
Florida Center for Addictions and Dual Disorders




PSYCHO-SOCIAL ASSESSMENT 

Applicant’s Name: ______________________________________________________                                                                                                                     
Date of Birth:   _________________________________________________________      

Date of Assessment:  ____________________________________________________                                                                                                                     
Assessment Completed by:   ______________________________________________                                                                                                       
A. IDENTIFYING INFORMATION / PRESENTING PROBLEM: 
_________________________________________________________________________

_________________________________________________________________________           

B. APPLICANT’S STATED REASON FOR SEEKING TREATMENT:  

____________________________________________________________________________________________________________________________________________________

C. SUBSTANCE ABUSE HISTORY AND SUBSTANCE ABUSE TREATMENT:  


1.  What substances does the applicant abuse on a regular basis?   

__________________________________________________________________________     __________________________________________________________________________                                                                                                                                                 

       2.  Current or most recent substance abuse pattern:  _______________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 

 
_________________________________________________________________________


3.   Has the applicant received prior treatment for substance abuse?    Yes    No    If yes, 


      please describe and give dates, locations, length of stay, and treatment outcomes:


_________________________________________________________________________


4.   Is there a history of substance abuse/dependence in applicant’s family?    Yes   No


      If yes, describe:   ________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

        _________________________________________________________________________

D.
PSYCHIATRIC HISTORY:  

1. At what age was the applicant first identified as having a mental disorder? 
         


2.  Current or most recent psychiatric symptoms:   ________________________________
  

            ____________________________________________________________________
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        

3.  What specific symptoms of mental illness does the applicant experience chronically? ______________________________________________________________________


4.  Is there a history of mental illness in the applicant’s family?  Yes  No   If yes, describe: 


      ______________________________________________________________________
                                                

5.  Has the applicant ever attempted suicide?  Yes  No   If yes, describe attempts, with dates

     and results including hospitalizations: ________________________________________


6.  Has the applicant previously received any treatment for mental illness?     Yes      No    

 
     If yes,  please describe and give dates, locations, length of stay, and treatment outcomes: 


     _______________________________________________________________________

7.  What medication has the applicant previously been prescribed for symptoms of mental                                    illness?   ______________________________________________________________________                                                                                                                                

     

Current Medications: ______________________________________________________________________                                                                                                                                                                                                                                                             

D. FAMILY HISTORY:   

_________________________________________________________________________

_________________________________________________________________________

E. MARITAL HISTORY:   
_________________________________________________________________________

_________________________________________________________________________

F. EDUCATIONAL HISTORY:  

_________________________________________________________________________

_________________________________________________________________________

G. OCCUPATIONAL HISTORY: 

_________________________________________________________________________

_________________________________________________________________________

H. LEGAL HISTORY:  

1.   Has the applicant ever been arrested?    Yes   No    If yes, please detail and include dates,     

            charges, and history of incarceration: 

2.   Is applicant client currently on probation, parole, community control, or house arrest?    

      Yes    No

     
3.   Is the applicant court ordered to participate in and complete treatment?    Yes    No   

4.   Does the applicant have any court appearances pending?  Yes  No   


If yes, give date:

5.   If yes, are court appearances postponed until after completion of treatment?    Yes   No

6.   Does the applicant have a history of violence?    Yes    No    If yes, please detail and 


include date of last violent episode?  

I.
MILITARY HISTORY:  

   
       ______________________________________________________________________

__________________________________________________________________________
J.
SUPPORT SYSTEMS AND CLIENT STRENGTHS (including religious affiliations and spiritual strengths): _____________________________________________________

__________________________________________________________________________         

K.   DIAGNOSTIC IMPRESSION: (DSM –IV Codes and Description)


AXIS  I:
_____________________________________________________




_____________________________________________________


AXIS  II:
_____________________________________________________                                                                                                                                                                                                                                                                      




_____________________________________________________

L. RECOMMENDATIONS:

_____________________________________


 _____________________

Signature and Credentials                                                                                          Date
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