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	A.    GENERAL STATEMENT OF POLICY:

       Statement of Purpose:  To establish procedures for completing an initial evaluation of new patients.  
B.    SCOPE:    This policy covers Psychiatry.

C.    ADMINISTRATION & PROCEDURE: 
         All new patients who are coming into the services of outpatient psychiatry will participate in an initial 

         intake that will be performed by or under the supervision of a psychiatrist.  Information to be 

         obtained in the initial intake is as follows:     
D.    PROCEDURE:     
A) IDENTIFYING DATA AND REFERRAL SOURCE
Information in this section will include the name, age and sex of the patient. 

B) CHIEF COMPLAINT
The chief complaint should be in the patient’s own words.  Information in this section is what the patient describes as the chief problem that brings them into outpatient psychiatry. 

C) HISTORY OF THE PRESENT ILLNESS
1. This is a detailed description of the presenting problem. 
2. Course of present illness – that is when the illness started, how long the illness has been present, and whether or not this is a continuation of a chronic problem. 
3. A detailed description of the symptomatology – for instance, if the patient is hallucinating and hearing voices, there should be a description of what the voices say, what time of day they are heard, if any event seems to bring them about, and any other information that would assist in a clear description of the present symptomatology.  
4. This section contains a statement concerning whether the problem has been getting better, worse or unchanged.  If changes are evident, include a description of what is associated with such changes. 
5. If a chronic problem is indicated, a description of past treatment, and response to that treatment, will be indicated. 
D) PAST PSYCHIATRIC HISTORY/MEDICATIONS/RESPONSE
1. This section includes the past history of psychiatric problems and hospitalizations.  Dates and locations of past hospitalizations will be documented as accurate as possible.  A brief description of past history of mental health treatment will be documented. 
2. If the patient has been on antipsychotic or other psychiatric medication in the past, an indication about the effectiveness of the medication, any allergic reactions, and any side effects should be indicated.  There should also be an assessment of the patient’s attitude toward taking the medication and a report of previous compliance. 
E) BIOPSYCHOSOCIAL BACKGROUND
This section will include a description of the patient’s family, his/her childhood history, school performance, and other necessary development information that could assist in a complete understanding of the patient’s present presenting concern.  It should also include a description of the current living situation, financial status, social, ethnic, cultural, emotional, health factors, family, job and recreational activities in a social setting.  It will also be noted whether or not an assessment of legal, nutritional, or vocational needs is necessary.  (An assessment of the need for family member or significant other’s involvement in treatment should be noted).  In the dying patient, assessment includes social, spiritual, and cultural variables related to grief.  It should also include possible language barriers, the patient’s learning needs, abilities, readiness for treatment, and any physical and/or cognitive limitations. 

1. Substance Abuse – All drug abuse/addiction problems and alcohol problems should be described in detail.  If patient is negative for such problems, this must be stated. 

2. Medical – A description of Medical History where significant medical problems are detailed, as well as a description of what was done for these problems should be documented.  Current medical problems, including pain, will also be described in sufficient detail. 

F) MENTAL STATUS EXAMINATION (see Psychiatric Evaluation)

G) FURTHER ASSESSMENT

During the psychiatric evaluation and biopsychosocial history, specific attention will be paid to the patient’s need for further assessment of any functional, nutritional, occupational, education, legal, psychological and rehabilitative problem, and what medical referrals will be made to HSC clinicians, registered or licensed to perform specialized assessments.  Necessary physical examinations and laboratory tests will be acquired through the HSC clinics and labs.  Any necessary referral following assessment of the need for protective or advocacy services will be documented.  

H) INTEGRATIVE FORMULATION/ATTENDING COMMENTS

This section will contain integrative statements concerning all information available at the time of the patient intake.  This will include:  significant antecedents to the presenting problem, any suspected or known organic contribution to present complaint, a comprehensive definition of the presenting problem, and treatment needs based on information from the interview. 

I) DIAGNOSTIC IMPRESSION

Under this will include:  ICD-10 Diagnoses
J) TREATMENT PLAN

A treatment plan will be formulated based on diagnoses and other problems listed.  Treatment plan will be in accordance with standard Policy and Procedure describing treatment planning and will correspond to stated problems. 

K) STAFFING

All new patients will be seen by an attending physician, and the treatment plan developed an implemented by the provider (resident or PA) in consultation with an under the supervision of the attending physician. 

L) APPROPRIATE SIGNATURES

Attending provider signatures will be included, as appropriate, following review of intake write-up.  Provider or resident conducting the intake interview will also sign the intake interview.

M) RECORD KEEPING

The completed intake interview assessment with appropriate signatures will be filed in the patient’s psychiatry medical record.  
E.    DISTRIBUTION:     This policy shall be distributed to Psychiatry. 

           


