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Date: 


Client Name: 	DOB: 




Guardian (if applicable):  


Therapist:  


Supervisor (if applicable): 

To Be Completed by Clinician 

Presenting Issues Reported by client:
	





Prior and Current Treatment for Mental Health, Alcohol or Other Drug Problems: 



Psychosocial History (for children and adolescents, include pre-natal and post-natal events and developmental history): 





	Substance Use/ Abuse
	
	
	
Amount
	
Last Use

	No Use
	Frequency
	
	
	

	Nicotine
	☐
	
	
	
	

	Caffeine
	☐
	
	















	

	Alcohol
	☐
	
	
	

	Marijuana
	☐
	
	
	

	Amphetamines
	☐
	
	
	

	Hallucinogens
	☐
	
	
	

	Cocaine/Crack
	☐
	
	
	

	Heroin
	☐
	
	
	

	Prescription Meds
	☐
	
	
	

	Other:
	☐
	
	
	


 History:





CURRENT MENTAL STATUS EVALUATION: (Please check all that apply) 
	APPEARANCE: 
ATTITUDE: 
	[ ]  Well-groomed    [ ] Disheveled 	[ ] Bizarre 	[ ] Inappropriate 
[ ]  Cooperative 	[ ] Guarded 	[ ] Suspicious 	[ ] Uncooperative 
[ ]  Belligerent  	[ ] Other ________________________________________________ 

	MOTOR ACTIVITY: 
	[ ] Calm 	[ ] Hyperactive 	[ ] Agitated 	[ ] Tremors/Tics 
[ ] Muscle spasms  [ ] Other _________________________________________________ 

	AFFECT: 
MOOD: 
SPEECH: 
THOUGHT PROCESS: 
	[ ]  Appropriate 	[ ] Labile 	[ ] Expansive 	[ ] Constricted 
[ ]  Blunted 	[ ] Flat 	[ ] Worrisome 	[ ] Sad 	[ ] Apathetic 
[ ]  Euthymic 	[ ] Depressed 	[ ] Anxious 	[ ] Euphoric 	[ ] Angry 
[ ] Normal 	[ ] Delayed 	[ ] Soft 	[ ] Loud  	[ ] Slurred 
[ ] Excessive 	[ ] Pressured 	[ ] Incoherent 	[ ] Persevering 
[ ]  Intact 	[ ] Circumstantial [ ] Tangential  [ ] Flight of ideas
[ ] Loose Associations 
[ ] Other 

	THOUGHT CONTENT: 

Hallucinations: 
	[ ] Not present 	[ ] Present 
If Present, describe: ________________________________________________________ 

	Delusions: 
	[ ] Not present 	[ ] Present 
If Present, describe: ________________________________________________________ 

	SUICIDE/HOMICIDE: 
ORIENTATION: 
MEMORY: 
	[ ] Fully oriented [ ] Disoriented    
If Disoriented, Describe: __________________________________________________ 
[ ]  Long-Term 	[ ] Intact     [ ] Impaired  
[ ]  Short-Term 	[ ] Intact     [ ] Impaired 
If Impaired, Describe: ______________________________________________________ 



COGNITIVE FUNCTION: 
	General Knowledge: 	[ ] Intact 
Serial Sevens/Calculations: [ ] Intact 
	[ ] Somewhat intact       
[ ] Somewhat intact 
[ ] Somewhat intact 
[ ] Impaired – [ ] Mild 
    [ ] Impaired [ ] – 	Mild  
	[ ] Not intact 
[ ] Not intact 
[ ] Not intact 
[ ] Moderate        [ ] Severe 
[ ] Moderate        [ ] Severe 
	 

	Abstract Thinking: 
JUDGEMENT: 
INSIGHT:  
	[ ] Intact 
[  ] Intact 
[ ] Intact  
	
	


Suicidal Risk:  
	Suicidal Ideation? 
Current plan/intent to harm himself/herself? 
History of any previous attempts? 
Homicidal Risk:  
Homicidal Ideation? 
Current plan/intent to harm others? 
History of any previous attempts to harm others? 
	[ ] Yes 
[ ] Yes 
[ ] Yes 
[ ] Yes 
[ ] Yes 
[ ] Yes 
	[ ] No 
[ ] No 
[ ] No 
[ ] No 
[ ] No [ ] No 



Legal Issues (Current and Past): None


Other Risk Issues:  None


Mental Status Comments:  









Patient Name: __________________________________________________       Date: _________________________ 
Structured Rating Scale Results: 




Depression 	Findings:         

Anxiety – Beck’s inventory	Findings:

Alcohol Abuse/Dependence 	Findings: 
DSM-5 Diagnosis: 	 		



Description 

 





Insight Specifier (Good, Poor, Absent) – 
Diagnosis Specific Severity Scale (DSM-5 pgs. 733-738) 

 Differential Diagnosis:


Medical Conditions:













Medication:








Education / Vocation


Additional Information:


Behavioral Health Practitioner Name:
Therapist Name/License:

Client/Guardian Signature:

Date:   



Keller Care, LMFT #134927
901 Sunrise Ave., Suite A3, Roseville, CA 95661
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This information has been disclosed to you from records whose confidentiality is protected by confidentiality provisions of most states’ law and applicable federal law. Under such law, you are prohibited from making any further disclosure of these records without the specific written consent of the person to whom they pertain or as otherwise specifically required or permitted by law. A general authorization for the release of medical or other information is not sufficient for this purpose. Federal regulations under 42 CFR Part 2 restrict any use of the confidential information to criminally investigate or prosecute any alcohol or drug abuse patient
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Clinician Name, Degree/License: __________________________________________ Date: _____________   2 
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KELLER CARE, LMFT #134927, SUPERBILL
	Please Note: Your appointment time is specifically reserved for you. Appointments missed or cancelled less than 24 hours in advance will result in a $50 fee charged to you.
	 



Name ____________________________   Birthday _______________ Date __________________
Diagnosis Code DSM  5 ___________________________________
                      ( ) Previously submitted-Ongoing Claim 
309.24 (F43.22) Adjustment DO Anxiety
309.0 (F43.21) Adjustment DO Dep
309.28 (F43.23) Adjustment DO Mix
314.01 (F90.1) ADHD
296.22 (F32.1) Major Depression DO
309.81 (F43.10) PTSD
300.02 (F41.1) General Anxiety DO
300.01 (F41.0) Panic DO
V61.20 (Z62.820) Parent-Child Relationship 
V61.10 (Z63.0) Relationship Dis Spouse/Partner

BILLING CODES 
90791 Psych Diagnosis Interview   
90834 Psychotherapy (45 mins)
90837 Psychotherapy (60 mins)
90839 Psychotherapy Crisis (60 mins)
90853 Group Psychotherapy
99404 Preventive Counseling (EAP)
90846 Family Psychotherapy
90899 Report Preparation
90825 Telephone Session
90825 Comprehensive Consultations
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