PMHNP Psychiatric Assessment
Student name:
Semester/Year: 
Course: 
Patient encounter date: 
Patient to be given a pseudonym
Student/Preceptor Collaboration
	
Please confirm this psychiatric assessment was completed on a patient whom you saw in clinical this semester. 
	
[bookmark: Check1][bookmark: Check2]Yes |_|       No |_| Explain_____________________
__________________________________________

	Please confirm this is your own original work.
	
Yes |_|       No |_| Explain_____________________
__________________________________________


	Please confirm you and your preceptor saw this patient, and the psychiatric assessment is accurate to your best knowledge. 
	
Yes |_|       No |_| Explain_____________________




	Student signature/date
	

	Preceptor signature/date
	



Chief Complaint
	What brought you here today…? (Put this in quotes.)
	



Information
	Identifying information: Gender, age, race/ethnicity, allergies, etc.
	

	General overview of reason for visit: Follow up, new patient, updates since last visit, response to medication changes (if any)
	

	Vital signs, height/weight (if obtained)
Allergies to medications
(Females only): LMP
Method of birth control
	


History of Present Illness
	HPI Overview: Tell us updates about what is currently going on with patient since the last visit. Any updates? Medication changes? Life changes?
	

	Depression symptoms: Sleep, interest, guilt, energy, concentration, appetite, psychomotor changes, suicidality
When did it first start?
Single episode? Recurrent episodes (When was last episode?)? Persistent (What’s the longest amount of time you have not felt depressed?)?
Can you describe your depression symptoms? What makes the depression better; what makes the depression worse? Does the depression come and go?
	

	Anxiety: Does the anxiety come and go; is it situational? Or is it there all the time/more often than not? 
When did anxiety start? How does patient recognize they are anxious (what symptoms do they experience)? What triggers the anxiety?
Panic? What triggers panic levels of anxiety (or are they spontaneous/unexpected/unprovoked)?
What physical panic symptoms do they experience? How long do panic symptoms last? How often do panic levels of anxiety occur? When was last panic attack?
	

	Mania/Hypomania: DIGFAST
Disturbance of mood, increased energy/goal-directed activity, grandiosity, flight of ideas, activities that might get them in trouble, sleep decreased, talkativeness (pressured speech)
“Have there been periods of time where all day/every day for at least 4 to 7 days or longer your mood was unusually elated/euphoric or irritable and it was so dramatically out of character that people wondered or asked if you were on drugs?” AND “Have you had so much energy that you could go days and days with little-to-no sleep, and you didn’t miss it or need it because you were so revved up?”
What’s the longest period of time you’ve experienced the mood/energy disturbance? When is the last time you had an episode? What problems did this cause you/your life?
	

	PTSD: FIGHT
Flight—avoidance symptoms, avoiding memories or external reminders of trauma
Intrusive symptoms—nightmares, intrusive memories, flashbacks
Gloomy cognition—negative cognition of self/others/world, negative mood
Hypervigilance—easily startled, irritable/angry outbursts, reckless behavior
Trauma—exposure to traumatic event
	

	Anger/irritability: Do you get angry more than you should? How do you act when you get angry?
	

	Attention and focus: Have you had problems with thinking, concentrating, or making decisions? When did it start? Does it come and go, or has it persisted? What does this interfere with? 
	

	Obsessions: Do you experience recurrent thoughts, urges, or mental images that distress you and do not make sense, but they keep repeating even though you do not want them? 
Compulsions: Are there certain behaviors that you have to do over and over and you can’t resist them even though you do not want to do them?
If yes to either/or/both: 
How much time in your day does this take up?
How much does this disrupt or interfere with your life?
	

	Current self-harm, suicidal/homicidal ideations: Do you currently or have you recently thought about hurting yourself? If so, do you have a plan of hurting yourself?
	

	Hallucinations: Do you ever hear or see anything that other people may not hear and/or see?
	

	Paranoia: Do you feel like people are talking about you or following you?
	

	Disordered Eating:
Anorexia: Weight significantly low? Fear of being fat? Body image distortion?
Bulimia: Binging, out of control feeling while eating, concern with body shape, purging (or other compensatory behaviors)?
Binge eating: Recurrent episodes (1x/wk for 3 months), eating out of control, more rapidly than normal, uncomfortably full, when not hungry, alone (because embarrassed), feeling disgusted/guilty/depressed afterwards
	

	Sleep: Do you have trouble falling or staying asleep? How long does it take you to fall asleep? After you get to sleep, do you stay asleep all night, or are you up and down throughout the night?
Do you have trouble falling asleep, staying asleep, or sleeping too much? How much sleep do you get on average? 
How many nights per week do you have trouble sleeping or sleep excessively?
	


Family History
	Pertinent mental health history—Include parents, siblings, grandparents if applicable/known
	


Personal/Social History
	If an adult, who did they grow up with? Education level (How far did you get in school?), marital status, occupation, work history, and legal history, number of children, living situation (lives alone/with family, homeless, etc.)
	

	Any environmental factors that are affected by or contributing to patient’s current state? For example: marital problems/divorce, death in the family, job loss, financial stress, social isolation, transportation issues, etc.
	


Substance Use History
	Do you currently use or in the past have used any illegal drugs? If so, what did you use? If currently using drugs, how much do you use? When was the last time you used? Method of use, inhalation, IV, etc. Any SUD treatment history (inpatient, residential, outpatient, detox). Longest period of time sober/clean? Any sober support persons?
	

	Do you currently have or in the past have had an issue with alcohol use? If so, when was the last time you drank? Do you ever pass out when you drink? Has your drinking been a problem for you in the past?
	

	Do you currently smoke cigarettes or vape?
	

	Do you smoke marijuana?
	

	Daily caffeine intake 
	


Past Psychiatric History
	At what age did the symptoms start?
	

	Do you have a previous psychiatric diagnosis? If so, what age and what was going on (if anything) around the time of the diagnosis?
	

	Were there any environmental factors that could have contributed to the symptoms? For example, divorce, death in the family, etc.
	

	Prior suicide attempts? If so, when did they happen, what was the attempt (method, potential lethality, context of alcohol/substance use, etc.).
	

	Prior suicidal thoughts? If so, active thoughts with plans? Passive thoughts (just wanting to die or not wanting to live) without plans? How often do thoughts occur? When was last time you had suicidal thoughts? Reasons for living? Reasons for not killing yourself? What is your safety plan?
	

	Prior/current intentional self-injury (cutting, scratching, burning, headbanging, etc.)? If so, when did it start, how often does it happen, when did it last happen?
	

	Any current or previous psychotherapy?
Adherence to current/past therapy?
	

	Any previous treatment? If so, what was it and did it work? List any previous psychiatric medications that have been tried and why the medication was stopped.
Please include details on response, side effects, dosing, and timeline of how long the patient was on or took the medication.
	


	Any other treatments, such as ECT, TMS, ketamine?
	


Medical History
	Medical problems
	

	Previous surgeries
	


Mental Status Exam
Observations
	Appearance: Gait, posture, clothes, grooming (Appropriate to weather? Appear stated age?)
	

	Behaviors: Mannerisms, gestures, psychomotor activity, expression, eye contact, ability to follow commands/requests, compulsions
	

	Attitude: Cooperative, hostile, open, secretive, evasive, suspicious, apathetic, easily distracted, focused, defensive
	

	Level of consciousness: Vigilant, alert, drowsy, lethargic, stuporous, asleep, comatose, confused, fluctuating
	

	Orientation: “What is your full name?” “Where are we (floor, building, city, county, and state)?” “What is the full date today (date, month, year, day of the week, and season of the year)?”
	

	Additional comments
	


Speech
	Quantity descriptors: Talkative, spontaneous, expansive, paucity, poverty
	

	Rate: Fast, slow, normal, pressured
	

	Volume (tone): Loud, soft, monotone, weak, strong
	

	Additional comments
	


Affect and Mood
	Mood (how the person tells you they're feeling): “How are you feeling?”
	

	Affect (what you observe): Appropriateness to situation, consistency with mood, congruency with thought content
· Fluctuations: labile, even, expansive
· Range: broad, restricted
· Intensity: blunted, flat, normal, hyper-energized
· Quality: sad, angry, hostile, indifferent, euthymic, dysphoric, detached, elated, euphoric, anxious, animated, irritable
	

	Congruency: Congruent or not congruent mood?
	

	Additional Comments:
	


Perception
	Paranoia
	

	Auditory/Visual/Other hallucinations
	

	Additional Comments
	


Thought Content
	Suicidal
	

	Homicidal 
	

	Delusions (erotomanic, grandiose, jealous, persecutory, and somatic themes?)
· Delusions are fixed, false beliefs.
· These are unshakable beliefs that are held despite evidence against it and despite the fact there is no logical support for it.
· Is there a delusional belief system that supports the delusion?
	

	Additional comments: 
	


Insight/Judgement
	What is their understanding of the world around them and their illness?
	 

	Are they able to do reality-testing (i.e., are they able to see the situation as it really is)?
	

	Are they help-seeking? Help-rejecting?
	



Psychiatric Diagnosis
	Rating scales (If no rating scales were used, what could have been used?)
Please indicate the name of the rating scale, the score of the rating scale, and what the score means in relation to the diagnosis. 
	

	Current diagnosis, including specifiers
	

	Case formulation/biopsychosocial assessment (a summary of the genetic vulnerabilities, attachment styles, employment, relationships, triggers/modifiable factors, medical conditions and adverse experiences that may impact the clinical picture.)
	

	Differential Diagnosis
	

	Rule Out Diagnosis
	


Medications
	Medical medications
	

	Psychiatric medications—list name (generic name).
If the person does not take any current psychiatric medications, please indicate this, along with at least one medication that could work with their diagnosis and presenting symptoms.
	

	Medication education provided to patient 
	

	Risks, benefits, side effects, and alternatives discussed with the patient
	


[bookmark: _heading=h.iczit7v4q4iq]Treatment Plan
	Next visit scheduled
	

	The rest of the treatment plan will be addressed in Part C: The PMHNP Role in Patient Care
	


Billing/Coding
	ICD 10 Code
	

	Billing Code
	



