INITIAL MENTAL HEALTH ASSESSMENT PLAN
MJC HEALTH SERVICES
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STUDENT ___________________		ID: ____________________		DATE: ____________



___ Referred for ongoing therapy to:

___ Sierra Vista Child Family Services

___ Center for Human Services

___ Kaiser

___ Medi-Cal (Mental Health Assessment)
 
___ Other  _________________________________________________

___ Referred to _____Doctor Clinic _____Nurse:

	
	
	Comments

	Depression
	
	

	Anxiety
	
	

	Weight Loss/Gain
	
	

	Medication Review
	
	

	
	
	

	     Other:
	
	

	
	
	

	
	
	PHQ- 9 Score: ____

	
	
	GAD-7 Score: ____




___ Provided relaxation material

___ Provided “Warm Line” number (558-4600)

___ Counselor will follow up in _____ week(s) by  _____  phone _____ in person

___ Other ____________________________________________________________________



