Patient ID: ________	Clinic: ________ 	Date: ____/____/____


	REFERRAL FORM

	Client ID (Client name or unique ID)
	

	Date referral was received (mm/dd/yyyy):
	

	Date referral screening was completed (mm/dd/yyyy):
	

	Is this a new admission or transfer from another CSC program?
	· New admission
· Transfer

	Complete the following for clients that are new to your program.

	What was the urgency/level of need of the referral?
An emergent need is a life-threatening condition in which a person is suicidal, homicidal, actively psychotic, displaying disorganized thinking or reporting hallucinations and delusions that may result in harm to self or harm to others, and/or displaying vegetative signs and is unable to care for self.
An urgent need is a condition in which a person is not imminently at risk of harm to self or others, but by virtue of the person’s substance use or condition, could rapidly deteriorate to an Emergent need without immediate intervention and/or diversion.
A routine need is a condition in which the person describes signs and symptoms resulting in (a) impaired behavioral, mental or emotional functioning which has impacted the person’s ability to participate in daily living or markedly decreased the person’s quality of life, or (b) an impairment which can likely be diagnosed as a substance abuse disorder. 
	· Emergent
· Urgent
· Routine

	Is the client currently in treatment with another outpatient provider for the psychotic disorder?
	· Yes
	· No

	Referral Source(s) (Select all that apply.):
	· Self-referred
· Family
· Inpatient psychiatric facility
· Medical hospital
· Mental health provider
· Community health provider (e.g., PCP)
· School system or university provider
· Police or criminal justice
· Day treatment program
· Other (specify):

	County of Residence:
	

	Was the intake appointment scheduled?
	· Yes
	· No

	If scheduled, date of appointment (mm/dd/yyyy):
	

	If not scheduled, what was the reason (may select multiple):
	· Could not reach
· Client declined
· Doesn't meet program admission criteria
· Waitlisted, appointment to be scheduled at a later date
· Clinic not accepting new clients
· Other (specify):

	Follow-up questions for waitlisted clients.

	Date of re-contact:
	

	Was the intake appointment scheduled?
	· Yes
	· No

	If scheduled, date of appointment:
	

	If not scheduled, what was the reason? (May select multiple.)
	· Could not reach
· Client declined
· Doesn't meet program admission criteria
· Clinic not accepting new clients
· Other (specify):





	ADMISSION FORM

	Date of first appointment:
	

	Was client admitted?
		· Yes
	· No




	If not admitted to the program, what was the reason? (May choose multiple reasons.)
		· Client declined
· Client did not meet admission criteria
· Other (please specify:____________)




	If client declined, please specify reason:
(May choose multiple reasons.)



		· Transportation issues
· Distance or travel time to clinic
· Program intensity/frequency of visits
· Financial concerns
· Other (please specify: ______________)




	Program Admission Criteria

	Age
	

	Met DSM-5 psychotic disorder diagnosis criteria for either schizophrenia, schizoaffective disorder, unspecified schizophrenia spectrum and other psychotic disorder, or bipolar disorder with psychotic feature (where psychosis is prominent feature)
	· Yes
	· No
	· Unsure, diagnostic evaluation part of treatment plan

	To calculate duration of psychosis, estimate date of onset of psychosis (mm/yyyy): 
Defined as onset of hallucinations OR delusions that the person experiences as fully real, with no doubt to veracity AND the symptoms occur weekly to daily OR that cause behaviors that are dangerous/disorganizing. If clients can only give vague answer, approximate the month as the mid-point (for example spring=April, summer=July, fall=October, winter=January) or the year as the mid-point, (for example "sometime two years ago" =July).
	

	No clinically significant* intellectual or developmental disorder present:
Mild intellectual developmental disorder (e.g. Iq < 70) or level 1 autism spectrum disorder allowable. Moderate or profound intellectual developmental disorder or level 2/3 autism spectrum disorder is exclusionary
	· Yes
	· No

	Demographics

	Gender:
	· Female
· Male
· Transgender
· Non-binary

	Self-reported ancestry (May choose multiple):
	· White
· Black or African American
· Asian
· American Indian or Alaska Native
· Hawaiian or Other Pacific Islander
· Other
· Client declined

	Hispanic origin (Choose one):
		· Yes
	· No




	Client ZIP Code:
	

	Information about years of parental education is collected to estimate socio-economic status (SES). On average individuals with lower SES are expected to require more resources and achieve overall lower levels of average patient recovery than individuals with higher SES.

	Highest Level of Mother’s Education:
	Highest Level of Father’s Education:

	· Did not complete High School
· GED / High School degree
· Some Community College / University
· Community College degree
· University degree
· Graduate / Professional School degree
· Unknown
	· Did not complete High School
· GED / High School degree
· Some Community College / University
· Community College degree
· University degree
· Graduate / Professional School degree
· Unknown






	ADMISSION CLINICAL REVIEW
(Complete only if client is admitted to the program)

	Date of admission clinical review (mm/dd/yyyy):
	

	Work and School Function

	Over the past 6 months about how many weeks did your client work (for pay)?
	0
	1-8
	9-16
	16+

	If your client did work, about how many hours was your client working each week?
	1-10
	11-20
	21-30 
	30+ 

	Over the past 6 months about how many weeks was your client in school? 
	0
	1-8
	9-16
	16+

	If in school, how many hours per week did your client spend doing school activities (include time in school, homework, school clubs/sports, etc.)?
	1-10
	11-20
	21-30
	30+ 

	Highest level of education:

	· Still in high school

	· Did not complete high school
	· GED/high school degree
	· Some college or advanced training
	· Community college degree or licensure
	· University degree

	Social

	Global Functioning: Social (GF:Social) score*
	(Numeric, ranging from 1-10.)

	Over the past three months the client has mostly been living:
	· In own home/dorm/apartment
	· With family
	· In a supervised setting (e.g., group home)
	· In a shelter
	· On the street/ couch surfing
	· Other

	Psychosis Symptoms

	Date client first treated (prescribed antipsychotic medication) (mm/yyyy):
	

	Describe course of illness since onset*:
	Continuously psychotic
	Continuously in remission after onset
	Psychosis remission with relapse(s)

	For each month in the past quarter, please rate the symptom level the client experienced most of the time*:

	Month one:
	

	Month two:
	

	Month three:
	

	Resource Utilization

	In the past 6 prior to program admission months the client has:

	visited a crisis center or emergency department
	· Yes       
	· No

	been admitted to a hospital for mental health reasons
	· Yes
	· No

	received disability insurance or benefits (SSDI, SSI, employer)
	· Yes
	· No

	been under probation, parole, or court supervision
	· Yes
	· No

	been arrested/jailed for any reason (# of times):
	· 0
· 1
· 2-5
· >5









Symptom Ratings


Severity Rating Anchors:
1 = normal, no symptoms at all 
2 = borderline/questionable (may hear name being called occasionally)
3 = mild symptoms (still hears voice a few times a week but very quiet and easy to ignore; very mild strange beliefs held with some doubt; some occasional tangential speech that is possible to follow)
4 = moderate (hears a voice with daily frequency; several bizarre beliefs or fears that interfere somewhat with functioning; thought processes that are disorganized and difficult to follow)
5 = marked (frequent hallucinations or delusions that predominate the person’s thinking or behavior; disorganization in thought or action that would be clearly noticeable to a stranger)
6 = severe (behavior is almost constantly impacted by hallucinations or delusions; unable to engage in normal role or social functioning because of symptoms) 
7 = among the worst (so many symptoms that the person is among the most severely ill of the program)



	*GLOBAL FUNCTIONING SOCIAL SCALE (GF:SOCIAL)
Note: The emphasis is on social contact/interactions with people other than family members, unless these are the only interpersonal contacts a person has (e.g., the lower end of the scale). Also note that ratings of intimate relationships are secondary to the rating of primary friendships and should consider the age of the individual. For example, older individuals may be expected to have intimate relationships involving steady dating, cohabitation, or marriage whereas younger individuals may be expected to have only romantic interests (i.e., flirtations or crushes) or close friendships.

	SUPERIOR SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

10
	Superior functioning in a wide range of social and interpersonal activities.
Frequently seeks out others and has multiple satisfying interpersonal relationships, including multiple close and casual friends.  Is sought out by others because of his or her many positive qualities.  Age-appropriate involvement in intimate relationships.

	ABOVE AVERAGE SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

9
	Good functioning in all social areas, and interpersonally effective.
Interested and involved in a wide range of social and interpersonal activities, including both close and casual friends.  Age-appropriate involvement in intimate relationships. No more than everyday interpersonal problems or concerns (e.g., an occasional argument with spouse, girlfriend/boyfriend, friends, co-workers, or classmates). Able to resolve such conflicts appropriately.

	GOOD SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

8

	Some transient mild impairment in social functioning.
Mild social impairment is present, but transient and expectable reactions to psychosocial stressors (e.g., after minor arguments with spouse, girlfriend/boyfriend, friends, co-workers, or classmates).  Has some meaningful interpersonal relationships with peers (casual and close friends), and/or age-appropriate intimate relationships.  Infrequent interpersonal conflict with peers.

	MILD PROBLEMS IN SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

7
	Some persistent mild difficulty in social functioning.
Mild impairment present that is NOT just expectable reaction to psychosocial stressors (e.g., mild conflicts with peers, co-workers, or classmates; difficulty resolving conflicts appropriately).  Has some meaningful interpersonal relationships with peers (casual and/or close friends).  Some difficulty developing or maintaining age-appropriate intimate relationships (e.g., multiple short-term relationships).

	MODERATE IMPAIRMENT IN SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

6
	Moderate impairment in social functioning.
Moderate impairment present (e.g., few close friends; significant but intermittent conflicts with peers, co-workers, or classmates).  Moderate difficulty developing age-appropriate intimate relationships (e.g., infrequent dating). Occasionally seeks out others but will respond if invited by others to participate in an activity.

	SERIOUS IMPAIRMENT IN SOCIAL/INTERPERSONAL FUNCTIONING

	Criteria:

5
	Serious impairment in social functioning. 
No close friends or intimate partner, but has some casual social contacts (e.g., acquaintances, school/work friends only).  Rarely seeks out others.  Occasional combative or verbally argumentative behavior with peers.  Beginning to withdraw from family members (e.g., doesn’t initiate conversation with family, but will respond if addressed).

	MAJOR IMPAIRMENT IN SOCIAL AND INTERPERSONAL FUNCTIONING

	Criteria:

4
	Major impairment in social functioning. 
Serious impairment in relationships with friends or peers (e.g., very few or no friends, frequent conflicts with friends, or frequently avoids friends).  Frequent combative or verbally argumentative behavior with peers.  Infrequent contact with family members (e.g., sometimes does not respond to family or avoids family members).

	MARGINAL ABILITY TO FUNCTION SOCIALLY 

	Criteria:

3
	Marginal ability to function socially or maintain interpersonal relationships. 
Frequently alone and socially isolated.  Serious impairment in relationships with all peers, including acquaintances.  Few interactions with family members (e.g., often alone in room).  Serious impairment in communication with others (e.g., avoids participating in most social activities). 

	INABILITY TO FUNCTION SOCIALLY 

	Criteria:
2
	Unable to function socially or to maintain any interpersonal relationships.
Typically alone and socially isolated.  Rarely leaves home.  Rarely answers the phone or the door. Rarely participates in interactions with others at home or in other settings (e.g. work, school).

	EXTREME SOCIAL ISOLATION

	Criteria:
1
	Extreme social isolation.
No social or family member contact at all.  Doesn’t leave home.  Refuses to answer the phone or door.











	DISCHARGE FORM

	Date of discharge (mm/dd/yyyy):
	

	Reason(s) for discharge:

	Clinic-initiated: Client experienced functional and symptomatic recovery and has achieved their individual recovery & illness management goals.
	· Yes 
	· No

	Clinic initiated: Client experienced a disabling illness course, is clinically stable and is appropriate for usual care, and may benefit from programs designed for persons with chronic and disabling mental disorders (e.g., ACT, clubhouse programs).
	· Yes 
	· No

	Clinic-initiated: Client later determined to not meet program admission criteria (e.g., more extended evaluation revealed client did not have qualifying DSM diagnosis).
	· Yes 
	· No

	Client-initiated: Lost to follow-up. Client refused to schedule follow-up appointments or "no-showed" and did not respond to outreach efforts. 
	· Yes 
	· No

	If yes, describe outreach efforts:



	
	

	Client-initiated: Relocated (e.g., due to school, work, family)
	· Yes 
	· No

	Client-initiated: Opted to receive treatment elsewhere.
	· Yes 
	· No

	If yes, described reasons client gave for seeking treatment elsewhere:


	
	

	Death
	· Yes 
	· No

	Incarceration
	· Yes 
	· No

	Other
	· Yes 
	· No

	Did the client and team collaborate on the discharge plan?
	· Yes 
	· No










	QUARTERLY CLINICAL REVIEW

	Date of clinical review (mm/dd/yyyy):
	

	Work and School Function

	Over the past 3 months about how many weeks did your client work (for pay)?
	0
	1-4
	5-8
	8+

	If your client did work, about how many hours was your client working each week?
	1-10
	11-20
	21-30 
	30+ 

	Over the past 3 months about how many weeks was your client in school? 
	0
	1-4
	5-8
	8+

	If in school, how many hours per week did your client spend doing school activities (include time in school, homework, school clubs/sports, etc.)?
	1-10
	11-20
	21-30
	30+ 

	Highest level of education:

	· Still in high school

	· Did not complete high school
	· GED/high school degree
	· Some college or advanced training
	· Community college degree or licensure
	· University degree

	Social

	Global Functioning: Social (GF:Social) score*
	(Numeric, ranging from 1-10.)

	Over the past three months the client has mostly been living:
	· In own home/dorm/apartment
	· With family
	· In a supervised setting (e.g., group home)
	· In a shelter
	· On the street/ couch surfing
	· Other

	Psychosis Symptoms

	For each month in the past quarter, please rate the symptom level the client experienced most of the time*:

	Month one:
	

	Month two:
	

	Month three:
	

	Resource Utilization

	In the past 6 prior to program admission months the client has:

	visited a crisis center or emergency department
	· Yes       
	· No

	been admitted to a hospital for mental health reasons
	· Yes
	· No

	received disability insurance or benefits (SSDI, SSI, employer)
	· Yes
	· No

	been under probation, parole, or court supervision
	· Yes
	· No

	been arrested/jailed for any reason (# of times):
	· 0
· 1
· 2-5
· >5






	RELAPSE PREVENTION PLAN FORM

	Relapse Prevention Planning Occurrence

	Has your client participated in a relapse prevention plan development or review?  
	· Yes - initial
	· Yes - review
	· No

	If yes, date of relapse plan development or review (mm/dd/yyyy):
	

	If yes - initial, what relapse prevention intervention was utilized?
	· IRT Wellness Plan module 
· Other

	If other, please explain:
	

	If yes, who participated?
	· Client
· Family

	If no, (relapse prevention session did not occur), what is the reason?
	· Refused
· Clinical team forgot to recommend relapse prevention plan session
· Other (explain):





	VITALS AND NICOTINE USE

	Date vitals were measured (mm/dd/yyyy):
	

	
	Measured?
	Result
	Units

	Height
	· Yes
	· No
	
	· inches
· cm

	Weight
	· Yes
	· No
	
	· pounds
· kilograms

	Systolic Blood Pressure
	· Yes
	· No
	
	

	Diastolic Blood Pressure
	· Yes
	· No
	
	

	Nicotine Use

	Is the client currently smoking tobacco, chewing tobacco or vaping nicotine?
	· Yes
	· No

	Is the client currently using nicotine replacement treatment (patches, gum, lozenges, prescription nicotine inhaler, etc.)? 
	· Yes
	· No

	Health Care Insurance

	What is the client's current health care insurance(s)?
	· Medicaid
	· Medicare
	· Private
	· Self-pay
	· Other





	METABOLIC SYNDROME SAFETY LABS

	Date labs were measured (mm/dd/yyyy):
	

	
	Measured?
	Result
	Units

	Triglycerides
	· Yes
	· No
	
	

	Total Cholesterol
	· Yes
	· No
	
	

	HDL
	· Yes
	· No
	
	

	LDL
	· Yes
	· No
	
	

	Hemoglobin A1c
	· Yes
	· No
	
	







	PROGRAM FEEDBACK (SELF-REPORT)
To provide the best possible services, we need to know what you think about the services you received during the past 30 days, the people who provided it, and the results.  Please indicate your disagreement/agreement with each of the following statements:

	
	Strongly Disagree
	Disagree
	Neither Agree nor Disagree
	Agree
	Strongly Agree
	Refuse to Answer/Not Applicable

	Staff here believe that I can grow, change, and recover.
	
	
	
	
	
	

	I felt free to complain.
	
	
	
	
	
	

	I was given information about my rights.
	
	
	
	
	
	

	Staff encouraged me to take responsibility for how I live my life.
	
	
	
	
	
	

	Staff told me what side effects to watch out for.
	
	
	
	
	
	

	Staff respected my wishes about who is and who is not to be given information about my treatment.
	
	
	
	
	
	

	Staff were sensitive to my cultural background (race, religion, language, etc.).
	
	
	
	
	
	

	Staff helped me obtain the information I needed so that I could take charge of managing my illness.
	
	
	
	
	
	

	Financial concerns did not prevent me from engaging in treatment.
	
	
	
	
	
	

	I felt comfortable asking questions about my treatment and medication.
	
	
	
	
	
	

	I, not staff, decided my treatment goals.
	
	
	
	
	
	

	I like the services I received here.
	
	
	
	
	
	

	If I had other choices, I would still get services from this agency.
	
	
	
	
	
	

	I would recommend this agency to a friend or family member.
	
	
	
	
	
	



	
	No effort 
	
	
	
	
	
	
	
	
	Every effort 

	
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9

	How much effort was made by your medical provider to help you understand your health issues?
	
	
	
	
	
	
	
	
	
	

	How much effort was made by your medical provider to listen to the things that matter most to you about your health issues?
	
	
	
	
	
	
	
	
	
	

	How much effort was made by your medical provider to include what matters most to you in choosing what to do next?
	
	
	
	
	
	
	
	
	
	





SOCIAL LIFE (SELF-REPORT)
	
	Very Unhappy
	Somewhat Unhappy
	Neither Unhappy nor Happy
	Somewhat Happy
	Very Happy

	How happy are you with your social life (i.e. friendships)?
	
	
	
	
	

	How happy are you with your romantic life?
	
	
	
	
	



	In the past two weeks, how many days have you:
	Number of Days in Past Two Weeks

	
	0
	1-2
	3-5
	6-8
	9-11
	12-14

	Had contact (face to face or virtual) with someone outside of your family or treatment team?
	
	
	
	
	
	





1

