						     													   
MENTAL STATUS EXAM & DIAGNOSIS

	Client Name: 
	Service Date: 

	
	Time: 


				
Brief Mental Status Exam:




	
	[bookmark: _GoBack]Client Meets Criteria for Following DSM5 Diagnosis/Diagnoses:

	

	

	

	

	

	



Additional Observations/Notes:
	

	

	

	

	

	

	

	

	

	

	









_________________________________________________			________________
YOUR PRINTED NAME (Signature/Credentials)							(Date)

Activity Level


Appropriate


Restless


Agitated


Attitude


Cooperative


Defensive


Resistant


Poor Boundaries


Thoughts


Insight


Judgment


Paranoid


Normal


Concrete


Inhibited


Inhibited


Blunted


Excellent


Good


Fair


Poor


Excellent


Good


Poor


Nil


Fair


Rigid


Slowed


Threatening


Irritable


Delusions


Grandiose


Tangential


Flights of Ideas


Circumstantial


Perseverative


Nil



Suicidal Ideation


Denies All


Feeting Only


Intent


Homicidal Ideation


Denies All


Fleeting Only


Intent


Contracted for Safety


Alcohol/Drug Use


Medication Status


Current Plan


Denies All


Fleeting Only


Intent


Past Attempts


Contracted for Safety


N/A


Social Use


Abuse 


Dependent


Compliant


Non-Compliant


Medication Change (List Below):


Current Plan


Past Plan


Past Attempt


Contracted for Safety


Current Plan


Self-Harm Ideation


Intoxicated


Actively in Recovery



Orientation


Alert & Oriented X3


If Less than 3, 
what is impaired?


_________________________


Mood


Euthymic


Dysthymic


Depressed


Anxious


Elevated


Elated


Affect


Appearance


Speech


Constricted


Congruent


Labile


Restricted


Flat


Blunted


Well-Groomed


Unkempt


Disheveled 


Bizarre


Normal


Soft


Slurred


Pressured


Hyperverbal


Loud
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