	Texas Tech University Health Sciences Center – Lubbock, TX   Ambulatory Clinics Department of Psychiatry and Behavioral Sciences,     Division of Psychiatry

PSYCHIATRIC EVALUATION

	                  Name:__________________Date:___________

TTUHSC MRN____________________________

Provider:__________________ DOB:_________
                       (label)



 Medicare         Medicaid         LCI/Blue Card         Other      Persons Present for Evaluation:_________________________
· Identifying Date:  ______________________________________________________________________
· Chief Complaint:  ______________________________________________________________________
· History of Present Illness: ________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
___________________________________________________________________     cont’d on separate page

· Past Psychiatric History: _________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
__________________________________________________________________     cont’d on separate page

Past Psychiatric Medications/Response: _________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
History of Suicide Attempts:  _________________________________________________________________
_____________________________________________________________________________________

· Bio-Psycho-Social Background Information:

Family history: ___________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
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Texas Tech University Health Sciences Center – Lubbock, TX   Ambulatory Clinics Department of Psychiatry and Behavioral Sciences,     Division of Psychiatry

PSYCHIATRIC EVALUATION (continued)

	                  Name:__________________Date:___________

TTUHSC MRN____________________________




Preferred Language:   English    Spanish   Other:_________ Preferred Learning Method:  Auditory   Visual   Other: ________

Development/Childhood/School:  ___________________________________________________________

Highest Education Completed: ______________________________________________________________

Vocational/Economic: ____________________________________________________________________
_____________________________________________________________________________________

Emotional/Sexual/Physical Abuse/Trauma: ____________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Substance Abuse: _______________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Legal: ________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Marital/Social: _________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Neurological History:_____________________________________________________________________
_____________________________________________________________________________________

Surgical History: ________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Medical History: ________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Females Only:  LMP_____________ Birth Control: ______________________________________________

ALLERGIES: ____________________________________________________________________________

	Current Psychiatric Medications/Dosages:				Other Medications:
1. _________________________________________		1. ______________________________
2. _________________________________________		2. ______________________________
3. _________________________________________		3. ______________________________
4. _________________________________________		4. ______________________________
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Texas Tech University Health Sciences Center – Lubbock, TX   Ambulatory Clinics Department of Psychiatry and Behavioral Sciences,     Division of Psychiatry

PSYCHIATRIC EVALUATION (continued)

	                  Name:__________________Date:___________

TTUHSC MRN____________________________




Mental Status Exam				Vital signs:  Temp _________ BP __________ Pulse _________ Wt ________
Consciousness       Alert       Lethargic        Somnolent      Stuporous     Other:	
Orientation        Intact       Impaired        Mini-Mental Status/Executive Cognitive Assessment attached. Score ______
                Clock Drawing attached. Score:  Clock I _____/19     Clock 2 _____/1         Luria Hand Sequence. Score ______
Appearance        Neat        Casual        Unkempt       Odoriferous      Other:
Attitude        Cooperative       Uncooperative       Guarded      Other:
Attention/Concentration       Good        Fair       Poor
Psychomotor         Normal        Slowed        Activated        Agitated       Involuntary Movements:
Eye Contact         Good         Fair         Poor
Speech         Normal       Pressured       Rapid       Loud       Slowed       Soft        Paucity       Mute       Slurred      Other:
Mood         Euthymic         Depressed         Elevated        Anxious         Irritable      Other:
Affect         Appropriate/full         Blunted/flat         Constricted         Inappropriate      Other:
Memory         Intact        Impaired
Intelligence         Average         High         Borderline        Low
Thought         Logical         Goal Directed         Concrete         Circumstantial         Tangential         Loose Associations      Other:
                        Poverty         Blocking         Slow         Flight of Ideas        Grandiosity        Paranoid ideation        Delusions: 
Perception         Normal         Hallucinations (auditory, visual, tactile, olfactory, gustatory)         Ideas of Reference: 
Insight/Judgment       Good        Fair         Poor
Suicidal Ideations        No          Yes         Plan        Intent         Means
Homicidal Ideations         No         Yes         Plan         Intent         Means

AIMS  done: Yes___(see form)						 QIDS-SR____ Altman Mania Rating Scale_____

· Assessment: ______________________________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

· Diagnoses:
			Axis I				 	         Code
1. ___________________________________________		__________
2. ___________________________________________		__________
3. ___________________________________________		__________
4. ___________________________________________		__________
5. ___________________________________________		__________

			Axis II
1. ___________________________________________		__________
2. ___________________________________________		__________
3. ___________________________________________		__________

			Axis III						               Axis IV
1. ___________________________________________          __ Primary Support Group         __ Economic
2. ___________________________________________          __ Social Environment                __ Access to Health Care
3. ___________________________________________          __ Educational Problems	       __ Legal System
4. ___________________________________________          __ Occupational 	       __ None Identified
5. ___________________________________________          __ Housing		       __ Other
6. ___________________________________________
								Axis V	GAF: Current_____     Past Year_____
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Texas Tech University Health Sciences Center – Lubbock, TX   Ambulatory Clinics Department of Psychiatry and Behavioral Sciences,     Division of Psychiatry

PSYCHIATRIC EVALUATION (continued)

	                  Name:__________________Date:___________

TTUHSC MRN____________________________




· Plan:										Reason:
1. ______________________________________________	________________________________
2. ______________________________________________	________________________________
3. ______________________________________________	________________________________
4. ______________________________________________ 	________________________________
5. ______________________________________________	________________________________
6. ______________________________________________	________________________________
7. ______________________________________________	________________________________

Lab ordered: __________________________________________________________________________

Treatment Plan:      Patient/Family/Guardian involved in formulation of treatment plan
Education:      Patient/Family/Guardian:   Medication benefits/risks/side effects   Diagnoses  Sleep  Other
Referrals:  Counseling/Therapy:   Provider list   Individual   Group   Family   Parenting skills    Issues: 
Substance Abuse:   Managed Care   SWIAD   Detox    AA   NA   Alanon/Alateen
 MHMR:   MR services   Other:
 Protective/Advocacy services:   W.P.S.   A.P.S.   C.P.S.
 Community support/Resources: 			       P.C.P. or   Specialist for: 

Attending Comments: ___________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



						       Medical Student	                    Date


												RTC
Attending		Date			Provider	                            Date		


Revised 12/04
5
Patient ___________________		Examiner ____________________		Date ________

COGNITIVE AND EXECUTIVE FUNCTION EVALUATIONS

Mini Mental Status Examination 

	Orientation
	

	What is the year?
	1.

	What is the month?
	2.

	What is the date (day of the month)?
	3.

	What is the day of the week?
	4.

	What is the season?
	5.

	Where are we? Clinic or Hospital?
	6.

	Which floor are we on?
	7.

	What city is this?
	8.

	What county are we in?
	9.

	What state is this?
	10. 


             			
	Language
	

	Naming:  watch
	22.

	Naming:  pencil
	23.

	Repetition:  “no ifs, ands, or buts”
	24.

	Follow 3 stage command:
	

	      “Take the paper in you right hand”
	25.

	      “Fold the paper in half”
	26.

	      “Put the paper on the floor
	27.

	Read and perform: “Close your eyes”
	28


                                                 
                    


	Registration 
	

	Ball 
	11.

	Flag
	12.

	Tree
	13.

	Number of trials
	


	Attention and Calculation
Subtract by 7’s from 100 to 65 or spell world backwards
	

	93     or     D
	14.

	86     or     L
	15.

	79     or     R
	16.

	72     or     O
	17.

	65     or     W
	18. 


	Recall
	

	Ball
	19.

	Flag
	20.

	Tree
	21.


	CLOSE YOUR EYES

	Write a complete sentence
	29.


                 


                _________________________________________________

	Draw a copy of design
	30.

	









	Total MMSE Score
	





Luria Hand Sequence II (3 hand gestures)
Quick test of executive functioning impairment

“Can you do this?” (Examiner models with hand to surface: 1. Slap, 2. Fist, 3. Cut – while pt. imitates each step)
“Now follow me.” (Examiner begins to repeat sequence.)
“Now keep doing this until I say stop”

SCORE: 0 = 3 cycles without error after examiner stops     1 = 3 cycles with additional verbal prompts or modeling 
	Score
	


		2 = unsuccessful				






CLOCK 1 AND CLOCK 2 on back


6
CLOCK 1
















CLOCK 2
















CLOCK 1
On the top, “CLOCK 1”, instruct the patient to “Draw a clock that says 1:45.  Set the hands and numbers on the face so that a child could read them.”  Repeat the instructions until they are clearly understood.  Once the subject begins to draw no further assistance is allowed.  Rate this clock on the chart below. 

                                                                      CLOCK 2 (non-executive constructional failure)
Have the subject observe you draw a clock.  1) Draw a circle.  2) Place 12, 6, 3, & 9 first.  3) Set the hands again to “1:45”.  4) Make the hands into arrows.  Ask the patient to copy your clock in the space beside it.  Rate this clock on the chart below. 

	Organizational Elements
	Point Value
	CLOCK 1
	CLOCK 2

	Does the figure resemble a clock?
	1
	
	

	Outer circle present?
	1
	
	

	Diameter > 1 inch?
	1
	
	

	All the numbers inside the circle?
	1
	
	

	12, 6, 3, & 9 placed first?
	1
	
	

	Spacing intact? (Symmetry on either side of the 12-6 axis) If yes, skip next question.
	2
	
	

	      If spacing errors are present, are there signs of correction or erasure?
	1
	
	

	Only Arabic numerals?
	1
	
	

	Only numbers 1-12 among the Arabic numerals present?
	1
	
	

	Sequence 1-12 intact? No omissions or intrusions. 
	1
	
	

	Only two hands present?
	1
	
	

	All hands represented as arrows?
	1
	
	

	Hour hand between 1 and 2 o’clock?
	1
	
	

	Minute hand longer than hour?
	1
	
	

	None of the following:   1) hand pointing to 4 or 5 o’clock
	1
	
	

	                                           2) “1:45” present
	1
	
	

	                                           3) intrusions form “hand” or “face” present
	1
	
	

	                                           4) any letters, words, or pictures
	1
	
	

	
	TOTAL (19)
	
	



