San Bernardino County

Department of Behavioral Health
Annual Psychiatric Assessment Review Form

Authorization will be based on Medical Necessity (impairment in functioning) per DSM-5/ICD-10 Diagnosis.

Provider Name:
Provider Office Address:

Client Name: DOB: SSN: XXX-XX-

Sex: Male[] Female[] Age: Allergies:

Living Arrangement: [_] Alone [] Bio Family [ ] Foster Family [ ] Group Home [ ] SNF [ ] B&C
Minor's: Ht: Wt: (mandatory for minors)

Minor is under the Jurisdiction of: [_] DFS [] Court [_] Probation [ ] Bio Family [ ] Other:
Mental Health Status Examination:

Affect: [ ] Blunted/Flat [ ] Labile/Restricted  [] Inappropriate (] Appropriate
Mood: [] Inappropriate  [_] Appropriate [ ] Depressed [ ] Anxious
(] Angry [ ] Fearful [ ] Irritable [ ] Other:
Behavior: [ ] Appropriate [ ] Confused [ ] withdrawn [ ] Secluded
[] Uncooperative (] Demanding [ ] Guarded (] Suspicious [ ] Hostile
[] Hyperactive ] Psychomotor Retardation [] Cooperative
Speech: [ ] Appropriate [ ] Rapid [ ] Pressured [_] Monotonous/Slow
Thought Process: [ ] Logical [] Circumstantial [] Tangential [] Flight of Ideas
Insight: [ ]Good []Poor Judgment: [ ] Good [ ] Poor
Hallucinations: [] Auditory [ ]Visual [ ] Other

DSM-5/ICD-10 DIAGNOSIS

Current Diagnosis:

If change in Diagnosis, address the following:

Date of change: Behavioral changes to support change in diagnosis:
MANAGEMENT
Dysfunction rating: [ ] None L] Mild [ ] Moderate [ ] Severe

Describe how symptoms impair functioning: (Documentation must meet medical necessity).

CLIENT PLAN
How has your treatment benefited the client? Be behaviorally specific and address the problems and treatment
goals on the Client Plan.

What plans/techniques/interventions will you use to address these problems?
(MD'’s, please address all current medications, dosages, and frequency)

List the treatment goals:

Goal #1:

Behavioral Specific Objectives: (observable, measurable, quantifiable, and time limited)

Goal #2:

Behavioral Specific Objectives: (observable, measurable, quantifiable, and time limited)

Modalities Requested: (Check) Number of sessions for 6 month period of time:
[] Individual Psychotherapy [] Medication Support

Proposed Termination Date (Proposed end date for entire course of treatment):

Proposed Therapeutic Interventions:

Client Signature Date Provider Signature Date
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" SAN BERNARDINO

COUNTY LANGUAGE TAGLINES

Behavioral Health

English
ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call [1-888-743-1478] (TTY: [711]).

Espafiol (Spanish)
ATENCION: Si habla espariol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al [1-888-743-1478] (TTY: [711]).

Tiéng Vigt (Vietnamese) i i
CHU Y: Neu ban néi Tiéng Viét, co cac dich vu ho trg ngdn ngit mién phi danh cho ban.
Goi s0 [1-888-743-1478] (TTY: [711]).

Tagalog (Tagalog— Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa [1-888-743-1478] (TTY: [711]).

Bt=304 (Korean)
FO|: B2 0{E METAlE B2, 210 X|H MHIAE FEE 0|85t = U&LCh [1-
H oz

888-743-1478] (TTY: [711])&

ZHE R (Chinese)

AR REHERERT S B e B EGES RIS - 555E [1-888-743-1478]
(TTY: [711]) -

Zuykpklu (Armenian)

NPTUALNRESNPL Bpb fununid bp huybphkl, wuyw dkq win]&wp Jupng b
npudwunnyty (kquljut wowlgnipjut swnwynipniutp: Quuquhwpbp [1-888-743-
1478] (TTY (htnunhuy) [711]):

Pycckmii (Russian)
BHUMAHMUE: Eciu BbI rOBOpUTE Ha PYCCKOM SI3BIKE, TO BaM JOCTYIHbI OECIUIATHBIE YCIYTH
nepeBoa. 3souute [1-888-743-1478] (teneraiim: [711]).

e Ot Y(Farsi)
a9 i1 1S e ol Gl s S5 o Sy Spmsdi 3los

Ld ¢l 20K d ) sa 2
Uaadl s el 31.883.743-1478] (TTY: [711]) 2 2w & 2 sl 3
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HZEE (Japanese)
HEEFH : AAREZE SN GG, EBROSEIRE ZFHWZT £9, [1-888-
743-1478] (TTY: [711]) £ T, BEHIZTITEAF 72XV,

Hmoob (Hmong) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev
pab dawb rau koj. Hu rau [1-888-743-1478] (TTY: [711]).

YAt (Punjabi)
fanrs fog: A 37 o Uarg 88 9, 3% 3 g foog RT3 A oF 3973 38 Hes Gusfa
J1 [1-888-743-1478] (TTY: [711]) '3 TS I |

4 2= N(Arabic)

O als 3450 Vasele ol cilera o) 8 el D580 Gaad 3w 1) dlisaland) sdua 3 Glaedl 3
[1-888-743-1478]

)o3e shad ldae sldda: [711] )

R (Hindi) emet &: afg 3ma RSy averer € &t 3moss forw e 31 #1797 FgTrar Jard 3uerser
&1 [1-888-743-1478] (TTY: [711]) UX Siel |

aulne (Thai)

Fou: guyane lneguannsalduimssomaemen’lans Tns [1-888-743-1478] (TTY: [711]).

121 (Cambodian)
Ut 1 10sSmymSunty Mg | NS SwySSAM I INWSSAS Q0

= w

wI99290 (Lao) '
{U0QIL: 209 VIVCIIWIZI 990, NIVVINIVFOBCTDAIVWIZ, LOBVCTIa,
ccovBwanloua. tns [1-888-743-1478] (TTY: [711)).
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