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CIN#____________


COUNTY DEPARTMENT OF SOCIAL SERVICES

PSYCHOLOGICAL and INTELLECTUAL ASSESSMENT FOR DETERMINATION OF EMPLOYABILITY

(ALL SECTIONS MUST BE COMPLETED AS DIRECTED)
CLIENT IDENTIFICATION:

NAME:
                                                                                                        CASE #:  
ADDRESS:

SS# (Last 4 #’s):


CIN:



D.O.B.:        /    /

Is client a veteran?     YES    NO
Does client have an active SSI/SSD application pending?   YES     NO

CHIEF COMPLAINT(S)/HISTORY: 
	


Note: If completing for Intellectual Assessment only, please continue on page 4.
PSYCHIATRIC HISTORY:  (Please specify in order of priority.)

	


MEDICAL HISTORY:  (Please specify in order of priority.)

	


MEDICATIONS:

	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


PREVIOUS DOCUMENTATION REVIEWED:  The following information was reviewed:
	Date
	Provider/Hospital
	Result/Diagnosis

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


CURRENT TREATMENT PROGRAM(S):
Program Name:

Telephone #:        -        -

Address:

Treatment Program Contact:




Title:

Date of First Treatment:





Treatment Type:

Treatment Schedule:      Days: 

Time:


 Date of last examination:

Medications prescribed and compliance:

List response to medications and side effects, if any:

Has individual’s condition improved as a result of this treatment?

· If no, please explain:

CURRENT SUBSTANCE ABUSE TREATMENT PROGRAM(S):
Program Name:






Telephone #:        -        -

Address:

Treatment Program Contact:




Title:

Date of First Treatment:





Treatment Type:

Treatment Schedule:      Days: 

Time:


 Date of last examination:

Medications prescribed and compliance:
List response to medications and side effects, if any:

Has individual’s condition improved as a result of this treatment?

· If no, please explain:

LEGAL HISTORY:   (e.g. drug court/probation)

EPISODES ATTRIBUTED TO PSYCHIATRIC AND/OR SUBSTANCE ABUSE CONDITIONS:

	Check column that applies
	Never
	On Occasion
	Frequent

	Medical hospitalizations or emergency room visits
	
	
	

	Acute psychiatric hospitalization
	
	
	

	Hospitalization for alcohol/drug abuse
	
	
	

	Interacts appropriately with others
	
	
	

	Prior attempts at alcohol/drug abstinence
	
	
	

	Passing out or black-out episodes
	
	
	

	Repetitive violent actions toward self or others
	
	
	

	Loss of job or failure to complete education or training program
	
	
	

	Behavior interferes with activities of daily living
	
	
	

	Suicide attempt
	
	
	

	Decompensation (episodes of psychosis)
	
	
	


MENTAL STATUS EXAMINATION:

Mental status examination was indicated and results are as listed below.


Mental status examination was not indicated, please proceed to intellectual assessment.
	GENERAL
	NORMAL
	ABNORMAL
	DETAILS (if abnormal)

	Appearance
	
	
	

	Speech and Language
	
	
	

	Thought Process
	
	
	

	Mood
	
	
	

	Affect
	
	
	

	Orientation
	
	
	

	Attention and Concentration
	
	
	

	Recent and Remote Memory Skills
	
	
	

	Cognitive Functioning
	
	
	

	Insight
	
	
	

	Judgment
	
	
	


INTELLECTUAL ASSESSMENT

***TEST RESULTS (if applicable):


Intellectual assessment was indicated and results are as listed below.


Intellectual assessment was not indicated and testing was not completed.  Continue with Employability Determination on page 5.
Please identify the standardized intelligence test used:
Please indicate the verbal subtests and performance subtests used and the scaled scored obtained, as appropriate:
	Verbal Sub-Tests
	Scaled Scores
	Performance Sub-Tests
	Scaled Scores

	
	
	
	

	Area
	Standard Score
	
	


Verbal Scale IQ

Performance Scale IQ

Full Scale IQ

	Area
	Standard Score
	
	


Reading/Decoding

Interpretation of Test Results:

	


DIAGNOSTIC IMPRESSIONS:  (Must be completed by psychiatrist or psychologist.)
List all psychiatric diagnoses.  Include psychiatric and alcohol/drug addiction diagnosis using DSM IV classification.  Please specify clinical findings and prognoses.

· AXIS I:

· AXIS II:

· AXIS III:

· AXIS IV:

· AXIS V:

EMPLOYABILITY DETERMINATION

A. Functional Limitations

Normal functioning
No evidence of limitation.

Moderately limited
Unable to function 50% of the time.

Very limited

Unable to function 75% or more of the time.

	Functioning
	Normal

Functioning
	Moderately

Limited
	Very

Limited

	Appears to be capable of following, understanding and remembering simple instructions and directions.
	
	
	

	Appears to be able of performing simple and complex tasks independently.
	
	
	

	Appears to be capable of maintaining attention and concentration for rote tasks.
	
	
	

	Capable of regularly attending to a routine and maintaining a schedule.
	
	
	

	Capable of maintaining basic standards of hygiene and grooming.
	
	
	

	Ability to use public transportation.
	
	
	

	Capable of low stress and simple tasks.
	
	
	


B. Employability

Indicate which of the following four statements best describes the individual’s condition and elaborate, if indicated.  Please note that the responsibility for determining employability related to substance abuse is determined solely by the district’s Certified Alcohol and Substance Abuse Counselor (CASAC).

Individual is able to participate in activities (e.g. work, education and training) for up to 40 hours weekly, does not have any limitations, and does not require any treatment/rehabilitation or assessment by the district’s CASAC.

         Individual is able to participate in activities (e.g. work, education and training)


 for up to 40 hours with reasonable accommodations listed in Section C, if any.


 or _____ hours weekly with reasonable accommodations listed in Section C, if any.
· Expected duration:

· Specify treatment, diagnosis and/or referral recommendations: 
· Reason:  If less than 40 hours, list the reason(s) individual is unable to participate in full-time activities.
· Specify if a referral to the district’s CASAC for substance abuse assessment is recommended.
 Yes     No

       Individual is unable to participate in any activities except treatment or rehabilitation (include treatment/ rehabilitation recommendations).

· Expected duration:

· Specify treatment, diagnosis and/or referral recommendations: 
· Reason:  (List the reason(s) individual is unable to participate in any activities except treatment or rehabilitation.)
· Specify if a referral to the district’s CASAC for substance abuse assessment is recommended.
 Yes     No

· Is the individual unable to work for more than 6 months due to his/her medical condition?
 Yes     No
        Individual appears permanently (12 months or more) disabled, condition is not expected to improve, and is unable to participate in any activities.  SSI referral is recommended based on:

· Specify if a referral to the district’s CASA for a substance abuse assessment is recommended.

 Yes     No

C. Reasonable Accommodations

Describe any necessary reasonable accommodations which are recommended based on identified disabilities:

Describe any working conditions, environments or work activities which are contraindicated:

If your opinion differs from that of the treating provider(s), please explain:
	


The above-mentioned individual was examined for a consultative examination.  No doctor-patient relationship exists or is implied by this examination.  I affirm, under the penalty of perjury, that the foregoing is a true report of my findings and opinion upon examination of the above-mentioned individual.

CLINICIAN’S NAME AND CREDENTIALS

Clinician Name and Credentials (please print):
Office Address:

Board Eligible or Certified Specialty:

Office Phone Number:      (        )

Office Fax Number:      (        )

Signature of Clinician: ________________________________________    Date:       /       /
Rev. July 2011


