PSYCHIATRIC CONSULTATION QUESTIONNAIRE

FOR PERSONS WITH DEVELOPMENTAL DISABILITIES
Date of Completion:  




Client’s Name:  
      Date:

              Date of Birth: 



Male                   Female               Height:                  Weight:  
        
   Goal Weight:  


         
Date of admission to current residential setting:  



Guardian:  (Complete if client has a legal guardian)
Name:  







Address:  








Telephone:  ______________

city

                   state
   zip code
Legal Status:  





Chief Complaint:  (Briefly state why this person is being referred for a psychiatric evaluation)
Family History of Mental Illness, Developmental Disabilities, or Neurological Illness:

(List all biological relatives who have a history of mental illness, mental retardation or neurological illness.  Include periods of overt symptoms, suicide attempts, severe substance abuse, psychiatric hospitalization, and/or treatment as evidence.)


 no information available

 no family history of neuropsychiatric illness
(List diagnoses or associated behaviors for family members with mental illness, mental retardation and/or neurological illness.)
Name









Relationship to Client
Current Drug Therapy:  (List all current medications)
	Drug Name
	Dosage
	Times/Day
	Result & Date of Most Recent Blood Level
	Reason for Med

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Past Reactions To Psychotropic Medications:

	Medication with known positive effects:
	Medication with known negative effects:
	Other medications:

	
	
	

	
	
	

	
	
	

	
	
	


Other Treatments: (Medical, PT, OT, etc)

	
	
	

	
	
	


Drug Sensitivities:  (List unusual or negative reactions to any type of drug therapy.)
	
	
	

	
	
	


History of Psychiatric Hospitalizations:  (List all psychiatric hospitalization.)
	Hospital
	Dates of Stay

	Diagnosis/Treatment

	
	
	

	
	
	

	
	
	

	
	
	


Current Diagnoses:

AXIS I:






AXIS II:






AXIS III:

Pregnancy and Delivery

1.
Pregnancy:  (         no information available)
Duration  (in months)  
  complication:  no 

  yes
 if yes, describe:

2. Delivery:  (_____no information available)
Birth weight (if known):  
lbs  ____oz
Apgar score (if known):
_______

Delivery:     spontaneous ______
induced ​​​​​​​​_____  cesarean  ______  Complications:  no ____  yes  _____
if yes, describe:

Early Development

1. Milestones:  (_____no information available)
toilet trained
  spoke
sat up
walked
talked
urine
feces
1st words









______

 _____
  ____
  ____
____
____











    mos.
            mos.
      mos.      mos.
    mos.       mos.       mos.       mos.
2. Mental retardation diagnosis:  (____no information available)


Age when diagnosis first made:  ________________    Cause of mental retardation (if known):  






















Childhood Illnesses:  

































Developmental Disabilities Information

1. Level of disabilities:  (____no information available)

 borderline intellectual function  _____ mild
____ moderate  ____severe

____profound

____unspecified

2. IQ testing:  (____no information available)
	Test Name
	Date
	Examiner

	Full Scale
	Perform
	Verbal

	
	
	
	
	
	

	
	
	
	
	
	


3. Adaptive behavior testing:  (____no information available)
	Test Name
	Date
	Examiner

	Results

	
	
	
	

	
	
	
	


Residential/Institutional Placements:  (Complete for clients who are currently living in or have lived in a state developmental center, state psychiatric hospital, or other residential facility for persons with developmental disabilities.)

	Admission  to Facility

	Date

	Reason for Admission
	Discharge  Date

	
	
	
	

	
	
	
	

	
	
	
	


Ability Of Client To Participate In Interview/Others With Patient For Information:

Method Of Communication:
Speech


Signs (ASL)

Short Sentences





Gestures

Single Words

Complete Sentences

Current Living Arrangements And Any Difficulties Noted:  


























Current Occupational/Day Program And Any Difficulties Noted:  

























	Current Behavioral problems Reported by Caregivers:  (circle one)



 
A


B



C


D


Duration:

1-3 months

3-6 months

6-12 months

12+months

	Behavioral Pattern:

A =  Chronic – person displays behavior on a daily basis, but severity may wax and wane.

B =  Acute – behavior represents a dramatic change

C =  Episodic – periods of disturbance and periods of normal functioning

	
BEHAVIOR:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Is aggressive
	1.


	1.



	2.
Is self-injurious
	2.


	2.



	3.
Eats non-food items (pica)
	3.


	3.



	4.
Drinks excessive amounts of water’
	4.


	4.



	5.
Is overactive
	5.


	5.



	6.
Is under active
	6.


	6.



	7.
Engages in ritualistic behavior, compulsions
	7.


	7.



	8.
Has self-stimulatory behavior
	8.


	8.



	9.
Steals
	9.


	9.



	10.  Has tantrums
	10.


	10.



	11.  Is impulsive
	11


	11



	12.  Other
	12.


	12.



	SEXUALITY:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Publicly masturbates
	1.


	1.



	2.
Inappropriately touches others
	2.


	2.



	3.
Has attempted to coerce others into having sex
	3.


	3.



	4.
Fetish/oddities
	4.


	4.



	5.
Other
	5.


	5.



	MOOD CHANGES:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.  Is excessively angry
	1.


	1.



	2.
Is overly anxious/fearful
	2.


	2.



	3.
Has periods of acute fearfulness
	3.


	3.



	4.
Is easily startled
	4.


	4.



	5.
Is withdrawn
	5.


	5.



	6.
Labile/frequent mood changes
	6.


	6.



	7.
Appears sad
	7.


	7.



	8.
Cries easily
	8.


	8.



	9.
Is unable to enjoy activities
	9.


	9.



	10.
Is excessively elated/excited
	10.


	10.



	11.
Is excessively irritable
	11


	11



	12.
Has periods of acute and precipitous anger
	12.


	12.



	FORMS OF SPEECH:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Increase in rate of verbalizations
	1.


	1.



	2.
Speech that is echolalic
	2.


	2.



	3.
Pressured speech (he/she is constantly verbalizing and cannot seem to stop)
	3.


	3.



	4.
Mute
	4.


	4.



	5.
Other
	5.


	5.



	SPEECH CONTENT:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Has plans and goals that far exceed his/her abilities
	1.


	1.



	2.
Is preoccupied with death
	2.


	2.



	3.
Talks of suicide
	3.


	3.



	4.
Is preoccupied with returning to a previous residential program
	4.


	4.



	5.
Is preoccupied with sexual themes
	5.


	5.



	6.
Talks of being harmed or attacked
	6.


	6.



	7.
Engages in conversations with people from his/her past
	7.


	7.



	8.
Other
	8.


	8.




	Current Behavioral problems Reported by Caregivers:  (circle one)



 
A


B



C


D


Duration:

1-3 months

3-6 months

6-12 months

12+months

	Behavioral Pattern:

A =  Chronic – person displays behavior on a daily basis, but severity may wax and wane.

B =  Acute – behavior represents a dramatic change

C =  Episodic – periods of disturbance and periods of normal functioning

	PSYCHOMOTOR ACTIVITIES:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1. Is unable to sit still for more than a few minutes at a time
	1.


	1.



	2. Moves slowly or remains motionless for long periods of time
	2.


	2.



	3. Tics
	3.


	3.



	ATTENTION AND CONCENTRATION:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Cannot attend to daily tasks within their presumed level of MR/DD
	1.


	1.



	2.
Is preoccupied
	2.


	2.



	MEMORY:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1. Forgets things he/she has just done
	1.


	1.



	2. Forget verbal directions
	2.


	2.



	3. Forgets routines that had been familiar
	3.


	3.



	ORIENTATION:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Often appears confused in a familiar environment
	1.


	1.



	2. Sometimes does not recognize people that he/she knows
	2.


	2.



	SLEEP:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Has difficulty falling asleep
	1.


	1.



	2.
Repeatedly awakens in the middle of the night
	2.


	2.



	3. Awakens one hour or more before his/her times to get up and remains up for the rest of day
	3.


	3.



	4. Requires too little sleep
	4.


	4.



	5. Requires an excessive amount of sleep
	5.


	5.



	6. Naps during the day.
	6.


	6.



	APPETITE:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1.
Has a decrease in appetite
	1.


	1.



	2. Had a weight loss of more than 5 lbs
	2.


	2.



	3. Had an increase in appetite
	3.


	3.



	4. Had a weight gain of more than 5 lbs
	4.


	4.



	BOWEL/BLADDER:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1. Daytime urinary incontinence
	1.


	1.



	2. Nighttime urinary incontinence
	2.


	2.



	3. Daytime fecal incontinence
	3.


	3.



	4. Nighttime fecal incontinence
	4.


	4.



	If yes to any of above note changes in medication around the time first occurred.



	PSYCHOTIC/PSEUDO-PSYCHOTIC BEHAVIORS:
	DURATION (A,B, C OR D)
	PATTERN (A, B, OR C)

	1. Talks to self out loud
	1.


	1.



	2. Appears to talk directly to people not there
	2.


	2.



	3. Talks to self more out loud if upset
	3.


	3.



	4. Says he/she sees things that are not there
	4.


	4.



	5. Complains that he/she smells things not evident
	5.


	5.



	6. Reports feeling sensations that are not explainable
	6.


	6.



	7. Has beliefs that seem strange or untrue
	7.


	7.



	8. Thinks people are controlling self, or are out to get self
	8.


	8.



	9. Engages in fantasy thought or play
	9.


	9.



	10. Has an imaginary friend
	10.


	10.



	OTHER CONCERNS:
	
	

	

	

	         


Medical History

1. Does client have neurological problems?


A seizure disorder?
No____    yes ____
if yes, describe results or enclose report
	Seizure Type

	Date of Last Seizure

	Age of Onset

	
	
	



An abnormal EEG?
No ____  yes ____
if yes, describe results or enclose report


Has client had a CAT/MRI/PET scan?
No ____  yes ___
if yes, describe results or enclose report

2.
Does client have any other type of neurological problem? (i.e. History of head injury, Tardive Dyskinesia, Tics, Cerebral Palsy)


No ____  yes ___
if yes, describe results or enclose report  










3.
Does client have a specific HEENT problem?
No ____  yes ___
if yes, describe results or enclose report

4.
Does client have heart problems?  (include abnormal EKG’s)
No ____  yes ___
if yes, describe results or enclose report

5.
Does client have respiratory problems?  
No ____  yes ___
if yes, describe results or enclose report

6.
Does client have gastrointestinal problems?  
No ____  yes ___
if yes, describe results or enclose report

7.
Does client have gynecological or urinary problems?  
No ____  yes ___
if yes, describe results or enclose report

8.
Does client have skin problems?  
No ____  yes ___
if yes, describe results or enclose report

9.
Does client have Musculoskeletal problems?  
No ____  yes ___
if yes, describe results or enclose report

10.
Does client have allergies?  
No ____  yes ___
if yes, describe results or enclose report

11. Does client have endrocrinological problems? (Diabetes, Hypothyroidism, etc)  

No ____  yes ___
if yes, describe results or enclose report











12.
Does client have impaired vision?  
No ____  yes ___
if yes, describe results or enclose report

13.
Does client have hearing or ear problems (ear infections, hearing loss)?  

No ____  yes ___
if yes, describe results or enclose report











14. Does client have a known genetic/MR syndrome? (Down's, PKU, etc)


No ____  yes ___
if yes, describe results or enclose report 











15. Does client have feeding problems? (GERD, G-tube, dental status, etc)


No ____  yes ___
if yes, describe results or enclose report  










16. Past Surgeries:
No ____  yes ___

if yes, describe results or enclose report  
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