Client Name:       
                                               Case Number:       
Assessment Date:       
                                             Program Name:      

San Diego County Mental Health Services

TBS ASSESSMENT 

*Client Name:
     
       *Case #:      
*Assessment Date:      
*Program Name #:      
SOURCE OF INFORMATION (Select from Source of Information Table located in the Instructions sheet): 


RELATIONSHIP (Choose from Family Member List located in the instruction’s sheet):

*Is Child/Youth currently receiving Specialty Mental Health Services?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

    If Yes, SMHP Provider/Program Name:      
Target Behaviors (check all that apply): (Document child/youth’s specific behaviors/symptoms that jeopardize continued placement in a current facility or are expected to interfere when the child/youth is transitioning to a lower level of residential placement):     

 FORMCHECKBOX 
 AWOL


  FORMCHECKBOX 
 Oppositional Defiant Behavior
 FORMCHECKBOX 
 Poor Boundaries


 FORMCHECKBOX 
 Med Non-Compliance
  FORMCHECKBOX 
 Physical Aggression

 FORMCHECKBOX 
 Poor Social Skills


 FORMCHECKBOX 
 Property Destruction
  FORMCHECKBOX 
 Self Harm Behaviors


 FORMCHECKBOX 
 School Truancy/Tardiness  FORMCHECKBOX 
 Sexualized Behaviors

 FORMCHECKBOX 
 Suicidal Behaviors

 FORMCHECKBOX 
 Verbal Aggression

  FORMCHECKBOX 
 Other

Describe Target Behaviors in Detail:

     
Describe Occurrence of Target Behaviors: (Document current frequency, severity, and duration of specific behaviors associated with Target Behaviors. Also document the desired frequency, severity, and duration):
     
Services, interventions, consequences, activities or resources previously or presently tried or considered (check from the check boxes below):

 FORMCHECKBOX 
 Day Treatment

 FORMCHECKBOX 
 Family Therapy

 FORMCHECKBOX 
 Group Therapy


 FORMCHECKBOX 
 Hospitalizations

 FORMCHECKBOX 
 Individual Therapy
 FORMCHECKBOX 
 Medication Therapy


 FORMCHECKBOX 
 Probation


 FORMCHECKBOX 
 Regional Center

 FORMCHECKBOX 
 Residential Treatment


 FORMCHECKBOX 
 TBS


 FORMCHECKBOX 
 Wraparound

 FORMCHECKBOX 
 Other

Document in detail all selected:  

     
What were the results of these services, activities, resources? (Document duration of services, interventions, activities, treatment effects, benefits, outcome of precious and current treatment – what worked, what didn’t work, how the client responded):
     
*TBS Class Criteria met (mark all that apply):

Child/Youth is being considered for placement in a RCL 12 or above 
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

group home facility due to mental health needs.

Child/Youth is placed in a group home facility or RCL 12 or above for
 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

mental health needs.

Child/Youth is at risk of psychiatric hospitalization.



 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

Child/Youth has undergone at least one emergency psychiatric

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

hospitalization within the last 24 months.

Child/Youth has previously received TBS while a member of the 

 FORMCHECKBOX 
 Yes
   FORMCHECKBOX 
 No

certified class.

TBS Clinical Formulation: (Provide clear justification of the need for TBS to prevent higher level or hospitalization placement, preserve current placement, or needed to assist with transitioning to a lower level of care.):
     
Desired outcome/result of TBS services:
 FORMCHECKBOX 
 Prevent Higher Level of Care
 FORMCHECKBOX 
 Transition to Lower Level of Care
 FORMCHECKBOX 
 Prevent Psychiatric Hospitalization

*Signature of Clinician Completing/Accepting the Assessment: 
Signature:   ________________________________   Date:       
Printed Name:       
              CCBH ID number:       
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