaviors; include experiences of stigma and prejudice, if any.)
     
PAST PSYCHIATRIC HISTORY:  (Previous history of symptoms and/or mental health treatment.  Describe in chronological order - where, when, and length of time.  Include dates and providers related to any prior psychiatric treatment, history, traumatic and/or significant events, and/or trauma related to treatment.  Include the most recent periods of stability and the characteristics of those periods.)
     
SOCIAL CONCERNS:


Peer/Social Support                                  FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess


Substance use by peers

              FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess


Gang affiliations


 FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess


Family/community support system
 FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess


Religious/spirituality


 FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess


Justice system



 FORMCHECKBOX 
 No            FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess

FAMILY HISTORY:  

Living Arrangement: (Select from Living Arrangement table listed in the Instructions Sheet)
                   FORMDROPDOWN 

Do any relatives, immediate or extended, have a current or history of mental illness?

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Refuse/Cannot Assess

If yes, describe below:       
Client and Family Strengths:      
CULTURAL INFORMATION: (Considerations could include language of client/family, primary language spoken at home, religious, spiritual beliefs, family structures, customs, moral/legal systems, life-style changes, socio-economic background, ethnicity, race, immigration history/experience, age, and subculture (homelessness, gang affiliations, substance use, foster care, military background), exposure to violence, abuse and neglect, experience with racism, discrimination, and social exclusion. Describe unique cultural and linguistic needs and strengths that may impact treatment. Cultural information includes an understanding of how client’s mental health is impacted. Consider using the Cultural Formulation Interview in the DSM 5 for further guidance.)
     
Experience of stigma, prejudice, or barriers to accessing services:  

                         FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

Describe:       
PRONOUNS (Examples: He, Him, His; She, Her, Hers; They, Them, Their; Ze, Hir, Hirs; Per/Per/Pers as told by client. A client may identify as any combination or use additional optional options not listed): 
     
PREFERRED NAME (What name does the client wish to be addressed by):
      
Gender Identity:  FORMCHECKBOX 
 Cisgender          FORMCHECKBOX 
 Transgender          FORMCHECKBOX 
 Intersex          FORMCHECKBOX 
 Other          FORMCHECKBOX 
 Decline to state

Legal Sex (This is sex on CAID or other legal documents and not sex assigned at birth):     

                   FORMCHECKBOX 
 Male             FORMCHECKBOX 
 Female               FORMCHECKBOX 
 Non-Binary             FORMCHECKBOX 
 Decline to state    
Current Gender:  FORMCHECKBOX 
 Female       FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Non-Binary/Genderqueer       FORMCHECKBOX 
 Questioning/Unsure       FORMCHECKBOX 
 Other    
                            FORMCHECKBOX 
 Decline to state

Sexual Orientation:  FORMCHECKBOX 
 Heterosexual/Straight             FORMCHECKBOX 
 Gay             FORMCHECKBOX 
 Lesbian             FORMCHECKBOX 
 Bisexual/Pansexual  
                                 FORMCHECKBOX 
 Queer        FORMCHECKBOX 
 Asexual         FORMCHECKBOX 
 Questioning/Unsure         FORMCHECKBOX 
 Other         FORMCHECKBOX 
 Decline to state
Clinical Considerations:       
HISTORY OF SELF-INJURY/SUICIDE/VIOLENCE


History of self-injury (cutting, burning)

              FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess


History of suicide attempt/s



 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess


History of violence toward another


 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

History of significant property destruction

 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

History of domestic violence



 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

History of abuse




 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

             Abuse Reported  

                                        FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 N/A     FORMCHECKBOX 
 Refuse/Cannot        

                                                                                                                                                          Assess 

                                  Experience of traumatic event/s


              FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess
A YES or REFUSE/CANNOT assess response to any of the above requires detailed documentation:

     
SUBSTANCE USE INFORMATION: 
Current substance use?                     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess                                                                             

When applicable, outline how substance use impacts current level of functioning:

     
History of substance use? 
 FORMCHECKBOX 
 No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 Refuse/Cannot Assess

History of substance use treatment:       
PROSPECTIVE RISK ANALYSIS TAB
ASSESSMENT OF RISK FACTORS:  Any “Yes” response should be addressed in the overall risk and treatment planning section. For all unlicensed staff and trainees, documentation of a consultation with a Program Manager or Licensed/Reg/Waivered designee is required. Any “Yes” response for questions with an (*) should elicit enhanced precaution, which would require review and creation of a safety plan with a licensed supervisor prior to the end of session with client. 

Has client had suicidal ideation in the past 12 months: 
☐Yes
☐No
☐Unable to Assess

        If Yes:

             Thoughts but not intention or plan?
☐Yes
☐No
☐Unable to Assess                

             Thoughts with intention, but no plan?
☐Yes
☐No
☐Unable to Assess

           *Thoughts, intention, and plan? (method/means?)
☐Yes
☐No
☐Unable to Assess

Does client have past suicidal behaviors?
☐Yes
☐No
☐Unable to Assess

(Things to consider: first attempt, most serious attempt, substance involvement,

complications, how was it prevented?)

Has client had violent/homicidal ideation or impulses in the 
☐Yes ☐No
☐Unable to Assess
past 12 months?

        If Yes:

             Thoughts/impulses, but no intention or plan?
☐Yes
☐No
☐Unable to Assess                           

             Thoughts/impulses with intention, but no plan?
☐Yes
☐No
☐Unable to Assess             

           *Thoughts/impulses with intention and plan? 
☐Yes ☐No ☐Unable to Assess
                (method/means?)

Does the client have past violent behaviors?
☐Yes
☐No
☐Unable to Assess

(Things to consider: toward property or animals, toward people, domestic

violence, antisocial, intimidation, predatory)

Does client have non-suicidal self-injurious behaviors?
☐Yes
☐No
☐Unable to Assess 

(Things to consider: method, severity, frequency, remote vs. ongoing)

Does the client have any recent (within the past 12 months) activating stressors? (select all that apply)

        ☐ Family/primary support group

        ☐ Social environment 

        ☐ Economic/occupational/educational problems

        ☐ Housing problems

        ☐ Health problems

        ☐ Legal problems     

        ☐ Other                                                                                                                                                  

*If yes, are these stressors experienced as “catastrophic”
☐Yes
☐No
☐Unable to Assess     
  or insurmountable?

Does the client have any historic stressors? (select all that apply)

        ☐ Family/primary support group

        ☐ Social environment 

        ☐ Economic/occupational/educational problems

        ☐ Housing problems

        ☐ Health problems

        ☐ Legal problems             

        ☐ Other                                                                     

*If yes, are these stressors experienced as “catastrophic”
☐Yes
☐No
☐Unable to Assess 
  or insurmountable?    

CONCURRENT CLINICAL FACTORS:


Active severe mental illness or serious emotional


☐Yes
☐No
☐Unable to Assess

disturbance not yet stabilized or in remission? 

Active self-destructive and/or impulsive personality
  

☐Yes
☐No
☐Unable to Assess

traits such as that found in borderline, histrionic and/or 
antisocial personality disorder?

Active moderate or severe substance use disorder


☐Yes
☐No
☐Unable to Assess
and/or recent relapse?

Active physical illness which causes severe pain,


☐Yes
☐No
☐Unable to Assess

immobility, life dysfunction or risk of death?

*Currently experiencing hopelessness, excessive


☐Yes
☐No
☐Unable to Assess

guilt/responsibility/family burden, isolation, extreme 

psychological pain and suffering, extreme 
bullying/victimization or making pre-death arrangements? 

*Currently experiencing extreme confusion, paranoia,

☐Yes
☐No
☐Unable to Assess

command auditory hallucinations, restlessness/agitation, 
anxiety/panic or severe sleep disturbance? 

PROTECTIVE FACTORS: (strong religious, cultural, or inherent values against harming self/others, strong social support system, positive planning for future, engagement in treatment, valued care giving role (people or pets) and strong attachment/responsibility to others.)



OVERALL RISK AND TREATMENT PLANNING:
Based on the above analysis, along with the completed comprehensive assessment, summarize concerns with respect to client’s risk for suicide, self-injury, and violence, and describe what will be done to manage or mitigate these risks in the treatment plan. In addition, be sure to address any Yes or Yes* response in the overall treatment plan.  If creation of a safety plan is required, include specific details of the plan: 

     
If applicable, enter name and credential of licensed staff with which any yes response to an asterisk question was identified and the safety plan was created/reviewed prior to end of the session with the client:
      
MENTAL STATUS EXAM

 FORMCHECKBOX 
 Unable to assess at this time. 

Level of Consciousness


 FORMCHECKBOX 
 Alert     
 FORMCHECKBOX 
  Lethargic
     FORMCHECKBOX 
  Stuporous

Orientation


 FORMCHECKBOX 
 Person      FORMCHECKBOX 
 Place      FORMCHECKBOX 
 Day      FORMCHECKBOX 
 Month      FORMCHECKBOX 
 Year      FORMCHECKBOX 
 Current Situation


 FORMCHECKBOX 
 All Normal      FORMCHECKBOX 
 None

Appearance


 FORMCHECKBOX 
 Good Hygiene
 FORMCHECKBOX 
 Poor Hygiene
 FORMCHECKBOX 
 Malodorous

 FORMCHECKBOX 
 Disheveled


 FORMCHECKBOX 
 Reddened Eyes
 FORMCHECKBOX 
 Normal Weight
 FORMCHECKBOX 
 Overweight 
 FORMCHECKBOX 
 Underweight

Speech


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Slurred      FORMCHECKBOX 
 Loud
   FORMCHECKBOX 
 Soft     FORMCHECKBOX 
 Pressured    

              FORMCHECKBOX 
 Slow
 FORMCHECKBOX 
 Mute

Thought Process


 FORMCHECKBOX 
 Coherent  
 FORMCHECKBOX 
 Tangential
    FORMCHECKBOX 
 Circumstantial  
 FORMCHECKBOX 
 Incoherent
 FORMCHECKBOX 
 Loose Association

Behavior


 FORMCHECKBOX 
 Cooperative
  FORMCHECKBOX 
 Evasive   FORMCHECKBOX 
 Uncooperative    FORMCHECKBOX 
 Threatening   FORMCHECKBOX 
 Agitated
    FORMCHECKBOX 
 Combative

Affect

 FORMCHECKBOX 
 Appropriate
   FORMCHECKBOX 
 Restricted     FORMCHECKBOX 
 Blunted
 FORMCHECKBOX 
 Flat
     FORMCHECKBOX 
 Labile   FORMCHECKBOX 
 Other


Intellect


 FORMCHECKBOX 
 Average
 FORMCHECKBOX 
 Below Average
 FORMCHECKBOX 
 Above Average
 FORMCHECKBOX 
 Poor Vocabulary


 FORMCHECKBOX 
 Poor Abstraction
 FORMCHECKBOX 
 Paucity of Knowledge
 FORMCHECKBOX 
 Unable to Rate

Mood


 FORMCHECKBOX 
 Euthymic
 FORMCHECKBOX 
 Elevated
 FORMCHECKBOX 
 Euphoric
 FORMCHECKBOX 
 Irritable     FORMCHECKBOX 
 Depressed     FORMCHECKBOX 
 Anxious

Memory


 FORMCHECKBOX 
 Normal
 FORMCHECKBOX 
 Poor Recent
  FORMCHECKBOX 
 Poor Remote         FORMCHECKBOX 
 Inability to Concentrate


 FORMCHECKBOX 
 Confabulation
 FORMCHECKBOX 
 Amnesia

Motor


 FORMCHECKBOX 
 Age Appropriate/Normal
 FORMCHECKBOX 
 Slowed/Decreased
  FORMCHECKBOX 
 Psychomotor Retardation

 FORMCHECKBOX 
 Hyperactive      FORMCHECKBOX 
 Agitated      FORMCHECKBOX 
 Tremors     FORMCHECKBOX 
 Tics       FORMCHECKBOX 
 Repetitive Motions
   

 Judgment


 FORMCHECKBOX 
 Age Appropriate/Normal    
 FORMCHECKBOX 
 Poor              FORMCHECKBOX 
 Unrealistic



 FORMCHECKBOX 
 Fair               FORMCHECKBOX 
 Limited           FORMCHECKBOX 
 Unable to Rate

Insight


 FORMCHECKBOX 
 Age Appropriate/Normal 
 FORMCHECKBOX 
 Poor     FORMCHECKBOX 
 Fair      FORMCHECKBOX 
 Limited       FORMCHECKBOX 
 Adequate    FORMCHECKBOX 
 Marginal

Command Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Auditory Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Visual Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Tactile Hallucinations 

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Olfactory Hallucinations

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Delusions

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes, specify:      
Other observations/comments when applicable   :      
MEDICAL TAB

ALLERGIES AND ADVERSE MEDICATION REACTIONS: 
 FORMCHECKBOX 
No     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
Unknown/Not Reported 
If Yes, Specify: 
      
*Does client have a Primary Care Physician?     FORMCHECKBOX 
No     FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 Unknown  

If No, has client been advised to seek primary care?     FORMCHECKBOX 
No     FORMCHECKBOX 
Yes  

Physical Health issues:     FORMCHECKBOX 
 None at this time.      FORMCHECKBOX 
 Yes

If Yes, specify:      
Physical health problems affecting mental health functioning:       
Any known medical condition or past history of abuse that requires special consideration if physical restraint is needed, specifically: breathing problems, significantly overweight, pregnancy, etc?

 FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 Refuse/Cannot Assess

If Yes, explain:       
DIAGNOSIS   If making or changing a diagnosis, complete the current Diagnosis Form and attach to this Behavioral Health Assessment.
CLINICAL CONCLUSION: (Summarize and integrate all information gathered in BHA and include specific details (i.e. AEB, client statements or examples), the significant distress, disability, or dysfunction in social, occupational, or other important activities OR the reasonable probability of significant deterioration in important area(s) of life functioning; OR, if under age 21; the probability of not progressing developmentally or how high level trauma, being homeless or involvement with CWS or Juvenile Justice causes the risk of a mental health disorder. Justify MH ICD-10 diagnosis or suspected diagnosis if not yet determined. Document proposed service(s) to meet client’s needs and if applicable, address both MH and SUD issues from an integrated perspective.)
     
Medical Necessity Met:   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes
When “No,” note date NOA-A issued [Medi-Cal clients only]:      
CLIENT HAS BEEN INFORMED OF HIS/HER FREEDOM OF CHOICE?   FORMCHECKBOX 
Yes    Date:       
Local mental health program shall inform Clients receiving mental health services, including parents or guardians of children / adolescents, verbally or in writing that:

 FORMCHECKBOX 

Acceptance and participation in the mental health system is voluntary and shall not be considered a prerequisite for access to other community services.
 FORMCHECKBOX 

They retain the right to access other Medi-Cal or Short Doyle/Medi-Cal reimbursable services and have the right to request a change of provider, staff person, therapist, and/or case manager.
 FORMCHECKBOX 

Guide to Medi-Cal Mental Health Services was explained and offered on:       
 FORMCHECKBOX 

Grievance and Appeal Process explained and Brochure with form fill and envelope offered on:      
 FORMCHECKBOX 

Provider List explained and offered on:      
 FORMCHECKBOX 

Mental Health Plan’s Notice of Privacy Practices (NPP) was offered on:      
 FORMCHECKBOX 

Language/Interpretation services availability reviewed and offered when applicable on:       
 FORMCHECKBOX 

Advanced Directive brochure was offered on:      
Signature of Clinician Requiring Co-signature:

____________________________


Date:
     
Signature









Printed Name        

  CCBH ID number:       
*Signature of Clinician Completing/Accepting the Assessment: 

____________________________


Date:
     
Signature









Printed Name        

CCBH ID number:       
Signature of Staff Entering Information (if different from above):

____________________________


Date:
     
Signature









Printed Name        

CCBH ID number:           
BHA Crisis Stabilization Unit Form Fill
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