
CCASBE-LD - Initial Evaluation

Provider Name: _____________________________________________


Evaluator: _________________________________________________
Evaluation Date (mm/dd/yyyy): ____________________________


Member L Name: ___________________________________________
Member F Name: _______________________________________

Member Number: ___________________________________________
Member County: ________________________________________


CCASBE-LD Evaluator: ______________________________________
CCASBE-LD Evaluation Date (mm/dd/yyyy): __________________


1. Child Name, Child DOB, Chronological Age, Gender, Race, and / or
yes
no


Ethnicity


2. Current Residence (Mailing Address, Phone #, Contact Means)
yes
no


3. Current School (name of School, Grade)
yes
no
n/a


4. Current Members of family home (Names, Ages, Relationship, to Child)
yes
no


5. Current Custody Arrangements (Legal Guardianship - Contact 
yes
no
n/a

person/agency, phone #)


6. Biological Parents (name, Age, Living Situation, Marital Status)
yes
no


7. Step-Parents (name, Age, Living Situation, Marital Status)
yes
no
n/a


8. Siblings and/or half-siblings (Name, Age, Relationship, Living Situation, 
yes
no
n/a

Degree of Contact) 


9. Any other specialized needs in family members
yes
no


10. Current Involvement in specific child-serving systems
yes
no


11. Referring Agency/ Individual
yes
no


12. What are the evaluation questions to assess? (e.g. Is the child at risk for a higher level of 
yes
no


medically necessary?) 


13. Child characteristics/talents/abilities which are considered strengths
yes
no


14. Family Strengths
yes
no


15. Access to extended family
yes
no


16. Community Involvement
yes
no


17. Child Symptoms/Behaviors
yes
no


18. Reactions/Responses by Family/ Community
yes
no


19. Psychological, Behavioral, Attempts to Intervene, Effective vs. Ineffective, 
yes
no


any Adverse Events (if applicable) 


20. All current medications (names, dosage, and schedule)
yes
no


21. Medical Conditions
yes
no


22. Sensory Limitations
yes
no


23. Psychiatric services (history)
yes
no


24. Developmental Milestones
yes
no


25. Early Family History
yes
no


26. History of Trauma and Neglect
yes
no


27. Educational History (Current Placement)
yes
no
n/a


28. Educational History (Problems Identified within the School)
yes
no
n/a


FOR ITEMS 29 THROUGH 31, SELECT "N/A" UNLESS CHILD IS IN SPECIAL ED OR HAVING PROBLEMS WITHIN THE SCHOOL SETTING

29. Educational History (Special Education -- Type of Placement)
yes
no
n/a


30. Educational History (Special Education -- IEP)
yes
no
n/a


31. Educational History (School environment information)
yes
no
n/a


32. Detailed Psychiatric History (Suicidality/ Homicidality, Substance Abuse, History of Medications, 
yes
no


Conduct Disturbance)

33. History of Past Psychological Assessment
yes
no


34. History of Peer Relationships
yes
no


35. Leisure Activities
yes
no


36. Cultural Issues, Economic Issues (as relevant)
yes
no


37. Family Psychiatric History
yes
no


38. Legal History
yes
no
n/a


39. Participants in interview (Who is present at face-to-face, child, when 
yes
no

seen alone, child, when seen with family, Family, or other key informants, 


when seen without child) 


40. Formal Mental Status Exam (orientation, verbalizations, estimate of 
yes
no

cognitive functioning, concentration, mood, affect, behavior and degree of 

insight/judgment appropriate to age, current suicidality or dangerousness to self/others, psychotic symptoms) 


41. Observed Strengths
yes
no


42. Quality of interaction with interviewer, others present at interview
yes
no


43. Key Issues and Concerns (as identified by child, family/key 
yes
no



informants) 


44. Objective or self-report measures (e.g. Conners, Actons, Auchenbach 
yes
no

n/a

Scales) 

45. Overview of strengths, Summary of concerns
yes
no


46. Overall clinical conceptualization
yes
no


47. Available or untapped resources
yes
no


48. Brief Statement of the Medical Necessity Intervention  (Must provide rationale for the type/ level
yes
no


of services recommended. ( Should be informed by CASSP Principles. Should consider full array of services available). 

49. Full Multi-axial Diagnosis from DSM-IV
yes
no


50. Specific Level of Care recommended
yes
no

n/a


51. Proposed Frequency and Intensity of recommended services
yes
no

n/a


52. Specific Services
yes
no

n/a


53. Goal for Each Service
yes
no

n/a


54. Community Resources
yes
no


55. Psychiatric Services
yes
no

n/a


56. Psychotropic Medications (names, dosage, schedule)
yes
no

n/a


57. Ancillary Services
yes
no

n/a


58. Discharge Recommendation, Specific gains required for discharge, Recommended discharge 
yes
no


level of care
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