SOCIAL HISTORY AND ASSESSMENT

History & Data
	1.  Information Sources

	
	 FORMCHECKBOX 

	Client
	     
	 FORMCHECKBOX 

	Family
	     

	
	 FORMCHECKBOX 

	Referral source
	     
	 FORMCHECKBOX 

	Hospital records
	     

	
	 FORMCHECKBOX 

	Other
	     

	
	Reliability of information from client and family:
	     

	2.  Behavior and Circumstances Precipitating Admission 
	

	
	     

	3.  Primary Support
	

	
	Marital Status:
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Married
	 FORMCHECKBOX 

	Divorced
	 FORMCHECKBOX 

	Separated
	 FORMCHECKBOX 

	Widow/er
	 FORMCHECKBOX 

	Conjugal relationship

	
	Sources of support include:

	
	 FORMCHECKBOX 

	Spouse
	 FORMCHECKBOX 

	Parent/s
	 FORMCHECKBOX 

	Sibling/s
	 FORMCHECKBOX 

	Other relative/s
	 FORMCHECKBOX 

	Friends
	 FORMCHECKBOX 

	Other
	     
	 FORMCHECKBOX 

	None

	
	Closest personal support:

	
	Name
	
	Address
	Phone
	Relationship

	
	     
	
	     
	
	     
	
	     

	
	     
	
	     
	
	     
	
	     

	
	     
	
	     
	
	     
	
	     

	
	Apparent level of support:

	
	 FORMCHECKBOX 

	Good 
	 FORMCHECKBOX 

	Adequate 
	 FORMCHECKBOX 

	Marginal 
	 FORMCHECKBOX 

	Minimal 
	 FORMCHECKBOX 

	None
	

	
	If less than adequate, explain:
	     

	4.  Social/Environmental Issues

	
	 FORMCHECKBOX 

	Social isolation/withdrawal
	 FORMCHECKBOX 

	Negative peer influences
	 FORMCHECKBOX 

	Lifestyle change

	
	 FORMCHECKBOX 

	Family conflict
	 FORMCHECKBOX 

	Conflict with caregivers
	 FORMCHECKBOX 

	Lacks transportation

	
	 FORMCHECKBOX 

	Lack of services
	 FORMCHECKBOX 

	Lacks knowledge of illness/disability
	 FORMCHECKBOX 

	Lacks knowledge of services

	
	 FORMCHECKBOX 

	Volatile living environment
	 FORMCHECKBOX 

	None

	
	 FORMCHECKBOX 

	Other
	     

	
	Explain:
	     

	
	

	
	Religious denomination:
	     
	Beliefs:
	     

	
	

	
	Spiritual practices that are important:
	     

	
	

	
	Are there spiritual, cultural or ethnic issues pertinent to the illness or treatment?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Unknown

	
	If yes or unknown, explain:
	     

	
	

	
	Is client a victim of physical, sexual or emotional abuse; vulnerable to abuse; or an abuser?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, describe the nature of the abuse:
	     

	
	Is follow-up treatment/referral indicated?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, explain:
	

	
	Prior treatment
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, explain:
	     

	
	Impacts current illness:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, explain:
	     


	5.  Education

	
	Last grade completed
	     

	
	Needs/problems in school/college
	 FORMCHECKBOX 

	Current 
	 FORMCHECKBOX 

	Past 
	 FORMCHECKBOX 

	None

	
	
	 FORMCHECKBOX 

	Academic difficulty/failure
	 FORMCHECKBOX 

	Conflict with peers/teachers
	 FORMCHECKBOX 

	Illiteracy
	 FORMCHECKBOX 

	Truancy
	 FORMCHECKBOX 

	Aggression

	
	
	 FORMCHECKBOX 

	Disruption
	 FORMCHECKBOX 

	Special education needs
	 FORMCHECKBOX 

	Other
	     

	
	Explain:
	     

	
	

	6. Military History

	
	Veteran
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	Branch of service 
	     
	Dates of service 
	     

	
	Type of discharge?
	     

	
	Service-connected disability
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If yes, nature of disability
	     

	7.  Occupational Status

	
	 FORMCHECKBOX 

	Employed
	 FORMCHECKBOX 

	Unemployed
	 FORMCHECKBOX 

	Job conflict
	 FORMCHECKBOX 

	Threat of job loss
	 FORMCHECKBOX 

	Other

	
	Explain:
	     

	
	

	
	Nature of usual and/or present employment/when last worked:
	

	
	     

	

	8.  Economic/Financial Status


	
	Income sources and monthly amounts, if known:

	
	 FORMCHECKBOX 

	Employment income
	$     
	 FORMCHECKBOX 

	Social Security
	$     
	 FORMCHECKBOX 

	SSI
	$     

	
	 FORMCHECKBOX 

	Veteran’s benefits
	$     
	 FORMCHECKBOX 

	Welfare benefits
	$     
	 FORMCHECKBOX 

	Food Stamps
	$     

	
	 FORMCHECKBOX 

	Family Support
	 FORMCHECKBOX 

	Other
	     
	 FORMCHECKBOX 

	None

	
	Income adequate for current needs?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	

	
	If no, explain:
	     

	

	9.  Housing Issues 

	
	 FORMCHECKBOX 

	Homeless
	 FORMCHECKBOX 

	Temporary
	 FORMCHECKBOX 

	Unsafe/inadequate
	 FORMCHECKBOX 

	Conflict with neighbors/landlord

	
	 FORMCHECKBOX 

	Disruptive in placement
	 FORMCHECKBOX 

	Foster care
	 FORMCHECKBOX 

	Other
	     
	 FORMCHECKBOX 

	None

	
	Last living arrangement
	     
	Future living plans
	     

	10. Forensic/Legal Problems
 

	
	Current/Active:

	
	 FORMCHECKBOX 

	Arrest
	 FORMCHECKBOX 

	Incarceration
	 FORMCHECKBOX 

	Jail hold
	 FORMCHECKBOX 

	Pre-Trial Evaluation
	 FORMCHECKBOX 

	Incompetent for Trial

	
	 FORMCHECKBOX 

	NGRI
	 FORMCHECKBOX 

	Juvenile Court Order
	 FORMCHECKBOX 

	YDC
	 FORMCHECKBOX 

	RYDC
	 FORMCHECKBOX 

	Crime victim

	
	 FORMCHECKBOX 

	Persistent pattern of criminal behavior
	 FORMCHECKBOX 

	Other
	     
	 FORMCHECKBOX 

	None

	
	Explain:
	     

	
	

	
	Previous involvement with criminal justice system
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, explain:
	     

	11.  Family/Developmental History

	
	Are there family medical/psychiatric issues pertinent to client’s illness/treatment?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, describe:
	

	
	     

	
	

	
	For C&A, how does the parental relationship impact the illness, and how does the illness impact the relationship?

	
	     

	
	

	
	Do childhood or developmental problems impact the current illness?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	If yes, explain:
	

	
	     

	12. History of Behavior/Illness/Disability, Treatment & Community Resources Utilization   

	
	 FORMCHECKBOX 

	Withdrawn
	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 

	Suicidal
	 FORMCHECKBOX 

	Self-Injurious

	
	 FORMCHECKBOX 

	Alcohol abuse
	 FORMCHECKBOX 

	Substance abuse, other than alcohol
	 FORMCHECKBOX 

	Aggression/violence
	 FORMCHECKBOX 

	Hallucinations

	
	 FORMCHECKBOX 

	Delusions
	 FORMCHECKBOX 

	Resistance/denial
	 FORMCHECKBOX 

	Paranoia
	 FORMCHECKBOX 

	Chronic mental illness

	
	 FORMCHECKBOX 

	Other
	     

	
	Explain:
	     

	
	

	
	Client’s known or reported history of  treatment and previously used services include:

	
	 FORMCHECKBOX 

	Mental health services
	 FORMCHECKBOX 

	Substance abuse services
	 FORMCHECKBOX 

	Mental retardation services
	 FORMCHECKBOX 

	None

	
	 FORMCHECKBOX 

	Outpatient
	 FORMCHECKBOX 

	Inpatient
	 FORMCHECKBOX 

	Other
	     

	
	 FORMCHECKBOX 

	Counseling
	 FORMCHECKBOX 

	Day treatment
	 FORMCHECKBOX 

	Case mgt.
	 FORMCHECKBOX 

	Residential
	 FORMCHECKBOX 

	Sheltered workshop

	
	 FORMCHECKBOX 

	Medication
	 FORMCHECKBOX 

	Medicaid
	 FORMCHECKBOX 

	Medicare
	 FORMCHECKBOX 

	DFCS
	 FORMCHECKBOX 

	YDC
	 FORMCHECKBOX 

	VA

	
	 FORMCHECKBOX 

	Other
	     

	
	Explain (include providers, dates, length of service, etc.):
	

	
	     

	
	
	
	
	
	
	
	

	
	History of non-compliance with:
	 FORMCHECKBOX 

	Medication
	 FORMCHECKBOX 

	Treatment recommendations
	 FORMCHECKBOX 

	Not applicable

	
	Describe any barriers to accessing services in the future
	

	
	     

	
	

	
	Physical health problems
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If yes, explain:
	

	
	     


	13. Client’s Goals/Expectations for this Hospitalization

	
	     

	
	


	Assessment & Recommendations

	
	1.  Client’s Level of Functioning          
	
	
	
	

	
	The degree of client’s psychosocial impairment is:

	
	
	 FORMCHECKBOX 

	Severe
	 FORMCHECKBOX 

	Substantial
	 FORMCHECKBOX 

	Moderate
	 FORMCHECKBOX 

	Mild
	 FORMCHECKBOX 

	Minimal

	
	Explain:
	     

	
	2.  Client’s Strengths
	     

	
	

	
	3.  Client’s High Risk Social Deficits
	     

	
	

	
	4.  Recommended Social Work Interventions/Plan of Care
	

	
	     

	
	

	
	5.  Discharge Plan/Recommendations:

	
	Potential Psychosocial Aftercare Problems
                                  

	
	 FORMCHECKBOX 

	Impaired/inadequate personal support system
	 FORMCHECKBOX 

	Negative peer influence

	
	 FORMCHECKBOX 

	Lifestyle changes
	 FORMCHECKBOX 

	Lack of transportation

	
	 FORMCHECKBOX 

	Lack of services
	 FORMCHECKBOX 

	Lack of knowledge of illness/disability/services

	
	 FORMCHECKBOX 

	Volatile living environment
	 FORMCHECKBOX 

	Spiritual, cultural or ethnic issues

	
	 FORMCHECKBOX 

	Vulnerable to abuse/victim of abuse
	 FORMCHECKBOX 

	Abuse of others/evidenced by history

	
	 FORMCHECKBOX 

	Educational problems
	 FORMCHECKBOX 

	Occupational problems

	
	 FORMCHECKBOX 

	Financial problems
	 FORMCHECKBOX 

	Inadequate housing

	
	 FORMCHECKBOX 

	Disruptive in placement
	 FORMCHECKBOX 

	Foster care

	
	 FORMCHECKBOX 

	Legal/incarceration
	 FORMCHECKBOX 

	Resistance/denial

	
	 FORMCHECKBOX 

	Family medical/psychiatric issues
	 FORMCHECKBOX 

	Physical health problems

	
	 FORMCHECKBOX 

	Non-Compliance with:
	 FORMCHECKBOX 

	Chronic mental illness with

	
	
	 FORMCHECKBOX 

	Medication
	 FORMCHECKBOX 

	Treatment recommendations
	
	 FORMCHECKBOX 

	Hallucinations

	
	 FORMCHECKBOX 

	Poor coping skills as evidenced by:
	
	 FORMCHECKBOX 

	Delusions

	
	
	 FORMCHECKBOX 

	Social isolation/withdrawal
	 FORMCHECKBOX 

	Suicidal behavior
	
	 FORMCHECKBOX 

	Paranoia

	
	
	 FORMCHECKBOX 

	Aggression/violence 
	 FORMCHECKBOX 

	Self-injurious
	
	 FORMCHECKBOX 

	Other
	     

	
	
	 FORMCHECKBOX 

	Substance abuse, other than alcohol
	 FORMCHECKBOX 

	Alcohol abuse
	
	

	
	
	 FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 

	Other
	     

	
	 FORMCHECKBOX 

	Other
	     

	
	Comments:
	     

	Recommended Aftercare Interventions

	
	 FORMCHECKBOX 

	Client education 
	 FORMCHECKBOX 

	Counseling
	 FORMCHECKBOX 

	Family education
	 FORMCHECKBOX 

	Family counseling
	 FORMCHECKBOX 

	Residential

	
	 FORMCHECKBOX 

	Medication 
	 FORMCHECKBOX 

	Day treatment
	 FORMCHECKBOX 

	Substance abuse services
	 FORMCHECKBOX 

	Vocational rehabilitation

	
	 FORMCHECKBOX 

	Case management/community support
	 FORMCHECKBOX 

	Other 
	     

	Aftercare Agency:
	 FORMCHECKBOX 

	Oconee at 
	     
	 FORMCHECKBOX 

	Phoenix at 
	     

	
	 FORMCHECKBOX 

	River Edge at 
	     
	 FORMCHECKBOX 

	Middle Georgia at
	     

	
	 FORMCHECKBOX 

	Department of Corrections
	 FORMCHECKBOX 

	Other
	     

	

	Signature/Title
	     

	     

	Date
	

	

	Co-Signature/Title, if required 
	     

	     

	Date
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