St. Clair County Community Mental Health

Mental Health Services Emergency Pre-Admission Screening
Call Region 10 Access Center for Medicaid or Non-Insured St. Clair County Authorizations at 1-888-225-4447

Date: Individual: Case #:
Time of Request: Start Time: Stop Time:

Place of Service: Disposition:

Guardian Name: Date of Birth: SSN:

Address/Phone if not on Hospital Face Sheet

Current mental health treatment? [1Yes [J No Medicaid Only or No Insurance: [] Yes [] No If yes, who and last seen?

Who: Last Seen:
Medications:
Are you taking them as prescribed? [1Yes [] No Prescriber:

Medical Conditions:

Presenting Problem:

Suicidal Thoughts

DO YOU €NEAGE iN SEIF-NAIMY ..eiiiiiiicie ettt te e s te e e e s tbe e beebe e beesbeesseesabesabeeabeenbeentaesreens OYes [ONo
Do you have thoUghts Of SUICIAE? ........ccciiiiiiiiieciecee ettt e e ere e be e be e te e s aeesabesabeeabeebeebaesraens OvYes [INo
DO YOU have @ Plan fOr SUICIAE? ....c.uiciiiiiieeieeieecit ettt ete e te e te e s tee s taeebeebe e beesbeesssesasesabeeaseeabeensaessenns OvYes [INo
Have you gathered anything needed for your Plan? ... e JYes [INo
Do you have access to items needed to Kill yourself? ... e JYes [INo
Do you intend t0 Carry QUL this PIAN? ......oocviioveeeiie ettt ettt e eeeeeteeeteesteeeseeeaeeeseeenseeseenreesteens JYes [INo
Have you had any suicide attempts in the Past? ... et r e e be e sree s OvYes [INo
Do you know anyone who has completed suicide? Explain .OYes [No
Any sudden Change iN SYMPLOMS? ......cvccviiiceeiicteeee ettt et ettt et e et esre st e easesbeeteesesseessesseessesesteensensens [IYes [INo
Do you have any thoughts of harming Others? ..........ccueii i e e JYes [INo
Who/Intent/Plan?

Do you have access to guns/weapons in the NOME? .......c..oooviiiiiiiciiei ettt e et JYes [INo
How can they be secured for safety?
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Have you had any Hallucinations? Type? [JYes [INo
DelusioNal thOUGNTS PrESENTY ...c.eocvieeieeiieetiectee ettt ettt eete et e et e eeeeveeebeeebeeeteesaseeseesaseenbeenseenseesseesreeas [JYes [INo
Are you able to care for yourself/basic needs independently?.........ccceeieeiieeiiieieereeseeceecee e [JYes [INo
Has your appetite inCreased/deCcrEased? ........cciiiiiieiiiieieeieectee sttt ereeeteesbeesteesteesaaesveeabeebeebeesteens JYes [INo
Are you experiencing any issues With SIEEP? .......oei i s [JYes [INo
Explain your sleep schedule/patterns
ANy changes iN YZIENE NADITS? ....c..coviiieiicie ettt ettt ettt ere b e eae e beeteeasesbeeasessesasesesteensensens [1Yes [INo
History of psychiatric hoSPitaliZatioNS? ........cccveiiiiieiiicieciecece ettt et et s re e s be e e teereenaeseas [1Yes [INo
Explain:
Do you have a support system? Who? OYes [INo
Has your interest level/enjoyment in activities changed? ..........ccoooiiiiiiiciic e [JYes [INo
Are you employed? Where? OYes LINo
Are you on probation, parole, or facing any legal changes? .........ccuvveiiee i Yes [INo
Substance Abuse
Substance Age First Used Last Time Used
HaVe YOU EVEr DEEN 1O FENADT ....eiieeiiee ettt ettt et e et ete e teesbeesaeesaeesaeeentsenseebeesseesreeas JYes [INo
When: Where:
BAC today: Current UDS results:
Physician contacted: Time of contact:
Disposition:
Diagnosis
1) 2.)
3. 4)
Signature Date
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