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Please attach Additional Clinical information to this form – Psych  Evals – Hospital  Intakes- Discharge notes and any other relevent documentation. Thank you. 
Client name: __________________________________________________
Birth date: _____________    Age________     Referral Date:__________  

SSN: ____________________________   Client #: ___________________
Address: ____________________________________________________

   _____________________________________________________
Phone Number: ________________________________________________
Referred by
Your Name: ___________________________________________________
Agency:______________________________________________________
Phone: _______________________________________________________
Fax: _________________________________________________________
Client Contact information: _____________________________________
Why referring to TAT? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current diagnosis & supporting symptoms- Please include diagnosis on all axes and GAF: 
Axes I:  ______________________________
Axes IV: ______________________________

Axes II: ______________________________
Axes V: ______________________________

Axes III: _____________________________
GAF:      ______________________________

List Medication & compliance: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prescribing MD: ____________________________     Next Appointment date: ___________________________
Hospitalization history: (please attach additional pages if needed)

Date: _____________ Reason:__________________________________________________________________ Date:_____________  Reason:__________________________________________________________________ Date:_____________  Reason:__________________________________________________________________

Substance abuse: (drug of choice? how long? family history?) ___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

Self-harm history: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Criminal/violence history: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What has been done to help transition client to adult mental health services? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
current Living situation (if ending, why & when? where will client live in next 6 months?): _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
EDUCATION   (  Grade completed ______    (  High school diploma    (  GED    (  Certificate of Completion 
(  College Degree: ________
( Other Certifications/ Training: ____________________________________
What are the client’s education, vocation and/or career goals? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
has the client been in foster care? ( Yes
( No


Jurisdiction: ________________________________     CWW: _________________________________________
please describe the client’s foster care circumstances and experience:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Current level of social/intellectual functioning & daily living skills: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Strengths, supports & family involvement: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Status of benefits & application for adult ssi: ______________________________________________________________________________________________________________________________________________________________________________________

Does the client have insurance? (  Yes
(  No

if so, what kind?  ( MediCal
( Private: _________________________     ( Other: _____________________
what agencies and other resources are involved?    ( THP/ THP +     ( Case Mgmt: ______________________
( Housing: ___________________________
( Mental Health: _____________________________________
( Other: ___________________________________________________________________________________

what does the client want and need:

(  housing
( groups
(  medication suppport
( case management


(  vocational training

(  To continue education
(  other ________________________________

___________________________________________________________________________________________
What is the current discharge plan? ____________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

The TAT Committee May call for more information or make an appointment for you to present to the Committee on Wednesdays, between 10:30 a.m. and 12 noon.  Please attach any supporting documentation you may have on the client’s mental Health History (i.e. Psychosocial assessments, Psychological Evaluations, discharge summaries, etc. Please discuss with Radawn Alcorn, LCSW the benefits of inviting other professionals currently providing services to the client, i.e. staff from Social Services, AB3632, Probation, Regional Centers. Be prepared to discuss a breif psychological history, educational status/ AB 3632 history, developmental issues, the client’s life goals, and current treatment and discharge plans. Thank you.
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