Date Case:

BETTY HARDWICK CENTER -~ Eligibility Assessment Form ~ Child/Adolescent

Please have the following items with you for your appointment: Oriver’s License of (Parent/Guardian}, Social Security
Card, Proof of Household Income, and Insurance Information.

Who referred you to us today? Today’s Date
Child Name: Child SS#
First Middle Last

Address:

Street city state zip county
Marital Status: Single Married Divorced Never Married Other
Phone: Home Cell Email
Child Date of Birth Child Age Sex: F M Highest Grade Completed for child

Have you been here before? Another MHMR?

EMERGENCY CONTACT Name:

Address/City/Zip: Phone

INCOME INFORMATION: Are you employed? Yes__ No____ Do you have insurance?

Insurance Provider: Primary Care Or.
Medicaid |ID# Carrier:
Medicare H Part A Part B Other:

This is a two-sided form, please complete both sides

!




Reason for Visit

What brings you in today?

Check below what services you are seeking.

Case Management (assistance with resources within the community)

Counseling
Clinic {Mental Health Medications)

Have you received treatment in the past? (if so, where?)

Please complete the following pertaining to substance use:

| have used drugs or alcohol in the last 2 days
| think | have a problem abusing drugs

| think | have a problem abusing alcohol
Last use of drugs/alcohol:

Legal Information:

___lam currently on probation. PO’s name

~_Pam currently on parole. PO’s name

TDCI #




PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Over the last 2 weeks, how often have you been bothered More Nearly
By any of the following problems? Several thanhalf every
(Use V" lo indicate your answer) Not atall days the days day

1. Little interest or pleasure in doing things 0 1 2 3

2. Feeling down, depressed, or hopeless 0 1 2 3

3. Trouble falling or staying asleep or sleeping too much 0 1 2 3

4. Feeling tired or having titile energy 0 1 2 3

5. Poor appetite or overeating 0 1 2 3

6. Feeling bad about yourself - or that you are a failure or
Have let yourself or your family down 0 1 2 3

7. Trouble concentrating on things such as reading the
Newspaper or watching television 0 1 2 3

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite - being so fidgaty or restless
hat you have been moving around a lot more than usual 0 1 2 3

9. Thoughts that you would be better off dead or of hurting
yourself in some way 0 1 2 3

Forofficecoding _ Q + + +

=Total Score:

It you checked off any problems, how difficult have these problems made it for you to do your work, take care
of things al home, or get along with other people?

Mot difficutt Somewhat Very Extremely
at ali difficult difficult difficult

==

] f] (] D

Developed by Drs. Robert L Spitzer, Janet B W Willilams, Kurt Kroenke, and colleagues with an educational grant
from Pifzer Inc No permission required to reproduce, transiate display, or disiribule.



PTSD PCL-§

Instructions Below s a ist of problems that paople sometimes have in respanse lo a very stressful exparience
Plgase read each problem carefully and then choose ona lo indicate how much you have been bothered
by that problem in the past month
In the past fhonth, haw much were you bothered by:
1 Repeated. disturbing, and unwanted memaries or the siressful expenence?
O Not at all O Alittle bit O Moderately O Quite a bit O Extremely
2 Repeated, disturbing dreams of lhe stressful axperience?
O Not at all Q Alittle bit O Moderalely O Quite a bit O Exiremely
3 Suddenly feeling or acting as if the stressful experience were actually happening again?
O Not al at O Aliltle bit Q Moderately © Quite a bil QO Extremely
4 Feehing very upset when somathing reminded you of the stressiul experience”
© Not al all O Alittle bit O Moderately O Quite a bit O Extremely
§ Having slrong physical reactions when something reminded you of the stressful expenence?
© Not at all O A littte bit O Moderately O Quite a bit O Exiremely
6 Avoiding mamories, thoughts, or feelings related to the to the stressful experience?
O Not at all O Alitve bil QO Moderately QO Quite a bit O Extremely
7 Avoding external reminders of the slressful expenence”?
O Not at all O Alitttebit ™ Moderately O Quite a bit O Extremely
B. Trouble remembering important pads of lhe stressful experence?
O Not at all O A littie bd O Modsrately O Quite a bit Extremely
9. Having slrong negative beliels about yourself, other people, or the world?
O Not at all O Alittle bit O Moderately O Quite a bt O Extremely

10. Blaming yourself or someone alse for the stressful experience or what happened after it?

QO Not at all O Alittle bit O Moderately O Quite a bt Extremely
11. Having slrong negative fealings such as fear, horror. anger guilt or shame?
O Not at alt O A litlle bit O Moderalely O Quite a bit _ Extremely

12. Loss of interest in activitias that you used to enjoy?

O Not al all O Alittle bit O Maderately ¢ Quite a bit O Extremely
13. Feeling distant or cul off from other people?

O Not at all O Alittle bit Q Moderately 2 Quite a bt O Exiremely
14, Trouble experiencing positive feelings?

O Not at all O Alitte bit O Moderalely O Quite 2 bit O Exiremely
15 Irritable behavior angry outbursts, or acting aggressively?

O Not at all O A fiftle bit O Moderately O Quite a bit Q Extremaly

This is a two-sided form, please complete both sides



16 Taking too many nsks or doing things hal could cause you harm?

2 Not at alt A tittla bt O Moderatsly Quile a bit Extremely
17 Baing “superatert” or watchful or on guard?

2 Mot at all Alditte bt © Moderalely Quile a bit Extremely
18 Feeling jumpy or easiy Startled?

© Not at all © A httle bit O Moderately Quite a bt Extremaly
19 Having difficuity concentrating?

7 Not at all Ahttle bt O Modarately Quite a bt Extremely
20 Trouble faling or staying asleep?

O Not at all 21 Adlittle bt O Modarately * Quite a bit . Extremaly

Tolal Scoca 0

This measure was developed by slaff at VA's Nationa! Center for PTSD and 1s in tha pubirc domain and not
copynghted in accordance with the Amernican Psychological Association's ethical guidelines, this instrument
s ntended for use by qualified health professionals and researchers

Statf Completing Form

Name Datn Time Panding

PCLS Version 1.04 8/19/2020



Nama: Case#t Page 1ol2
Type: GAD.7 Anxlaty Scale Datle
Prinjed on

Generalized Anxiety Disorder
(GAD-7)

Over the last 2 weeks, how often have you been hothered by the following problams?
1. Feeling nervous, anxious or on adge

O Not at all O Several days QO More than hall the days O Nearly every day
2. Not being able to stop or contra! worrying

O Not at all O Several days © More than half the days O Nearly every day
3. Worrying (oo much about different things

O Not at all O Several days O More than half the days O Nearly every day
4. Trouble relaxing

O Not at all O Several days O More than half the days C Nearly every day
5. Being 80 restless that it is hard to sit still

Q Not at all O Saveral days O More than half the days O Nearly every day
6. Becoming easily annoyed of irritable

O Not at all O Several days O More than half the days © Nearly every days
7. Feeling afraid as if something awful might happen

O Not at all O Several days O More than half the days O Nearly every day

GADT Total Scora 0

If you checked off any problem on this quastionnairs so far, how difficult have these problems
made it for you to do your work, take care of things at homa, or get along with other people?

O Naot at all O Several days © More than half the days O Nearly every day

Scoring:  Add the resultes lor question number one through secen to get a total score.
If you score 10 or above you might want to consider one or more of the foflowing:

1. Discuss your symploms wilh your doctor,

2. Contact a local mental health care provider or

3. Contact my office for further assessment and possible treatmenl.

Although these questions sarve as a useful guide, only an appropriale licensed health professional can make
the diagnosis of Generalized Anxiety Disorder.

A score of 10 or higher means significant anxiety Is prasent. Scare over 15 are severe.
GUIDE FOR INTERPRETING GAD-7 SCORES
Scale  Seventy

0.9 None to mild
10-14 Moderate
15-21  Severe

Devaloped by Drs. Robert L. Spitzer, Janet B W. Williams, Kurt Kroenke and colleagues, with an

.



Betty Hardwick Center

AUDIT - C Questionnaire

These questions refer to the past 12 months

1. How often do you have a drink containing alcohol?

@ o0 O W

Never

Monthly or less

2-4 times a month

2-3 limes a week

4 or more times a week

2. How many standard drinks containing alcohol do you have on a typical day?

® ap o

1or2
3or 4
Sor6
7Tor9
10 or more

3. How often do you have six or more drinks on one occasion?

® a0 oo

Never

Less than monthly
Monthly

Weekly

Daily or almost daily

Total:

Score:a=0Q;, b=1,¢s2, d=3, e=4



DRUG USE QUESTIONNAIRE (DAST - 10)
Betty Hardwick Center

The following questions concern informalion about your possible involvement with drugs not
including alcoholic beverages during the past 12 months. Carefully read each statement and
decide if your answer is "Yes" or "No". Then circle the appropriate response beside the question.

In the statements "drug abuse” refers to (1) the use of prescribed or over the counter drugs may
inciude: cannabis (e.g. marijuana, hash), solvents, tranquillizers (e.g. Valium), barbiturates,
cocaine, stimulants (e.g. speed), hallucinogens (e.g. LSD) or narcotics (e.g. heroin). Remember
that the questions do not include alcoholic beverages.

Please answer every question if you have difficulty with a statement, then choose the response
that is mostly right.

These questions refer to the past 12 months.

1. Have you used drugs other than those required for medical reason? Yes No
2. Do you abuse more than one drug at a time? Yes No
3. Are you always able io slop using drugs when you want 107? Yes No
4. Have you had "blackouts” or "flashbacks" as a result of drug use? Yes No
5. Do you ever feel bad or guilty abou! your drug use? Yes No
6. Does your spouse {or parents) ever complain about your

involvement with drugs? Yes No
7. Have you neglected your family because of your use of drugs? Yes No
8. Have you engaged in illegal activities in order to obtain drugs? Yes No

Have you ever experienced withdrawal symptoms (felt sick) when

you stopped taking drugs? Yes No

10. Have you had medical problems as a result of your drug use {memory,
loss, hepatitis, convulsions, bleeding, etc.)? Yes No



[

FINANCIAL ASSESSMENT QUESTIONNAIRE

- How many people are in the household? (Your family, spouse and

dependents, etc.)

. \Vho are the people in the household? Spouse, children, etc.

- Do you or your spouse work? If so, where at?

.. What is the hourly nay rate?

How many hours per week are viorked on averave?
y i O

Do you oi does anyone in the household receive 551, SSDI or Ratiren er
benefits? 1 so, how much and vho?

Ooes anyone in tha family receie food stamps? If so, how much?

Does the family receive HUD housing assistance? If so, how much do thzy
help pay? '

Have you ever applied for SSI? If so, what was the outcome?

10. Does the client wanl to apply for SS| benefits?

11. if there is no income in the household, how are the daily needs for the

family met?



