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Rating and Summary Sheet

1. GENERAL INFORMATION

Customer First and Last Name: Chosen/Preferred Name: Pronouns: Referral Source:

RIN: Date of Birth: | Sex at Birth: Gender Identity: Phone Number: Primary Language:

Address: City: State: Zip Code: County:

Interpreter Services: [ ] None required [] TDD/TYY
[] American Sign Language [] Spoken Language:
[ Other:

Insurance Coverage:

[ Youth in Care
[] Other court-appointed
[] Other:

Guardian Consent Received:

[OYes [ONo [IN/A

[[1 Own guardian
[1 Biological parent
[1 Adoptive parent

2. SCREENING

Guardianship
Status:

[] 24-hour non-emergency [] Other:

[ Initial crisis screening

Date of Call: Time of Call: Crisis Screener (name):| Team Screener Credentials:
Oam [Jpm Response: [1 | ooy (ymHp [ amHP [ LPHA
Date of Screening: Begin Time of Screening: | End Time of Screening: Diagnosis:
_ L am []pm _  Oam Opm

3. DISPOSITION

[] Community stabilized (list community resources below) City/State: _ Date: _
1.Name: Resource Type: Phone#:
2. Name: ___ Resource Type: _ Phone#:
3. Name: Resource Type: Phone#:

[1 Hospitalized at: City/State: Admission Date:

4. MENTAL STATUS: Document clinical observations to support client’s current mental status as noted below.
Observations

Appearance: [] Neat [] Disheveled [] Inappropriate [ ] Bizarre [] Other:

Speech: [ ] Normal [ ] Tangential [ ] Impoverished [ ] Pressured [ ] Other:

Eye Contact: [ ] Normal [ ] Intense [ ] Avoidant [ ] Other:

Motor Activity: [ ] Normal [ ] Restless [ ] Tics [ ] Slowed [ ] Other:

Affect: [ | Full [ | Labile [ | Angry [ | Flat [ | Constricted [ | Other:
Mood

[ 1 Normal [ ] Depressed [ ] Euphoric [ ] Anxious [ 1 Angry [ ] Irritable [ ] Other:
Coghnition

Orientation Impairment: [ ] None [] Place [] Object [] Person []Time
Memory Impairment: [ ] None [ ] Short-term [ ] Long-term [ ] Other:

Attention: 1 Normal [ ] Distracted [] Other:

Thoughts and Perception

Hallucinations: [ ] None [] Auditory [] Visual [] Other:

Suicidal: []Yes [ 1 No

Homicidal: [1Yes [ 1 No

Delusions: [ ] None [ | Grandiose [ | Paranoid [ | Religious [ | Other:

Behavior

[J Cooperative ~ [] Guarded  [] Hyperactive [ Agitated [ Paranoid  [] Aggressive [] Bizarre
[] withdrawn [] Other:

Judgment Insight

[] Good [ Fair ] Poor ] Good ] Fair ] Poor
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Supporting Information: Document clinical observations to support the customer’s current mental status as noted above.

For all CAT domains, the following categories and action levels are used:

0 No evidence of any needs; no need for action 2 Need is interfering with functioning. Action is required to ensure
that the identified need or risk behavior is addressed.

1 Need or risk behavior that requires monitoring, watchful waiting, or 3 Need is dangerous or disabling. Intensive and/or immediate
preventive action based on history, suspicion, or disagreement. action is required to address the need or risk behavior.

Please note: Individual CAT items that are not applicable to the entire lifespan have specific age ranges for which the
item must be completed indicated in front of the item name. If the item does not apply to the individual’s age, rate the

item “N/A.”
5. ASSESSMENT
RISK BEHAVIORS 3
Victimization/Exploitation 6+: Sexually Problematic Behavior ]
0-5: Self-Harm 6+: Fire Setting

1-5: Aggressive Behavior 6+: Danger to Others

3-21: Flight Risk/Runaway 6+: Other Self-Harm (Recklessness) [ [] []

3+: Suicide Risk 6+: Non-Suicidal Self-Injur. Behavior [ ] U L
3+: Decision Making 6+: Delinquent/Criminal Behavior ] | ]
3+: Intentional Misbehavior

Suicide Risk Module (complete when Risk Behaviors, Suicide Risk item is rated 1, 2, or 3)

Ideation History of Attempts OO o
Intent Awareness of Others’ Suicide O o
Planning

BEHAVIORAL/EMOTIONAL NEEDS N/A 0 1 NA 0 1 2 3
Depression ] 3+: Anger Control/Frustration Tol. O O
Anxiety 3+: Impulsivity/Hyperactivity ]

6+: Conduct/Antisocial Behavior
6+: Psychosis (Thought Disorder)
6+: Mania

6+: Substance Use

Adjustment to Trauma
Atypical/Repetitive Behaviors

0-5: Failure to Thrive

3-18: Oppositional Behav./Non-Compl.
FUNCTIONING NEEDS N/A
Living Situation

Family Functioning

Social Functioning
Developmental/Intellectual

Medication Compliance

0-5: Feeding/Elimination

0-21: School/Preschool/Daycare ]
1+: Sleep

16+: Parental/Caregiving Role

16+: Job Functioning/Employment O gobonfn 0o

N/A 0 NA 0 1 2 3
Supervision Health/Behavioral Health L] O]
Involvement withCare [ Family Stress O Ol
Caregiver Residential Stability 0-21: Empathy with Children O 0OdQ
PROTECTION N/A 0 NA 0 1 2 3
Safety [l Family Violence O 0gg g
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NOTES/COMMENTS/CLARIFICATIONS:

8. SIGNATURES

Screener (print name) Signature Date
Date of
QMHP/LPHA Consult (when applicable) Signature Consultation

© Praed Foundation 2011, 1999, 2000 (revised May 2025) 3



	Customer First and Last Name: 
	ChosenPreferred Name: 
	Pronouns: 
	Referral Source: 
	RIN: 
	Date of Birth: 
	Sex at Birth: 
	Gender Identity: 
	Phone Number: 
	Primary Language: 
	Address: 
	City: 
	State: 
	Zip Code: 
	County: 
	American Sign Language: Off
	undefined: Off
	None required: Off
	TDDTYY: Off
	undefined_2: Off
	Spoken Language: 
	Other: 
	Insurance Coverage: 
	Guardianship Status: 
	Own guardian: Off
	Biological parent: Off
	Adoptive parent: Off
	Youth in Care: Off
	Other courtappointed: Off
	undefined_3: Off
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	Other_2: 
	Initial crisis screening: Off
	24 hour non emergency: Off
	Other_3: Off
	am: Off
	pm: Off
	Crisis Screener name: 
	Response: Off
	PSW: Off
	MHP: Off
	QMHP: Off
	LPHA: Off
	Date of Screening: 
	Begin Time of Screening: 
	am_2: Off
	pm_2: Off
	End Time of Screening am pm: 
	undefined_7: 
	undefined_8: Off
	undefined_9: Off
	Diagnosis: 
	Community stabilized list community resources below: Off
	undefined_10: Off
	CityState: 
	Date: 
	1 Name: 
	Resource Type: 
	Phone: 
	2 Name: 
	Resource Type_2: 
	Phone_2: 
	3 Name: 
	Resource Type_3: 
	Phone_3: 
	Hospitalized at: 
	CityState_2: 
	Admission Date: 
	Disheveled: Off
	Tangential: Off
	Intense: Off
	Restless: Off
	Labile: Off
	Euphoric: Off
	None: Off
	None_2: Off
	Normal: Off
	Auditory: Off
	No: Off
	No_2: Off
	Grandiose: Off
	Hyperactive: Off
	Poor: Off
	Neat: Off
	Normal_2: Off
	Normal_3: Off
	Normal_4: Off
	Full: Off
	Depressed: Off
	Normal_5: Off
	None_3: Off
	Yes: Off
	Yes_2: Off
	None_4: Off
	Guarded: Off
	Other_4: Off
	Fair: Off
	Cooperative: Off
	Withdrawn: Off
	Good: Off
	Good_2: Off
	Inappropriate: Off
	Impoverished: Off
	Avoidant: Off
	Tics: Off
	Angry: Off
	Anxious: Off
	Place: Off
	Shortterm: Off
	Distracted: Off
	Visual: Off
	Paranoid: Off
	Agitated: Off
	Bizarre: Off
	Pressured: Off
	Other_5: Off
	Slowed: Off
	Flat: Off
	Angry_2: Off
	Object: Off
	Longterm: Off
	Other_6: Off
	Other_7: Off
	Religious: Off
	Paranoid_2: Off
	Fair_2: Off
	Other_8: Off
	Other_9: Off
	Other_10: Off
	Constricted: Off
	Irritable: Off
	Person: Off
	Other_11: Off
	Other_12: Off
	Aggressive: Off
	Poor_2: Off
	Other_13: Off
	Other_14: Off
	Time: Off
	Bizarre_2: Off
	Supporting Information Document clinical observations to support the customers current mental status as noted above: 
	CAREGIVER RESOURCES  NEEDS Client is their own guardian: Off
	Yes_3: Off
	NOTESCOMMENTSCLARIFICATIONSRow1: 
	Date_2: 
	Consultation: 
	Date2_af_date: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off


