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Substance Abuse Prevention and Treatment Agency (SAPTA)
TCM Assessment and Care Plan


INDIVIDUAL:       
Individual and identified family members have been informed that this assessment and the information requested is voluntary and they may decline to answer all or part of this case management assessment of needs:       ;      
DESCRIPTION/DATA:  Service Coordination/Case Management 
Date ~ Time ~       minutes; Billing Code:    G9012
Service Provided:  Assessment to Determine Service Needs
Referred by:       




General Information:
Number of adults in household:       
Household income:       


Number of children in household:       



Anyone in the household pregnant?       


Does the individual pay for childcare?                              If yes, is assistance needed with this cost:       
Medicaid?       ; If no, referred for Medicaid enrollment:       
Receives Case Management services from another agency:      ; If yes, what agency:       
ASSESSMENT/HISTORY: 

  Psychosocial assessment not available; individual history completed this date. OR
  Psychosocial history reviewed and used to complete the following with client input and participation. AND

       Information also gathered from other sources (i.e., family members, medical providers, social workers, and educators).  Source of information:  
HOUSING
Status:       If other, specify:      
Able to pay rent/mortgage/utilities with current income/benefits?        
Rent and/or utility payments the majority of, or more than, total income:        ;  If yes, referred to:       
Needs (include HUD/SPC/SLA/utilities assistance):      
SOCIAL/FAMILY (place of birth, family of origin, current family/relationship, relevant history):  
     
Domestic Violence Assistance Needed?:       
Needs:       


PSYCHIATRIC/MENTAL HEALTH/SUBSTANCE ABUSE:  
     
Needs:       
LEGAL (include relevant history):  
     
Current legal issues?:         Court date, if applicable:       
Needs:       
EDUCATION/VOCATIONAL/OCCUPATIONAL: 
Highest level of school completed/GED:       ; Special Education:       
Attending school/college:       ; Would like to enroll in classes:         
Employed:      ;  If yes:       ; Type of employment:         

Receiving/requesting Vocational Rehabilitation service:      
Needs (includes referral for literacy/adult education/English learning):       
MILITARY EXPERIENCE/VETERAN STATUS:

Needs:       
MEDICAL (include relevant history and medications):       
Reported health status:       ;  Health concerns:        
Medical doctor:      , Approximate date/year of last visit:       
Requesting family planning services:      ;  If yes, referred to:         
Needs:         
SUPPORTS (spiritual, religious, cultural, and/or ethnic beliefs identified by the individual):

Belong to/or wishes to be linked to a church/community organization:       ;  If yes, referred to:         
Is there a support person (e.g., family, friend, etc.) for this individual:       ;  
If yes, name and phone number:      ;  

Permission given to contact this individual if needed for case management services/coordination of care and DPBH Release of Information signed:      .  
Needs:       
TRANSPORTATION:

Type of transportation used:       ;  Other described:          



Have/need access to discounted public transportation?:        

Have difficulty arranging for transportation:       ;  If yes, referred to:       
Needs:       
FINANCIAL: 
Type/Amount of Income:       
Needs (include referral for application for SSDI/SSI):       
COMMUNICATION:
Needs (free cell phone program; free e-mail services, etc.):      
SUMMARY OF IDENTIFIED CASE MANAGEMENT SERVICE NEEDS:

STRENGTHS/RESOURCES:       
NEEDED REFERRALS/APPOINTMENTS: 

The following case management needs/needed linkage and referrals have been determined through this assessment developed with individual input and participation:   

HOUSING:       
SOCIAL/FAMILY:      
PSYCHIATRIC/MENTAL HEALTH/SUBSTANCE ABUSE:       
LEGAL:       
EDUCATION/VOCATIONAL/OCCUPATIONAL:      
VETERAN/MILITARY:       
MEDICAL (include Community Health Center–FQHC/Primary Care Referral):       
SUPPORTS:       
TRANSPORTATION:       
FINANCIAL:       
CARE PLAN:  Based on this assessment, the following goals/actions are required to address the identified medical, social, educational, and other services needs of this individual.  All efforts will be made to ensure the active participation of the individual and/or their family and care is coordinate with other agencies, programs, services on behalf of the individual to reach the identified person-centered goals.  

Narrative
Referred to State of Nevada Program(s):

DPBH [includes Community Health Nursing referrals for:  Cancer Screening, Communicable Disease Services, Dental Health, Family Planning Services, HIV/AIDS Services, Immunizations, School Health Services Sexually Transmitted Disease (STD) Services, Tuberculosis (TB) Services, Well-Child and Healthy Kids (EPSDT)]   FORMCHECKBOX 

DHHS:  
  DWSS DETR:    NSPDO    DHCFP    DCFS    ADSD   Other:       
COORDINATION OF CARE (agencies/programs/services essential to coordinate with to meet the biopsychosocial needs of the individual):       
Other Behavioral Mental Health Services currently receiving:  
Medication Clinic         SAPTA Provider (if applicable):    COD Services   Outpatient Services 
Agencies/programs/services/individuals notified of case management services based on signed release of information:       
Anticipated Case Management Care Plan completion date/discharge from case management services:       
Next case management assessment due (must be completed at least annually):      
Next scheduled appointment:      
Signature
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October 15, 2015

