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UVa Department of Student Health, Counseling and Psychological Services 

Intake Assessment/Medication EvaluationPRIVATE 

Student Identifying Information:

Patient's Name: ___________________________________________ Soc. Sec. #: _________________________________

Today’s Date _____/_____/_____,  DOB: _____/_____/_____,  Current Age: ______    Sex:  Male _____  Female _______

Race:  African American. _____   Asian American ______   Caucasian _____   Hispanic/Latino ______   

           Native American ______ International Student - Country: _______________________________________________

Relationship Status:  Single ______   Married ______  Divorced ______ Living w/Significant Other ______ 

1st yr ____, 2nd yr____, 3rd yr ____, 4th yr, ____, Grad ____, Other __________________ Major: ______________________

Health Insurance Information: ___________________________________________________________________________

Source of Referral ____________________________________________________________________________________

Intake Provider:  _____________________________________________________

Current Presenting Problem(s). Onset and Acuity: 

____ depression


____  mood instability


____ relationship issues   

____ anxiety:  



____ adj. to college life


____ sexual assault 

____ family issues


____ academic problems

____ other trauma 

____ sexuality/sexual identity

____ disordered eating/body image
____ grief/bereavement

____ substance use


____ LD/ADHD


____  psychoses/delusions

Other/Details:______________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Onset:  
 _____ Rapid onset of sx    _____ Gradual onset of sx    _____ Recurrent/intermittent sx

Acuity of current functional Impairment:    _____ Little or no functional impairment  

____ Mild Impairment  ____ Moderate impairment  ____  Acute impairment  ____ Variable/inconsistent impairment

Background/precipitants of presenting problem: __________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Psychotropic medication prescriptions, psychotherapy and family psychiatric history:  

Current/previous psychotropic medication prescriptions: ______________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Previous psychotherapy:  _______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________

Previous psychiatric hospitalizations: _____________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Family psychiatric history: ______________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Presenting Symptoms (observed or reported):

Depressive/Bipolar Mood and Affect Issues:
_____ Dysphoria   _____ Crying Episodes  ____ Anhedonia _____ Hopeless/helplessness  _____ 

_____ Suicidal Ideation  ____ Euphoria  ____ Rapid/pressured speech    

Perception of self:  ____Low self-esteem  ____Self-criticism/guilt/shame  ____ Grandiose

Energy: _____Low energy/fatigue  ____Elevated energy  ____Agitated energy  ____Restlessness/ difficulty being still

Motivation and Engagement: ____Low motivation ____ Falling behind w/academics ____ Procrastination  

_____Decline in self-care  ____ Interpersonal withdrawal and isolation  ____ Impulsivity  

____ Increased/excessive goal-directedness  ____ Excessive involvement in pleasurable/dangerous activities

_____Sometimes not attending class  ____Frequently not attending  ____Has stopped attending

Details:  __________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Attention/Concentration: 

____ Generalized difficulties with attention and concentration  ____ Academic/learning related difficulties  

____ Easily distractible  ____Difficulty sustaining mental effort ____ Difficulties with planning and organization  

____ Frequently losing or misplacing things ____ Frequent forgetfulness ____  Frequent indecisiveness  

Details:___________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Sleep: ____ Difficulty falling asleep.  ____ Difficulty sustaining sleep  ____ Early morning awakening

____ Excessive sleep  ____ Daytime napping  ____ Decreased need for sleep     

____ Delayed sleep cycle.  Typical time asleep: ___________  Typical time awake: ______________

Details:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Cognitive processes/verbal expression of cognition:

Flow of cognition:  ____ Slowed  ____ Accelerated  ____ Flight of ideas/racing thoughts ____ Loose  

                    ____ Tangential  ____ Disorganized      ____ Disorganized speech/frequent derailment
Distorted Reality Contact: ____  Hallucinations  ____ Delusions  

Details:___________________________________________________________________________________________

_________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Anxiety related sx:  

____ Generalized excessive worrying  ____Difficulty relaxing

____ Worries/anxieties over specific issues: _____________________________________________________________
_________________________________________________________________________________________________

____ Obsessional thoughts:___________________________________________________________________________

_________________________________________________________________________________________________

____ Compulsive Behaviors:__________________________________________________________________________

___​​​______________________________________________________________________________________________

____  Panic sx: ____Rapid heart rate  ____ Rapid breath/hyperventilation  ____ Dizziness/feeling faint  ____ Sweating

____ Chest pain  ____ Trembling/shaking  ____ Nausea/abdominal distress  ____ Feeling overwhelmed/terrified     

____Other: __________________________________________________________

Frequency/duration of panic sx:________________________________________________________________________
_________________________________________________________________________________________________

____ Intense specific fears of:_________________________________________________________________________
_________________________________________________________________________________________________

____Social Discomfort: ____Generally shy  ____Social avoidance ____ Discomfort with large groups

____ Discomfort with opposite sex  ____ Discomfort with public speaking/class presentations 

Details:___________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Trauma/Dissociation:  

____ Intrusive thoughts/images  ____ Flashbacks/reliving of trauma  ____ Physiologic hyper-reactivity

____ Affective numbing  ____ Avoidance of trauma-related stimuli  ____ Trauma-related nightmares  

____ Hypervigilance  ____ Derealization/depersonalization  ____ Dissociative episodes  

Details:___________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________

Sexuality/Sexual orientation issues: 

____ Depressed libido  ____ Elevated libido  ____ Hypersexuality  ____ Conflicted about sexual issues

Details:____________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Eating and body image related behavior:  

____ Negative body image  ____ Distorted body image : ___________________________________________________ 

____ Restrictive eating: ____ Mild ____ Moderate ____ Severe  

____ Generalized excessive eating  ____ Intermittent binge eating  ____ Frequent binge eating

____ Purging: ___ vomiting ___ laxatives ___ exercise ___ diet pills ___ diuretics ___ Other: _____________________

Details (frequency, body weight, physical symptoms, etc): __________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Substance use issues: 



             
Past     Occasional              Fx/quantity         Present
Occasional 
     Fx/quantity





non-problematic     problematic         

non-problematic     problematic
Alcohol:


_____
     _____
        _____
       _____
     _____
       _____

Cannabis:


_____
     _____  
        _____
       _____
     _____
       _____

Other Hallucinogens:  

_____
     _____
        _____
       _____
     _____
       _____

Designer Drugs (ecstasy, etc):  
_____
     _____
        _____
       _____
     _____
       _____      Cocaine:


_____ 
     _____
        _____
       _____
     _____
       _____

Amphetamines/

Psychostimulants:

_____
     _____
        _____
       _____
     _____
       _____

Other: __________________ 
_____
    _____
        _____
       _____
     _____
       _____

____ Pt acknowledging substance use difficulties  ____ Pt minimizing substance use difficulties

Frequency/quantity/pattern of use:  ____________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Additional symptoms or symptom details not elaborated in previous sections (including Axis II issues): ____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Suicide Risk Assessment:  

Presence of current suicidal thoughts or impulses: _____ Yes   _____ No        If yes, presence of plan: ____ Yes  ____ No 

Details:____________________________________________________________________________________________________________________________________________________________________________________________

Access to means?  _____  Yes  _____  No  

Details: __________________________________________________________________________________________  Intent:  
_____ Yes - has clear intent   _____ Intent is vague/not well formed   _____ Pt is clear about absence of intent.   

Details:___________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of any previous suicide attempts:  _____ Yes  _____ No

Details:___________________________________________________________________________________________

Additional suicide-related issues: ______________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Suicide risk level:  ____ Nonexistent   ____ Low   ____ Moderate   ____ Severe   ____ Extreme

Risk of Harm to Others: 

Presence of thoughts or impulses to harm others: _____ Yes   _____ No

Details: __________________________________________________________________________________________

_________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Assessment of risk level:  ____ Nonexistent   ____ Low   ____ Moderate   ____ Severe 

Relevant Social/Developmental History: _________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Social Support Issues: (quality of relatedness, extent of support system, presence of love relationships, etc.):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Relevant Medical Conditions: __________________________________________________________________________

____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Any Known Drug Allergies:  No _____  Yes _____:  ________________________________________________________

Mental/Behavioral Status (check where appropriate, including all forced dichotomous choices):
Orientation:

Normal _____  Disoriented as to:  Time _____ Place_____ Person _____

Psychomotor Activity:  
Normal _____ Accelerated _____ Retarded _____ Restless/Fidgety _____ Agitated _____  

Mood:  


Normal/Euthymic _____ Depressed _____ Elevated _____ Anxious_____ Other: ____________

Affect:  

Congruent w/mood and thought ____ Incongruent w/mood and thought          Inappropriate ____ Intense _____ Shallow _____ Flat _____ Labile _____ Detached _____ Controlled _____ 



Sad ____ Tearful ____ Hopeless ____ Anxious ____ Fearful ____ Embarrassed/shameful _____ 




Euphoric _____ Angry/Irritable ____ Evidence of dissociation: ____  Other: _______________
Insight/Psychological 

Mindedness:

Excellent _____ Good _____ Fair _____ Poor _____

Judgment/

Impulse Control:


 Good _____ Fair _____ Poor _____

Behavioral Attitude:
Cooperative _____ Passive/compliant _____ Withdrawn _____ Guarded _____ Resistant _____  




Hostile _____ Other: ____________________________________________________________

Attention

and Concentration:
Good          Fair          Distractible         Other:                                                                             ___ 

Flow of Cognitive

Associations:

Intact          Loose\Disjointed          Tangential          Accelerated           Slowed         
Thought Process:
Normal          Obsessional          Grandiose          Paranoid ____ Delusional ____



Thought Disordered ____  Evidence of Hallucinations: ____Other: ________________________

Additional comments on pt’s interpersonal presentation: ___________________________________________________ _________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Preliminary formulation and initial focus of interventions:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Initial Diagnosis: 

                                                           

        _____  Deferred pending further assessment 

Recommendations/plans regarding further assessment: _______________________________________________________

___________________________________________________________________________________________________ 

Axis I:
1)___________________________________________  3)______________________________________________
        
2) __________________________________________   4)______________________________________________
Axis II: ___________________________________________________________________
Axis III:___________________________________________________________________
Axis IV:  Psychosocial and Environmental Factors: __________________________________________________________

____________________________________________________________________________________________________
Axis V:  GAF:   ____20 ____25 ____35 ____40 ____45 ____50 ____55 ____60 ____65 ____70 ____75 ____80 ____ 85 ____90 

Rule Out Diagnoses:

1) ________________________________________________________

2) ________________________________________________________

3) ________________________________________________________

Initial Treatment Dispositions/Referrals:

____ Individual follow-up psychotherapy conducted by intake provider. 

____ Pt referred to other CAPS professional for psychotherapy.   Professional's name: ____________________________

____ Pt referred to CAPS psychiatrist for medication evaluation.

____ Pt seen by CAPS psychiatrist.  Follow-up medication management planned

____ Pt referred to CAPS group:_______________________________________________________________________

____ Pt referred to Student Health for medical evaluation and/or treatment

____ Pt referred to Learning Needs and Evaluation Center for assessment and/or adjunctive services.

____ Pt referred to other UVA office(s): ________________________________________________________________

____ Pt referred to private sector for ____ psychotherapy, _____ psychiatric services.

          Names given: 1) ___________________________________  2) ___________________________________________

                                 3) ___________________________________  4) ___________________________________________ 


____ Education provided to pt regarding current condition proposed treatment plan, risks, benefits and access to

          CAPS emergency on-call system.

Other/additional referrals made:  _________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Health insurance coverage:____________________________________________________________________________

Estimated duration of CAPS psychotherapy: ____1-3 sessions ____4-8 sessions ____ 8-15 sessions ____>15 sessions

Additional comments regarding treatment plan, treatment modalities, case disposition, university administrative issues, etc.  Also include rationale for extended treatment if it is anticipated that psychotherapy will exceed 8 sessions.

___________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

_______________________________________________                                       ___________________________

Signature of CAPS Intake Provider                                                                                               Date

_______________________________________________                                        __________________________

Supervisor Signature (If clinician is trainee)                                                                                    Date






