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Fax or mail completed form to: 
Bill Wilson, PACT Project Manager

or Sarah Lamont, Peer Support Specialist 



Referral Date: ____/____/____
401 5th Ave, Seattle, WA 98104



       
Fax: 206.205.1634   



Team Referral:____/___/____

Phone: 206.263.8949/206.263.8950

King County
Program of Assertive Community Treatment (PACT)
Eligibility Screening
Last Name:                                    First Name:       
              Gender:                      KCID:         
Address (or name of current placement):        




  BDAY:        
Last Agency to Provide Ongoing Services        


          Primary Language:        


Referral:   FORMCHECKBOX 
 WSH       FORMCHECKBOX 
 Local jail      FORMCHECKBOX 
 KCRSN     FORMCHECKBOX 
 ECS      FORMCHECKBOX 
 LTR (name              )              

                 FORMCHECKBOX 
 hospital (name                                   )                FORMCHECKBOX 
 other, specify         
Please indicate consumer’s length of stay if referral is hospital, jail or residential facility:       
Individual Completing Screen        
 
____________________________________

                                                                (Print)         


(Signature)

Contact Phone                                              
Email         
Diagnosis: (Complete all five axis w/ description / code. Please INCLUDE Substance Use Disorders on Axis I.) 

	Axis I:
	Code: 

	            
	Code:  

	            
	Code:   

	Axis II     
	Code:  

	
	Code: 

	Axis III    
	

	
	

	AXIS V : Current GAF          Highest Past Year               
	


For admission to a Program for Assertive Community Treatment (PACT) team, an individual must meet the following admission criteria.
1.  The individual must be at least 18 years of age or older.  Please specify individual’s current age:       
2.   The individual has a diagnosis of severe and persistent mental illness. Priority is given to a diagnosis of schizophrenia, other psychotic disorders (e.g. schizoaffective disorder) and bipolar disorder because these illnesses more often cause long-term disability.  If other diagnosis, please explain/justify*:

* The PACT teams cannot accept an individual whose sole or primary diagnosis is Dementia, a Personality Disorder, Pervasive Developmental Disorder and/or Substance Abuse/Dependency. Such disorders, however, do not exclude an individual with a severe and persistent mental illness.
3.  The individual experiences significant functional impairments due to mental illness as demonstrated by the following conditions: (Please check all that apply)

 FORMCHECKBOX 

Significant difficulty maintaining consistent employment at a self-sustaining level 
 FORMCHECKBOX 

Significant difficulty consistently carrying out the homemaker role (e.g., household meal preparation, washing clothes, budgeting, or child-care tasks and responsibilities).
 FORMCHECKBOX 

Significant difficulty in consistently performing the range of practical daily living tasks required for basic adult functioning in the community (e.g., caring for personal business affairs; obtaining medical, legal, and housing services; recognizing and avoiding common dangers or hazards to self and possessions; meeting nutritional needs; maintaining personal hygiene) 
 FORMCHECKBOX 

Persistent or recurrent difficulty performing daily living tasks except with significant support or assistance from others such as friends, family, or relatives. 

 FORMCHECKBOX 

Significant difficulty maintaining a safe living situation (e.g. repeatedly forgetting to turn stove burners off; excessive hoarding; consistently unsanitary conditions due to uncollected garbage, food scraps and other waste material). 
4.  Continuous high-service needs due to mental illness demonstrated by the following: (Please check all that apply)
 FORMCHECKBOX 

High use of psychiatric hospitals (e.g., two or more admissions per year). 

 FORMCHECKBOX 

Intractable (i.e., persistent or very recurrent) severe major symptoms (e.g., affective, psychotic, suicidal). 

 FORMCHECKBOX 

Coexisting substance use disorder of significant duration (e.g., greater than six months). 

 FORMCHECKBOX 

High risk or recent history of criminal justice involvement (e.g., arrest and incarceration). 

 FORMCHECKBOX 

Significant difficulty meeting basic survival needs or residing in substandard housing, homelessness

 FORMCHECKBOX 

At imminent risk of becoming homeless (e.g., repeated evictions or loss of housing).
 FORMCHECKBOX 

Residing in an inpatient, jail or supervised community residence and clinically assessed to be able to live in a more independent living situation if intensive services are provided

 FORMCHECKBOX 

Requiring a residential or institutional placement if more intensive services are not available.  
Does individual need intensive outpatient services provided by PACT Team or would he/she be better served in residential treatment (LTR, SL) or less intensive outpatient services?  Please explain.

     
If individual is currently residing in residential program or hospital, please indicate area that consumer hopes to reside upon leaving facility. 
 FORMCHECKBOX 
   Downtown, North area of Seattle or Northern King County

 FORMCHECKBOX 
   South and Eastern areas of Seattle and King County

 FORMCHECKBOX 
   Outside of King County.     Where?                           










Print Consumer Initials: 
History of Hospitalizations and Law Enforcement Contacts

                         (Please complete even if admission criteria in these areas are not met)
 Psychiatric hospitalizations 
	Hospital Name & Location (if known)
	ITA/Voluntary
	Admission Date
	Discharge Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


 Other relevant information regarding hospitalizations, if any:

  All known arrests or other law enforcement contacts, with details as available. 

	Date of Arrest
	City
	State
	Charge(s)/Description of contact

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Other relevant information regarding arrests or law enforcement contacts, if any:

 All incarcerations, with details as available.  

	Facility Name & Location
	Incarceration Date
	Release Date
	Charge(s)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


 Other relevant information regarding incarcerations, if any:












Print Consumer Initials:
Functional Baseline Assessment
(Descriptions in each area may not fit individual exactly. They are a guide to help you assess individual within a range. Please choose the description that most closely characterizes the consumer. )

1.  What is the consumer’s ability to perform self care tasks (i.e., hygiene, toileting, eating)?  
	 FORMCHECKBOX 
  0.Consumer performs self-care tasks independently 
	 FORMCHECKBOX 
  1. Consumer required occasional prompting or assistance needed 
	 FORMCHECKBOX 
  2. Consumer needs prompting, monitoring, or step-by-step cueing to perform one or more of the self care areas 
	  FORMCHECKBOX 
  3. Consumer does not respond to intensive prompting. Hands on assistance is required 

 


2. What is the consumer’s potential to cause harm to self or others (including inability to avoid dangers)? 

	 FORMCHECKBOX 
  0. No indication of suicidal or homicidal thought or impulses and no history and can avoid common dangers in environment 
	 FORMCHECKBOX 
  1.  Occasional thoughts of suicide or homicide without plan or means -  recently or in the past AND/OR some prompting needed to recognize common dangers
	 FORMCHECKBOX 
  2 Significant current suicidal or homicidal ideation without intent or conscious plan and with past history   AND/OR needs monitoring or assistance to avoid dangers in environment


	  FORMCHECKBOX 
  3 Current suicidal or homicidal ideation with intent and plan and means likely to be available to carry out this behavior. May be in presence of command hallucinations or delusions which threaten to override usual impulse control.  AND/OR unable to avoid dangerous situations even with frequent monitoring. 


3.  What is the consumer’s ability to perform household tasks (e.g., shopping for food, meal preparation, keeping residence reasonably clean, and washing clothes, child-care)?  
	  FORMCHECKBOX 
  0.Performs household tasks independently
	 FORMCHECKBOX 
 1. Needs some prompting to complete for household tasks
	 FORMCHECKBOX 
  2. Requires consistent  monitoring, assistance and/or supervision
	  FORMCHECKBOX 
  3. Consumer is unable to perform household chores - even with consistent assistance


4. How does the consumer manage medical condition(s)? 

	  FORMCHECKBOX 
  0.Any illnesses or medical conditions  managed sufficiently and independently by consumer
	 FORMCHECKBOX 
  1 Existence of medical conditions that require some prompting to help the consumer manage symptoms.
	 FORMCHECKBOX 
  2. Medical conditions exist or have the potential to develop (e.g., diabetes, hypertension) and consumer needs assistance, supervision, and/or monitoring to manage symptoms. 
	 FORMCHECKBOX 
  3. Significant medical conditions exist which are poorly controlled by consumer even with assistance, monitoring and supervision AND are potentially life threatening in the absence of daily management by a medical professional.  


5. Which description most closely portrays consumer’s perception of his/her mental illness and treatment? 

	 FORMCHECKBOX 
  0. Recognizes mental illness and symptoms of illness; willingly med compliant and initiates treatment; good insight; manages symptoms well
	 FORMCHECKBOX 
  1. Accepts mental illness to some degree and generally responsive to treatment; may occasionally demonstrate resistance to treatment or deny mental health problems
	 FORMCHECKBOX 
  2.  Demonstrates limited insight and understanding of his/her mental illness; will frequently minimize mental health problems; prompting is often required for med compliance; ambivalent about treatment  
	 FORMCHECKBOX 
  3. Denies mental illness and symptoms; demonstrates little or no insight; non-med compliant without prompting; resists services; symptoms of illness frequently compromise individual’s functioning


Which description most closely portrays consumer’s social skills…abilities to tolerate others, cooperate, etc?

	 FORMCHECKBOX 
  0. Mostly “gets along”; if approached, can tolerate input & responds with minimal problems; some ability to negotiate interpersonal differences; has friend(s)
	 FORMCHECKBOX 
  1. Difficulty coping with stress; sometimes exhibits angry outbursts and non-cooperative with others; accepts limited feedback about behavior; some social contacts
	 FORMCHECKBOX 
  2. Frequent difficulty engaging positively with others; withdrawn and isolated; minimal insight regarding behavior and consequences; few social contacts
	 FORMCHECKBOX 
  3. May frequently seem intimidating/off-putting to others and provoke verbal or physical attacks; often responds in angry, profane, or menacing ways; significantly impaired ability to deal with stress; no apparent social network


   Print Consumer Initials:
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