
 PSYCHO-SOCIAL INTAKE           Rev 07/03/08 
 (Adult Form)   

 
THERAPIST______________________________________________DATE___________________________________ 
 
Client Name:__________________________________________ Case #_______________________________________  
 
Gender_________________ Date of Birth_______________________Age_____________________________________ 
 
Race/Ethnic___________________________ County of Residence___________________________________________ 
 
Social Security Number__________________________ Phone #_____________________________________________ 
 
Permanent Address__________________________________________________________________________________ 
 
Emergency Contact_______________________________ Phone #____________________Relationship_____________ 
 
Case Manager (Name/Agency)_________________________________________________________________________ 
 
Legal Status/Guardian________________________________________________________________________________ 
 
Referral Source_____________________________________________________________________________________ 
 
Stated Problem_____________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

FAMILY & SOCIAL INFORMATION 
 
Marital Status________________________________ Length of time__________________________________________ 
 
Number of Marriages________________________________________________________________________________ 
 
Number of Children_________________________________________________________________________________ 
 
Marital Relationship_________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Current Living Condition/Household Composition_________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Family of Origin____________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
Describe household composition, quality of relationships, and custody/parenting issues on back of page 
 



Siblings___________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Support System_____________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Friends___________________________________________________________________________________________ 
 
Community Interests/Involvement______________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Religious/Spiritual Involvement________________________________________________________________________ 
 
Ethnicity Impact____________________________________________________________________________________  
 
_________________________________________________________________________________________________ 
 
Legal System Involvement (Present/Past/Juvenile)_________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Interests/Hobbies___________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 

EDUCATIONAL & OCCUPATIONAL HISTORY 
 
Highest Level of Education_______________________________________Location_____________________________ 
 
Special Classes/Retentions/Training/GPA________________________________________________________________ 
 
Problems While in School____________________________________________________________________________ 
 
Extracurricular_____________________________________________________________________________________ 
 
Current Occupation/Means of Support__________________________________________________________________ 
 
Employment History________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Military/Discharge Type______________________________________________________________________________ 
 
Other Sources of Income_____________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Gross Weekly Income _______________________________________________________________________________ 



VICTIMIZATION HISTORY 
(note if Child or Adult) 

 
Abuse:  Physical___________________________________________________________________________________   

Sexual____________________________________________________________________________________ 
 
Mental____________________________________________________________________________________ 

 
Neglect___________________________________________________________________________________ 

 
C.P.S. Involvement_________________________________________________________________________________ 
 

POTENTIALLY ABUSIVE BEHAVIOR 
 
 
Substance 

 
Onset 

 
Current 

 
Highest 

 
Most Recent 

 
Tolerance/ 
Withdrawal 

 
Alcohol 

 
 

 
 

 
 

 
 

 
 

 
Marijuana 

 
 

 
 

 
 

 
 

 
 

 
Cocaine 

 
 

 
 

 
 

 
 

 
 

 
Depressants 

 
 

 
 

 
 

 
 

 
 

 
Amphetamines 

 
 

 
 

 
 

 
 

 
 

 
Hallucinogens 

 
 

 
 

 
 

 
 

 
 

 
Opiates 

 
 

 
 

 
 

 
 

 
 

 
Inhalants 

 
 

 
 

 
 

 
 

 
 

 
Other 

 
 

 
 

 
 

 
 

 
 

 
Tobacco 

 
 

 
 

 
 

 
 

 
 

 
Caffeine 

 
 

 
 

 
 

 
 

 
 

 
Sexual Activity ____________________________________________________________________________________ 
 
Other (i.e. Gambling, Food)___________________________________________________________________________ 
 
Co-Dependency Issues_______________________________________________________________________________ 
 
Substance Abuse in Family History/Significant Others: _____________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 



MENTAL HEALTH AND AOD TREATMENT HISTORY 
 

 
Counseling________________________________________________________________________________________ 
 
Previous Diagnosis__________________________________________________________________________________ 
 
Previous Medications/Efficacy:________________________________________________________________________ 
 
Hospitalizations/Reasons_____________________________________________________________________________ 
 
Bizarre Ideation History______________________________________________________________________________ 
 
Suicide/Homicide___________________________________________________________________________________ 
 
Current AOD Treatment: _____________________________________________________________________________ 
 
#AOD Treatment Episodes:  Outpatient  _________  Residential  ___________  Rehab ___________ 
 
Family Mental Health History: _____________________________________________________________________________ 

 
 

MEDICAL STATUS 
 
Primary Physician (Name/Address)_____________________________________________________________________ 
 
Current Problems___________________________________________________________________________________ 
 
Current Medications_________________________________________________________________________________ 
 
Personal Medical History_____________________________________________________________________________   
 
_________________________________________________________________________________________________ 
 
Hospitalizations ____________________________________________________________________________________   
 
History of Brain Trauma_____________________________________________________________________________ 
 
Developmental Problems (language/mobility/social): _______________________________________________________ 
 
Sleeping Patterns_________________ Onset_______________ Maintenance___________________________ 
 
Eating Patterns_____________________________________________________________________________________ 
 
ADL Limitations: __________________________________________________________________________________ 
 
Family Medical History______________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 



COGNITIVE/BEHAVIORAL FUNCTION 
 
Height/Weight _____________________________________________________________________________________ 
 
Appearance________________________________________________________________________________________ 
 
Grooming_________________________________________________________________________________________ 
 
Eye Contact/Presentation_____________________________________________________________________________ 
 
Speech: Appropriate   Pressured    Unusual Rate:_________   Unusual Rhythm:___________   Unusual Volume:______ 
 
Attitude: Open Responsive Guarded  Defensive Malingering Varied 
 
Oriented x3________________________________________________________________________________________ 
 
Recent Recall______________________________________________________________________________________ 
 
General Fund of Knowledge: _________________________________________________________________________ 
 
Abstract Reasoning: Apple/Banana  Coat/Suit  Poem/Statue 
 
Estimate of I.Q. ____________________________________________________________________________________ 
 
Affect: Manic Depressed         Within Normal Limits           Other 
 
Mood:  Varied   Appropriate         Depressed/Sad Euphoric  Flat Constricted Other:_______ 
 
Anxiety: None Noted       Situational Only     Psychomotor Agitation Hypervigilance         Other: ________ 
 
Thought Content: 
 

Bizarre Ideation_____________________________________________________________________________ 
 

Suicidal/Homicidal__________________________________________________________________________ 
 
Current Stressors and Coping Mechanisms: ______________________________________________________________ 
 
 __________________________________________________________________________________________ 
 
Other Acute Risk Factors ____________________________________________________________________________ 
 
 
 
� Client strengths/assets, weaknesses/limitations, diagnostic impressions, and initial intervention goals can be found on 
the initial ISP/POA that has been generated as part of this diagnostic assessment. 
 
 
 
 
 
 
 
 
 
 
 
psychosocialintakeadult.frm        



 Medication Summary Form 
 
Client Name: ____________________________   Client ID: ____________________________ 
 

 
Date 

 
Medication 

 
Dosage/Route of 
Administration 

 
Notes 
(if administering 
medication, time of 
administration) 

 
Signature/ 
Credentials of 
Authorized 
Person 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 



 MID-OHIO PSYCHOLOGICAL SERVICES, INC. 
 PLAN-OF-ACTION 
 
Client Name and ID: ________________________    Preparation Date: _________________ 
  
Test/Assessment Tools Used: 
 

                 
Provisional Diagnosis: 

 
Axis I:   
Axis II:   
Axis III:                    
Axis IV: Psychosocial Stressors   
Axis V: Current GAF:  

 
Specific Treatment Issues (client strengths and needs): 
 

Strengths: 
 

Needs: 
 
 

Tentative Treatment Goals: 
   

 
 
 
 

Current Plan of Action: 
 
 
 
 

               
 
 

 
Signature: 

 
Name(print): 

 
Title: 

 
Date: 

 
Client/Guardian 

 
 

 
 

 
Self/Guardian 

 
 

 
Counselor 

 
 

 
 

 
 

 
 

 
Clinical 
Supervisor 

 
 

 
 

 
 

 
 

 



ISP Suspension Form 
 
Client Name: ________________________________ ID:__________________________ 
 
Date Suspension Starts: ________________________  Therapist: ____________________ 
 
 
 
Reason for Suspension: 
 
�  Pending action of court/children’s services 
�  Client transferring placements 
�  Client placed in detention/jail 
�  Conditional termination from treatment 
�  Other: _____________________________________________________         
                                     __________________________________________________________                           
 
 
 
 
 
Suspension will end when: 
 
�  Court/children’s services contacts us to schedule new appointment 
�  Client contacts us for new appointment 
�  Client is released from detention/jail 
�  Other: _____________________________________________________ 
   ___________________________________________________________                          
 
 
 
 
 
 
 
 
 
_______________________________   ________________________                                    
         Therapist       Supervisor 
 
 
 

ISP Suspension Form 



 INDIVIDUAL SERVICE PLAN rev. 04/24/06 

 (Page 1) 
 
Client Name:                                                                        ID#:                                                    Date Initiated:___________________ 
 
Sources of Information: 
 
 
Diagnosis:  Axis I 
    Axis II 

  Axis III 
Axis IV Psychosocial Stressors-- 
Axis V  Initial GAF-- 

 
Strengths- 
Needs- 
Abilities- 
Preferences- 
 
Client needs as presented by client: 
 
 
 
Problem # 

 
Goal 
Initiation 
Date 

 
Goal: 
What is the client working on 
changing in treatment? 

 
Objective: 
Observable/measurable 
evidence of this change? 

 
Resource/ 
Responsible 
Staff 

 
Service 
Type 

 
Frequency 
of Contact 

 
Solution 
Target 
Date 

 
Progress/ 
Date 

 

 

 

 

 

        

See Page 3 for Resource Key/Service Type Key  � Check here if goals are continued on another page  Progress: A=Attained, R=Revised, C=Canceled 



 INDIVIDUAL SERVICE PLAN 
 (Page 2)                       
 
 
Problem # 

 
Goal 
Initiation 
Date 

 
Goal: 
What is the client working on 
changing in treatment? 

 
Objective: 
Observable/measurable 
evidence of this change? 

 
Resource/ 
Responsible 
Staff 

 
Service 
Type 

 
Frequency 
of Contact 

 
Solution 
Target 
Date 

 
Progress/ 
Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

See Page 3 for Resource Key/Service Type Key  � Check here if goals are continued on another page  Progress: A=Attained, R=Revised, C=Canceled 



 INDIVIDUAL SERVICE PLAN 
 (Page 3) 
Client Name:                                                      ID#:                         Date Initiated: ____________ 
 
Client response to the treatment plan: 
 
All persons signing below have participated in making this treatment plan and agree to follow it. 
 
Client Signature: ____________________________________________________               
 
Date: _________________________________                                        
� Client Refused to Sign   ____________     ________________              

       (Staff Initial)               (Date)  
SERVICE TYPE KEY: 

DA = Diagnostic Assessment Services 
C    = Psychotherapy/Counseling Services  
M   = Medication/Somatic Services  

 
(IT) Individual Therapist: Signature _____________________________________________                     

                             
Print Name  ___________________________________________ 

 
Title/Credentials  _______________________________________ 

 
(CS) Clinical Supervisor (s):  Signature  _____________________________________________ 
 

Print Name  ____________________________________________ 
 

Title/Credentials  _______________________________________ 
 

(G) Group Leader:  Signature  _____________________________________________ 
 

Print Name ____________________________________________ 
 

Title/Credentials  _______________________________________ 
 
(P) Psychiatrist:  Signature _____________________________________________ 
 

Print Name  ____________________________________________ 
 

Title/Credentials         Psychiatrist                                         
 
(O) Other:  1. Agency   _______________________________________________ 
 

Name/title of Contact _____________________________________ 
 
Service provided   ________________________________________ 
 
How coordinate service  ____________________________________ 

  



INDIVIDUAL SERVICE PLAN 
 REVIEW 
 (Page    ) 
  
Client Name:                                                                                          ID#:  ________________ 
Date ISP Initiated:                               Current GAF:             Date ISP Reviewed:____________   
 
Narrative description of progress in treatment to date: 
 
 
 
 
 
 
Comments concerning modifications to initial treatment plan: 
 
 
 
 
I agree to the above comments and I agree to the revisions to this ISP. 
 

Client Signature:                                                                              
 

Date: ________________________ 
 
� Client Refused to Sign 
 

Individual Therapist: Signature _____________________________________________                                     
             

Print Name  ___________________________________________ 
 

Title/Credentials  _______________________________________ 
 
Clinical Supervisor (s):  Signature  _____________________________________________ 
 

Print Name  ____________________________________________ 
 

Title/Credentials  _______________________________________ 
 

Group Leader:  Signature  _____________________________________________ 
 

Print Name ____________________________________________ 
 

Title/Credentials  _______________________________________ 
 
Psychiatrist:  Signature ____________________________________________ 
 

Print Name  ____________________________________________ 
 

Title/Credentials         Psychiatrist                                         



 

 
 

 MID-OHIO PSYCHOLOGICAL SERVICES, INC. 
 624 East Main Street 
 Lancaster, Ohio 43130 
  Voice (740) 687-0042 / Fax (740) 687-6677 
 RELEASE OF INFORMATION  

Client Name:  Date:  
Date of 
Birth: 

 Address: 
 

  

 
Social 
Security # 

 

 
Guardian Name: 

  
Guardian 
Address: 

 

I hereby authorize Mid-Ohio Psychological Services, Inc. and _ _to communicate about the following 
protected information from my clinical record (those checked): 
 To be released by Mid-Ohio Psychological Services, Inc.  

 
[ ]Attendance in Counseling    [ ] Progress in Treatment      [ ] Diagnosis 
[ ] Psychological Evaluation    [ ] Psycho-Social History      [ ]Treatment Recommendations 
[ ] Alcohol/Drug information   [ ] Other (specify) 

 To be released to Mid-Ohio Psychological Services, Inc. 
 
[ ] Legal Documents  [ ] Work/School Attendance     [ ] Medical History/Treatment  
[ ] Case Plan               [ ] Work/School Performance   [ ] Psychiatric/Psychological History  
[ ] Investigation Info       [ ] Vocational Evaluation          [ ] Summary of Treatment  
[ ] Treatment Recommendations                               [ ] IEP/Multi-Factored Evaluation. 
[ ] H&P Report               [ ] Discharge Report                   [ ] AOD Treatment./History   
[ ] Discovery Materials   [ ] Other (specify)               

The purpose of this exchange of information is to: 
[ ] Conduct a formal evaluation for:  _________________________________________              
[ ] Facilitate treatment 

The information exchanged should reflect material collected: 
[ ] In the last six months 
[ ] In the last year 
[ ] In the last five years 
[ ] Since first contact with the client 

I may revoke my consent to release this information at any time except to the extent that action will have been taken or information released prior to the 
revocation of my consent.  I understand that treatment is generally not a condition of my signing an authorization to release information. This authorization 
form is valid until six months from application date or                 (if less than six months).  Generally, this information may not be re-released, but I 
understand that information used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient of my information and no longer 
protected by the HIPAA Privacy Rule. This information has been disclosed from records whose confidentiality is protected by Ohio Revised Code 
5122.31, and Ohio Department of Mental Health Rules for Clinical Records 5119:1-7-11. 
This information has been disclosed to you from records protected by Federal confidentiality rules.  The Federal rules prohibit you from making any further 
disclosure of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted 
by 42 CFR Part II.  A general authorization for the release of medical or other information is not sufficient for this purpose. (These conditions apply to 
every page disclosed and a copy of this authorization will accompany every disclosure.  
 

 
 

 
Signature: 

 
Name(print): 

 
Date: 

 
Relationship 

 
Client/Guardian 

 
 

  Client/Guardian 

 
Witness/Guardian 

    Witness 

 
Requesting Staff 

 
 

  Therapist 

 



          
 

Adult Consumer Outcome Form 
Rev 11/8/2010 

 
Client Name: _____________________________   ID:   ______________   Date: _________________ 

GAF Per clinician _______ 

    Completed by someone other than the client—who: ____________________________________ 

Put an x on the scale rating how you have been doing in each of these areas of your life during the last 90 days: 

 

In the last 90 days: 

___ How many days/times has law enforcement been involved with you (ie. Police at your house, 

placed in jail, etc.)? 

___ How many crimes have you committed (not counting AOD related offenses)? 

___ How many times have you been to the Emergency Department/Emergency Services for mental                        

health related concerns and were not admitted? 

___ How many days have you been psychiatrically hospitalized? 

___ How many days have you used illicit drugs/alcohol or taken medication in ways that were not 

prescribed? 

___ How many days did you have severe psychiatric symptoms that interfered with your general 

functioning? 

___ How many days did you fail to engage in vocational activity (family care/work/ training 

activities)? 

___ How many days were you homeless? 

___ How many times were you “victimized” (sexual or physical)? 

 

 
\\mopssrv01\Team\SharedSupervisor\SharedClinicalSupervisor\Draft_Forms\Adult Consumer Outcome Form.doc 

  Big Problems                                                                                Doing Great 

Criminal Justice System NA     I------------------------------------------------------------------------------------I 

Children Services NA     I------------------------------------------------------------------------------------I 

School/Work/Homemaking      I------------------------------------------------------------------------------------I 

Boyfriend/Girlfriend/Spouse NA     I------------------------------------------------------------------------------------I 

Kids NA     I------------------------------------------------------------------------------------I 

Other Family      I------------------------------------------------------------------------------------I 

Friends/Social Interaction      I------------------------------------------------------------------------------------I 

Housing       I------------------------------------------------------------------------------------I 

Alcohol/Drug Use NA     I------------------------------------------------------------------------------------I 

Emotions      I------------------------------------------------------------------------------------I 

Bizarre/unusual thoughts NA     I------------------------------------------------------------------------------------I 

Physical Health      I------------------------------------------------------------------------------------I 

Overall, how are you doing      I------------------------------------------------------------------------------------I 



MACSIS Intake 
 

Name:________________________________________ ID:_______________________ 
 
Phone Intake Date/Time:_________________ 1st Seen Date/Time: __________________ 
 

q Will be receiving AOD services at this agency (LOC=B1 else LOC=NA) 
q Seeking services as the result of the relationship with alcohol/drug user. 

 
Referred by: ________________________________________________ 
 
# of Previous Alcohol/Drug Addiction Services Episodes: 
 ______    Inpatient  
 ______    Intensive Outpatient 
 ______    General Outpatient 
 ______    Rehabilitation 
______ Age of first intoxication 
______ # of arrests the past 30 days (any offense) 

q Urinalysis required on treatment plan. 
q Has a previous mental health treatment history. 
q Veteran 
q Methadone is being used as part of the current treatment. 

 
q Pregnant on Admission 

 ____  # of days from referral by primary care physician until assess for substance  
           abuse 

q Medicaid HMO/PPO 
 ____ Which trimester first seen by primary care physician 
 

Primary Drug Secondary  Tertiary 

Drug Type    

Frequency of Use in 
preceding 30 days 

   

Route of Administration    

Year First Used    

 
Health Care Use In Last 12 Months: 
 _____ Hospital Admissions 
 _____ ER Visits 
 _____ Medical Doctor Visits 
 _____ Dental Visits 
 _____ Other Healthcare Visits 
 



 
 
 
Highest Education Level Completed: _____________________ 
 Regular/SBH/LD/Hearing/Visually/Multihandicapped/Developmental Handicapped/Orthopedically/Other 

 
Employment Status (Pick One): 

Full Time (>35/week)/Part Time/Sheltered Employment/Unemployed—Seeking Work 
Homemaker/Student/Retired/Disabled/Inmate/Other 

 

Income Source by Client—not family income(up to 3, rank in order): 
 Wages/Family/Alimony/Child Support/Savings/Disability-Workers Comp/Unemployment/Retirement/ 
 SSR/GR/ADC/SSI/SSDI/Other/None 
 

__________________  Individual Monthly Income (not family income) 
 
_____  # People under age 18 in home (not counting foster siblings—include fetus if pregnant)? 
 
Living Arrangements (Pick One): 
 Own parents) Home/Friend/Relative/Supervised Group/Supervised Apartment/Boarding Home/Crisis Residential/ 
 Child Foster Care/Adult Foster Care/Intermediate Nursing Home/Skilled Nursing Home/Respite Care/ 
 MR-Intermediate/MR-Group Home/State MR Institution/Hospital/Correctional Facility/ 
 Homeless/Convalescent Home/Other 
 

q Child In Legal Custody of ODHS/Children’s Services 
 

Legal Status: _________________________________________________ 
 
Special Population Group (all that apply) 

q SMD/SED 
q AOD Abuse 
q Forensic 
q Developmental Disabled 
q Mentally Ill and Mentally 

Retarded 
q DUI/DWI 
q Deaf 
q Hearing Impaired 
q Blind 
q Visually Impaired 
q Physically Disabled 

q Speech Impaired 
q Physical Abuse Victim 
q Sexual Abuse Victim 
q Domestic Violence Victim 
q Child of Substance Abuser 
q HIV/AIDS 
q Suicidal 
q School Drop Out 
q Probation/Parole 
q Other 
q None of the Above 

 
 
 

 
Signature Of Person Completing this Form                                                                                      Date Completed 

 
 
 

q Entered into MIS System 








