CLIENT NAME AND NUMBER ___________________________________________________________

Florida Department of Children & Families
State Mental Health Facility Admission Form

(Submit Prior to Pre-Admission Meeting)

A.  Client Identifying Information
1.
Name
____________________________________________________________________________________________________________



Last
Maiden
First
M.I.
2.
Discharge Address __________________________________________________________________________________________________

3.
County of Residence/Referral __________________/___________________
4.  Last Living Environment  ______________________

5.
Date of Birth ______/ ______ / __________ 

6.  SSN __________ - ________ - ___________  

7.
Age _______ yrs.
8.  Sex    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F  
9.  Race ___________________
10.  Religion __________________________ 

11.
Birthplace _____________________________    12.  USA Citizen?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    13.  Language _______________________________

14.
Immigration Status _____________________________________  15.  Country ________________________________________________

16.
Marital Status (check one):      FORMCHECKBOX 
 Single        FORMCHECKBOX 
 Married       FORMCHECKBOX 
 Divorced         FORMCHECKBOX 
 Widow(er)      FORMCHECKBOX 
 Separated
B.  Client Status Information
17.
Legal Status (check one)  FORMCHECKBOX 
 Voluntary  FORMCHECKBOX 
  Involuntary  

18.
Competency Status (check one)  FORMCHECKBOX 
 Competent  FORMCHECKBOX 
  Incompetent  FORMCHECKBOX 
 Not Guilty by Reason by Insanity  FORMCHECKBOX 
 Incompetent to Proceed 

19.
Date Competency Hearing Held _______/________/__________  20.  Hearing Site ____________________________________________

21.
Has legal guardian been appointed?      FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO (If yes, complete following)


Legal Guardian for     FORMCHECKBOX 
 client only      FORMCHECKBOX 
 client’s property only      FORMCHECKBOX 
 both client and property


Guardian’s Name ___________________________________________________________ Phone # (_____) ________________________


Guardian’s Mailing Address _________________________________________________________________________________________


Guardian Advocate’s Name ___________________________________________________ Phone # (_____) ________________________


Guardian Advocate’s Mailing Address _________________________________________________________________________________

22.
Name of Designated Representative (if any) _________________________________________ Phone # (_____) _____________________

23.
Should anyone else be contacted in an emergency?    FORMCHECKBOX 
 YES    FORMCHECKBOX 
 NO If  yes, relationship to client _________________________________


Name ____________________________________________________________________ Phone # (_____) _________________________


Mailing Address ___________________________________________________________________________________________________

24.
If Charges Pending Specify __________________________________________________________________________________________


Criminal Statute Number ___________________  Name of Court  ____________________________ Case Number ___________________


Judge’s Name ____________________________________     Probation Officer: ________________________________________________


Probation Officer Mailing Address _____________________________________________________________________________________


Probation Officer Phone # (______) ______________________
CONTINUED OVER
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C.  Transferring or Screening Agency Identifying Information

25.
Name of Agency _________________________________________________________________________________

26.
Agency Contact (Continuity of Care Case Manager) __________________________ Phone # (_____) _____________

27.
Mailing Address __________________________________________________________________________________

28.
Date Case Manager Notified (mm/dd/yyyy) ___________/____________/____________
D.  Client Medical Information / History
29.
Current  Diagnoses (Current edition of DSM and ICD for Axis III): _________________________________________________


Treating Psychiatrist: __________________________________   Treating Physician: __________________________________


AXIS I:  _____________________________________________________________________________________


AXIS II:  ____________________________________________________________________________________


AXIS III:  ___________________________________________________________________________________


AXIS IV:  ___________________________________________________________________________________


AXIS V:  ____________________________________________________________________________________ 


(Indicate most recent GAF score & Date Given (mm/dd/yyyy) ____________________)
Attached Documents  (Assessments, Evaluations, etc.)

	Documents
	Provided

by Case

Manager
	If No or N/A Indicate Rationale
	Provided by Receiving Facility
	If No or N/A Indicate Rationale

	30.
Mental Status and Psychiatric Evaluation
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	31.
Psychiatrist’s Notes


(Up to 90 days)
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	32.
Diagnostic Summary/ Clinical Impressions & Recommendations
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	33.
Significant Lab and Diagnostic Reports
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	34.
Psychological Evaluation
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	35.
Psychosocial History (Comprehensive if available)
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	36.
Substance Abuse Developmental Disability Other
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
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D.  Client Medical  Information / History (continued)

Attached Documents (Assessments, Evaluations, etc.) continued

	Documents
	Provided

by Case

Manager
	If No or N/A Indicate Rationale
	Provided by Receiving

Facility
	If No or N/A Indicate Rationale

	37.
Physical Exam and Medical History
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	38.
Medication History including current prescribed medications
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	39.
Appropriate Legal Documents including Court Order, Police Report and Petition for Involuntary Placement, Form 3089, 3052a, 3052b, and ex-parte order when applicable
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	40.
Client Service Plan and/or Treatment Plan
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	41.
Clinician’s Progress Notes (Up to past year)
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	42.
Functional Assessments (Most recent)
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	

	43.
Receiving Facility Admissions Summary, and, if available, Emergency Room Report
	
	
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A
	


44.
Primary Issues of Strength Checklist:  Place scoring code (see key) in appropriate column to indicate extent of strength, or need in each subject area listed below, and briefly describe problem, if any.


* Key:   0 = No Data; 1 = Minor; 2 = Moderate; 3 = Severe

	
	Strength
	Issue/Need
	Description of Strengths, Issues, Needs (attach information, if necessary)

	Health
	
	
	

	Mental Health
	
	
	

	Family
	
	
	

	Social
	
	
	

	Work
	
	
	

	Police, Law
	
	
	

	Violence
	
	
	

	Accidents
	
	
	

	Education
	
	
	

	Other (specify)
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D.  Client Medical  Information / History (continued)

45.
The issues/needs checked above co-occur with:


 FORMCHECKBOX 
 Alcohol    FORMCHECKBOX 
 Drugs    FORMCHECKBOX 
 Psychiatric Disorder    FORMCHECKBOX 
 Developmental Disability    FORMCHECKBOX 
 Other (Specify) _______________________

46.
Reason for transfer to the state facility ________________________________________________________________________


________________________________________________________________________________________________________

47.
What steps have already been taken to explore less restrictive placement ______________________________________________


________________________________________________________________________________________________________

48.
List Previous State Hospital Admissions (attach additional sheets if necessary):

	Admission Date (mm/dd/yyyy)
	Facility Name 
	Length of Stay

	
	
	

	
	
	

	
	
	

	
	
	


49.
List previous Local Hospitals, Crisis Stabilization Units, or Intensive Residential Treatment Programs serving client prior to admission (include facility/program name and mailing address):

	Facility Name
	Program Name 
	Mailing Address

	
	
	

	
	
	

	
	
	

	
	
	


E.  Current Financial Information About Client
50.
Monthly Income:  $_________________
   51.  Check one:    FORMCHECKBOX 
 Owns Home    FORMCHECKBOX 
 Rents    FORMCHECKBOX 
 Other _____________________________

52.
Complete the following charts as appropriate:

	
	Monthly Benefit
	Type of Claim/ 

Policy Number
	
	If Filed For
	Date Filed
	I.D. Number
	Where Filed
	Approved/Denied

(Indicate why if denied)

	Social Security
	
	
	
	Medicare
	
	
	
	

	S.S.I.


	
	
	
	Medicaid
	
	
	
	

	Veteran’s Benefits
	
	
	
	Champus
	
	
	
	

	Pensions
	
	
	
	Medical Insurance
	
	
	
	

	Insurance/HMO
	
	
	
	Hospitaliza-

tion
	
	
	
	

	Other (Specify)
	
	
	
	Other (Specify)
	
	
	
	


53.
List any other financial resources:

CONTINUED
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F.  Recommendations and Pre-Release Plans (Items 54, 55 and 56 completed jointly by Receiving Facility & Community Case Manager)

54.
List expectations of the State Facility


By Client ______________________________________________________________________________________________


By Family _____________________________________________________________________________________________


By Community Services __________________________________________________________________________________

55.
List ALL potential recommended alternatives for this client’s return to the community (include the name, address, and phone number of services/programs to which the client may be referred):


Client _________________________________________________________________________________________________


______________________________________________________________________________________________________


Family ________________________________________________________________________________________________


______________________________________________________________________________________________________


Community Services _____________________________________________________________________________________


______________________________________________________________________________________________________

56.
Describe briefly how the community staff will remain involved in the therapeutic process during this client’s hospitalization (to be developed through mutual effort of Hospital and Continuity of Care Facilitator.


_____________________________________________________________________________________________________


_____________________________________________________________________________________________________

57.
Describe briefly how the family will remain involved in the therapeutic process during this client’s hospitalization (to be developed through mutual effort of Hospital and Continuity of Care Facilitator:


_____________________________________________________________________________________________________


_____________________________________________________________________________________________________

G.  Receiving Facility’s General Referral Comments
(Include statement indicating eligibility for placement in a Mental Health or Developmental Services Facility)

______________________________________
_________________________________
_______/_______/________

Signature of Person(s) Completing Form
Title
Date Signed (mm/dd/yyyy)

______________________________________
_________________________________
_______/_______/________

Signature of Person(s) Completing Form
Title
Date Signed (mm/dd/yyyy)
CONTINUED OVER
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Client Name  
Receiving Facility  
Signature   
Date Admission Packet Sent  (mm/dd/yyyy)  

	This side to be completed by the Receiving Facility and sent with the admission packet prior to admission
Check   FORMCHECKBOX 
  if included in packet or Circle “NA”
	This side to be completed by the State Mental Health Facility Staff Person after receiving admission packet


Rating

Notes


(Please Note Incomplete And/Or Missing information Items)

(Use Back if Necessary)

	1.
Form 7000


A.
Identifying Information
 FORMCHECKBOX 
   NA

	3
	2
	1
	

	
B.
Status Information
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
C.
Tansfer/Screen Agency ID Info
 FORMCHECKBOX 
   NA
	3
	2
	1
	

	
D.
Medical Info/History



29. Current Diagnosis
 FORMCHECKBOX 
   NA
	3
	2
	1
	

	
30. Psychiatric Eval/Diag Sum
 FORMCHECKBOX 
   NA
	3
	2
	1
	

	
31. Psychiatric Notes
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
34. Psychological Evaluation
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
35. Psychosocial Eval/History
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
37. Physical Examination
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
39. Appropriate Legal Docs
 FORMCHECKBOX 
   NA

	3
	2
	1
	

	
40. Service Treatment Plan
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
41. Clinicians’ Progress Notes
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
42. Functional Assessment
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
43. Rec Fac Admission Summary
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
44. Prim Issue/Strength Ck List
 FORMCHECKBOX 
   NA
N
 FORMCHECKBOX 

	3
	2
	1
	

	
45. Issues/Needs Co-occuring
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
46. Reason for Transfer
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
47. Steps taken to explore less



restrictive placement
 FORMCHECKBOX 
   NA
	3
	2
	1
	

	
48. Previous Psychiatric Admis
 FORMCHECKBOX 
   NA

	3
	2
	1
	


	
49. Previous Other Admissions
 FORMCHECKBOX 
   NA
	3
	2
	1
	


	
E. Current Financial Information
 FORMCHECKBOX 
   NA

	3
	2
	1
	


	
F. Recommend./Pre-Release Plan     FORMCHECKBOX 
   NA

	3
	2
	1
	


	2.
Joint Review (of admission packet information)  (State Mental Health Facility Staff Person Completes)


A. Who Reviewed?
State Mental Health Facility    _________________________________  Receiving Facility ______________________________


B. When Reviewed?
Date(s) (mm/dd/yyyy)         ___________________________________                              _______________________________


C. What incomplete/missing information items need to be resolved? (Use back if needed)

	
	Above Item #
	Action to Resolve
	Who to Resolve
	Date Due (mm/dd/yyyy)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	3. Satisfaction of the State Mental Health Facility Staff Person     (Please Circle Appropriate Rating)
	Rating
	Comments

(Please Explain Low Ratings: 3 or Less)

(Use Back if Necessary)

	A. Overall, I am very satisfied with the admission packet information and process.
	5
	4
	3
	2
	

	B.
State Mental Health Facility Staff Person Signature  ______________________________________     Phone #   (______) ___________________________


See s. 394.4573 and s. 394.468, Florida Statutes

CF-MH 7000, Jan 98  (Recommended Form)
BAKER ACT
Incomplete 


Info





Complete 


Info





No


Info





Strongly 


Agree





Agree





Neutral





Disagree





Strongly 


Disagree








