County of Ventura		[image: ]
Behavioral Health Services 	                                               
CARE REPORT | CLINICAL EVALUATION
Date of the Report:
Case#:
RESPONDENT INFORMATION: 				SUPPORTER INFORMATION (IF Applicable): 
Respondent’s Name: 					 Supporter’s Name: 
Preferred Name:					                Supporters Relationship to Respondent:		
Date of Birth: 											
Primary Language: 					 Phone Number: 				    Pronoun’s: 						 Address:					   Phone Number: 					                 Email Address: 					
Address: 						 Primary Language: 

ORIGINATION PETITIONER INFORMATION: 		VENTURA COUNTY BEHAVIORAL HEALTH: 	
Originating Petitioner’s Name: 				 CARE team assigned to the case include:
                                                                                                       
Petitioner’s Organization/Affiliation: 			 Name of Clinician (License # and Title): 

Phone Number:                                                                                    Phone Number: 
Address:                                                                                                 Address: 				
Email Address:	                                                                                Email Address: 
Initial Petition Date: 								
Petitioner’s Relationship to Respondent:
											
Date Petition was filed in court: 
CARE Act Licensed Clinician: 


APPOINTED COUNSEL INFORMATION: 
Appointed Counsel Name: 
Address: 
Phone Number: 







Confidential-Do Not Disseminate				1
CARE REPORT | CLINICAL EVALUATION
Does the respondent have Psychiatric Advance Directive? Yes        No
	A. EVALUATION OR ATTEMPTS MADE AT EVALUATION OR RESPONDENT (select one) 


I,                                                             (Name, Licensed #, & Title) was able to complete an assessment/evaluation of the respondent on                                  (Date)  
I have made attempts on the following dates to evaluate the respondent but was unsuccessful due to the respondent being unavailable/willing, to participate in an evaluation.
	Date of Attempt 
	Type of Attempt (face to face, telehealth)
	Respondent Response to Attempt
	Outcome of Attempt 

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	



Respondent’s Diagnose based on the following assessment:………………………………………………..

	B. CLINICAL EVALUATION


1.Presenting Problems/Symptoms: 






2. Trauma History (if applicable): 



                     																																										
Confidential-Do Not Disseminate					2
CARE REPORT | CLINICAL EVALUATION
3. Past Psychiatric History: 
				
																																																																			
4. Cultural Information:  
                                                                        








	C. SUBSTANCE USE/ABUSE 



1. Does the respondent have a co-occurring substance use disorder?         Yes         No       Unable to assess
2. Does the respondent have history of substance use? (if yes complete table)        Yes        No       Unable to Assess
	Name of Drug
	Method of Admission
	Days of use in the past 30 days
	Date of last use
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3. Does the respondent have history of substance use treatment?        Yes        No        Unable to Assess
																																																																															
	D. PHYSICAL HEALTH 


1. Does the Respondent have a primary care physician?        Yes        No         Unable to Assess
If yes: 
Primary Care Physician Name: 					Primary Phone Number: 
Address:								State:
City: 								ZIP Code:
Last Seen: 

2. Does the respondent have physical health issues?      Yes        No      Unable to Assess    																																																																																																						    																		
	E.  MENTAL STATUS EXAM



Level of Consciousness	
	Alert 		Lethargic 	Stuporous	

Orientation													Person 		Place 		Day		Month 		Year 		Current Situation 		None	

Appearance
	Good Hygiene 	Poor Hygiene	Disheveled 	Reddened Eyes 	 Normal Weight	
	Overweight 	Underweight

Speech 	   
Normal		Hesitant 	Slurred		Stuttering	Loud		Soft
	Pressured	Slow		Mute		Other:


					4
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Thought Process
	Normal		Coherent 		Tangential		Circumstantial 		Incoherent	Loose Association		Flights of Ideas		Preservation	

Thought Content
	Normal		Preoccupied		Obsessions		Delusions-Bizarre		Grandeur	Guilt			Ideas of Reference 	Persecutory 		Somatic		Thought-Broadcasting			Thought of Control					

Behavior	
	Cooperative	 Uncooperative		Evasive			Threatening		Agitated 	Combative

Affect
	Appropriate	 Inappropriate		Restrictive		Blunted			Flat		Labile		 Other: 

Intellect
Average		 Below Average		Above Average		 Poor Vocabulary		
Paucity of knowledge			Unable to Rate						

Mood
	Euthymic	Elevated			Euphoric			Irritable			Depressed	Anxious 			Stable			Variable			Angry 		Dysphoric

Memory
	Normal		 Poor Recent 		Poor Remote		Inability to Concentrate	Confabulation Amnesia

Motor Activity
	Age Appropriate/Normal			Slowed/Decreased	Psychomotor Retardation			Hyperactive	Agitated			Tremors			Tics			Repetitive Motions			Other: 

Judgement
	Age Appropriate /Normal			Fair			 Poor 			Limited		Unable to rate				Unrealistic

Insight	
	Age Appropriate /Normal			Fair			 Poor 			Limited		Unable to rate				Unrealistic

Attention
	Good 		 Distractible		Variable			Age-Appropriate 		Fair		Poor		 Unable to Rate
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Symptoms of Psychosis

Hallucinations 	 No		Yes, Specify: (visual, auditory, smell, taste) 


Delusions	 No		Yes, Specify: 


Other Observations/Comments: 


	F. RISK ASSESSMENT


1. Has the responded had suicidal ideation/attempts in the past 12 months?	    Yes	   No	 Unable to Assess

If yes: 

Suicide attempts					Yes	No 	Unable to Assess
Suicidal Thoughts without an intention plan		Yes 	No	Unable to Assess
Suicidal thoughts with intention but without a plan	Yes 	No 	Unable to Assess
Suicidal thoughts with intention and a plan 		Yes 	No 	Unable to Assess

2. Does the respondent have history of suicidal behaviors (things to consider voluntary/ involuntary hospitalization (s), substance involvement).                	Yes           No          Unable to Assess

3. Has the respondent displayed danger to others’ behaviors or aggression towards others in the past 12 months? 
If yes:						Yes	No	Unable to Assess                                                                                       

Thoughts/impulses, but no intention or a plan                  	 Yes         No           Unable to Assess
Thoughts/impulses with intention but no plan                   	 Yes         No           Unable to Assess
Thoughts/impulse with intention and a plan                     	 Yes         No           Unable to Assess

4. Are there firearms of access to firearms at home? 	 Yes 	No	Unable to Assess

5. Does the respondent have past aggressive behaviors (damage to property, violence, intimidation, predatory)
 Yes	No	Unable to Assess
6. Describe the respondent’s protective factors




7. Summary of risk assessment:
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	G. CLINICAL FORMULATION (Summary of Clinical Evaluation including diagnosis):










	H. CLINICAL CONCLUSIONS


Based on the information in this evaluation, I have reason to believe that the respondent meets the diagnostic criteria for CARE Act Proceeding: 				Yes	No	 Unable to Determine

1. The respondent is 18 years old and older 		Yes 	No 	 Unable to Determine

2. The respondent meets diagnostic criteria for a schizophrenia spectrum disorder or another psychotic disorder in the same class.  				Yes 	No 	 Unable to Determine 

3. The Respondent is experiencing a serious mental illness that (all must be completed): 
Yes 	No 	 Unable to Determine



(a) Is severe in degree and persistent in duration and impacts functioning (explain): 




(b) Causes behavior(s) that impair functioning and/or interferes substantially with the primary activities of daily living? (i.e., what is their level of functioning)




(c) Results in an inability to maintain stable adjustment and independent functioning without treatment, support and rehabilitation for a long period of time? (explain)  





4. Respondent is not clinically stabilized in ongoing voluntary treatment?	Yes 	 No 	Unable- to Determine
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5. At least one of these is true (complete one or both)		Yes	No 	Unable to Determine

Respondent unlikely to survive safely in the community without supervision and respondent’s condition is substantially deteriorating (why the respondent is unlikely to survive safely in the community, the type of supervision the respondent would need to survive safely)





Respondent needs services and support to prevent a relapse or deterioration that would likely result in grave disability or serious harm to the respondent or others (explain):





6. Participation in CARE Agreement or CARE Plan would be the least restrictive alternative necessary to ensure the respondent’s recovery and stability 	Yes   	No  	Unable to Determine

Explain: 
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7. Respondent is likely to benefit from participation in a CARE agreement/plan. 	Yes 	 No  	Unable to Determine
Explain: 




I am a mental health professional, licensed by the State of California. I am employed by the County of Ventura’s (Petitioner) Behavioral Health Department. In connection with this case, I am the designee of Behavioral Health Department’s Director Dr. Loretta Denering.


Assessor’s Name:                                                                       Signature: 
(Licensed number, Title)                                       
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