
     
 

Member Name: _________________________________________ 
 
Member Number: _______________________________________ 
 
Social Security: ___________________Date of Birth: ___________ 

               Behavioral Health Services  
            4417 Corporation Lane 
            Virgnina Beach, VA  23462 
 

     Behavioral Health Services  
    (757)552-7174       1-800-648-8420 
     Fax: (757)552-7176  1-888-576-9675 
 
Date:_________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1.  DSM-IV TR DIAGNOSIS 
Axis I: 
 
 
Axis II: 
 
 
Axis III: 
 
 
Axis IV: 
     Social/Environmental          
         Problems 
      Educational Problems  
      Occupational Problems  
      Housing Problems   
      Economic Problems  
      Health Problems  
      Other 
________________________ 
 
Axis V:  Current GAF _______ 
 
 

2. MEDS/DOSE___________ 
________________________ 
________________________ 
 

 Flight of ideas 
 Grandiosity 
 Hallucinations 
 Helplessness 
 Hopelessness 
 Hyperactivity 
 Impulsivity  
 Irritability 
 Labile mood 
 Obsessive ruminations 
 Panic attacks 
 Paranoia 
 Phobia:______________ 
 Sleep disturbance 
 Social withdrawal 
 Tearfulness 
 Other: ______________ 

 
3. PROBLEMS ____________________________________________________________________________________ 
 
      PROGRESS   ___________________________________________________________________________________ 
 
     CURRENT FUNCTIONAL IMPAIRMENT _____________________________________________________________ 

5.  SUBSTANCE USE 
 

Substances Used ________ 
______________________ 
 

 Continued use in spite of  
adverse consequences 

 Past treatment 
 Referred for CD 

treatment/12 step

4.  SYMPTOMS THAT IMPAIR        
      FUNCTIONING 
 

 Aggressiveness 
 Agitation 
 Anxiety   
 Appetite disturbance   
 Confusion     
 Decreased/Increased energy   
 Delusions 
 Disorganized speech 
 Dysphoria 
 Easily distracted 
 Excessive fear 6. RISK ASSESSMENT 

 

π Suicidality         π Homicidal 
 π Ideation π Ideation      
 π Plan π Plan  
 π Prior Attempts π History of 

Violence 
 

7. REQUESTED SESSIONS 
(TYPE,  NUMBER, 

       AND FREQUENCY) 
 

π Individual______________ 
π   Family________________ 

 Group________________ 
π   Med Management ______ 
 
 
*Number of Sessions to Date 

 
 
 

 
 
 
 
 
 
 
 

PROVIDER INFORMATION: 
 
Name (Print)___________________________________          Signature______________________________________ 
 
Address________________________________________      ______________________________________________ 
                                                                                                               City                                   State          Zip 
 
Provider Number ______________________________Practice ____________________________________________ 
 
Phone ______________________________   FAX ______________________________ Date ___________________ 
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