	NEEDS ASSESSMENT 

Interface Residential

CDS Family & Behavioral Health Services, Inc.

	Dates of Assessment:
	
	

	PARTICIPANT INFORMATION

	    Full Name:
	
	Participant #:
	

	    A.K.A.
	
	DOB:
	
	Sex:
	
	Age:
	
	Race:
	

	    Address:
	

	    Phone:
	
	School Attending:
	
	Grade:
	

	    Special Program:
	

	PARENT / GUARDIAN INFORMATION

	    Full Names:
	

	
	

	    Address:
	

	
	

	    Work Phones(s):
	
	
	

	Place(s) of Employment:
	
	
	

	Insurance / Medicaid Coverage:
	

	Participant / Family Members Present for Interview:

	

	A. REFERRAL PROBLEMS (why Participant/Parent/Guardian is seeking counseling)

	

	B. PSYCHIATRIC/COUNSELING HISTORY (hospitalizations, counseling, agency involvement, etc.)

	


	C. EDUCATIONAL HISTORY (Academic, behavioral, truancy background, special program involvement, etc.)

	

	D. LIST ALL FAMILY MEMBERS AND OTHERS LIVING IN THE HOME. 

	

	E. LOCATION/INVOLVEMENT OF FAMILY/NON-FAMILY MEMBERS WHO DO NOT LIVE IN THE HOME. (Is there another parent/guardian who should be aware/involved in our service delivery? If, yes describe plans for notification.)

	

	F. FAMILY HISTORY (milestones, deaths, remarriages, etc.)

	

	G. PARTICIPANT RESIDENTIAL HISTORY (with whom has the participant lived in the past, when and for how long)

	

	H. DEVELOPMENTAL MEDICAL HISTORY (difficult pregnancy, severe accidents or medical conditions, etc.)

	

	I. CHILDREN & FAMILY HISTORY (previous or current abuse, neglect or abandonment; investigations, dependency involvement, assistance, received, etc.)

	

	J. LEGAL HISTORY (previous or current arrest/charges, involvement with law enforcement, etc.)

	


	K. FINANCIAL HISTORY (does the family’s current financial situation related to present problem)

	

	L. DRUGS / ALCOHOL HISTORY (both participant and family/household members)

	

	M. PEER RELATIONSHIPS (number/depth of relationships with friends, romantic/sexual relationships, etc.)

	

	N. POTENTIAL FOR VIOLENCE/ABUSE (physical, mental, emotional and sexual)

	

	O. SUICIDE ASSESSMENT

	
	
	Participant:
	Initial   MACROBUTTON CheckIt ( 
	Full   MACROBUTTON CheckIt (

	
	
	Parent / Guardian:
	Initial   MACROBUTTON CheckIt (
	Full   MACROBUTTON CheckIt (

	
	
	Parent / Guardian:
	Initial   MACROBUTTON CheckIt (
	Full   MACROBUTTON CheckIt (

	

	P. ASSESSMENT SUMMARY (If applicable)

	

	Q. PARTICIPANT/FAMILY ASSESSMENT (what does the participant/family want to change)

	

	R. PARTICIPANT AND FAMILY STRENGTHS AND INTERESTS

	


	S. FAMILY DYNAMICS (family relationships, parent-child relationships, siblings, extended/blended family, etc.)

	

	T. MENTAL, PHYSICAL AND EMOTIONAL STATUS (appearance, mood/affect, motor activities/speech, flow and content of thought, memory/orientation, hallucinations/delusions, insights/judgment)

	

	U. COUNSELOR’S IMPRESSIONS, COMMENTS, AND INTERPRETIVE SUMMARY (this section is an overall summary, based on the assessment data, is used in the development of the Individual Plan and identifies any co-occurring disabilities or disorders that should be addressed in the development of the Individual Plan )

	

	
	
	

	Counselor’s Signature
	
	Date Completed

	
	
	

	Supervisor’s Signature
	
	Date Reviewed
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