Basic Information for Adults with SMI
 (Assignment of Client Unique Identifier)

(To be completed for all children with SED receiving services from programs funded by the Performance Partnership Block Grant)


Agency: _________________________________________________________________________
Program Name: ___________________________________________________________________
Date this form was completed: ___ ___ / ___ ___ / ___ ___

Client Unique Identifier = Birthdate + last 4 digits of Social Security Number (as follows):

_____  _____ - _____  _____  -_____  _____ --____ ____ ____ _____

Year

Month

Day

Last 4 digits of 


(Birthdate)


SS number

Client status: (to be used when editing/updating client status)


_____ 1) Person remains in program

_____ 5) Person quit program because of perceived lack of funding

_____ 2) Person completed program 

_____ 6) Person quit program because of funding limitations

_____ 3) Person moved from area

_____ 7) Unknown

_____ 4) Person deceased 


_____ 8) Other reason, please specify __________________________
When did client first begin this program? (Approximate if necessary) _____  _____    _____  _____









Month

Year
Gender

_____ Male

_____ Female

Race / Ethnicity
_____ White

_____ African American

_____ Latino/Hispanic

_____ Native American

_____ Other (please specify) __________________________________________

Diagnostic categories: Please check the “primary diagnosis”, e.g., the diagnosis that is the major focus of treatment or causing the most functional impairment. Then check all that apply (i.e., currently active and/or a focus of treatment).


All

Primary
  Apply
_____ 

_____ Schizophrenia and other psychotic disorders (include schizoaffective, psychosis NOS)
_____ 

_____ Mood disorders (include bipolar, major depressive, dysthymic, depression NOS)
_____ 

_____ Anxiety disorders (include generalized anxiety, panic, post-traumatic stress, obsessive compulsive 


 disorders)

_____ 

_____ Substance use disorders (specify major substance of abuse if known) 
_____________________
_____ 

_____Personality Disorders (specify type, if known) _____________________________________
_____ 

_____Mental Retardation or Borderline Intellectual Functioning 

_____ 

_____Other: Please specify 
____________________________________________________
_____ 

_____Unknown: If checked, please indicate reason diagnosis is unknown


________________________________________________________________________
Primary Clinician 3 initials: ___ ___ ___
Updated 8/06


