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Member name

Date of Birth


Initial ISPT Summary Form
	Name
	
	Gender
	           Male  FORMCHECKBOX 
      Female  FORMCHECKBOX 


	Address
	
	City, State & 

Zip Code 
	

	Phone 
	
	Parent/Guardian
	

	MA #
	
	DOB
	

	County
	
	Evaluator
	

	Strengths of Client and Family:
	
	

	
	
	

	
	
	

	
	
	

	List Other People Living in Home (and Others Involved in Child’s Life)
	
	Other Adults/Children in Home or Involved in Child’s Life Receiving MH Services (specific services past & present)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Presenting Behaviors

(type, frequency, intensity, duration) 
Presenting Behaviors

(continued)


	Specific Life Domains

	
	Home


	
	

	
	

	
	

	
	School


	
	

	
	

	
	

	
	Community


	
	

	
	

	
	

	
	Peer


	
	

	
	

	
	

	
	Recreational/Physical Environment



	
	

	
	

	
	

	
	Psychological/Psychiatric



	
	

	
	

	
	

	Onset and Triggers of Behavior 
	

	
	

	
	

	
	

	Progression of Behaviors
	

	
	

	
	

	
	

	Past/Current MH Treatment

(Dates, Type, Frequency & Provider)
	

	
	

	
	

	
	

	What services/interventions were most effective & why?
	

	
	

	
	

	
	

	Outpatient MH treatment is inappropriate or insufficient to meet the needs of the child because:

	

	

	

	Juvenile Probation Active?
	Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

	P.O.’s Name
	
	Phone
	(       )

	If juvenile probation active, why?
	

	CYS

Active?
	Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

	Case Worker’s Name
	
	Phone
	(       )

	If CYS active, why?
	

	MH/MR Case Mgt.?
	Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 

	Type:
	Early Intervention  FORMCHECKBOX 

	MRSC
 FORMCHECKBOX 

	Title I9 Waiver Srvcs  FORMCHECKBOX 

	ICM
 FORMCHECKBOX 

	RC
 FORMCHECKBOX 

	ACM  FORMCHECKBOX 

	TCM

 FORMCHECKBOX 


	Case Manager’s Name
	
	Phone
	(       )

	School
	
	Grade Level:
	School District
	

	School Placement Classification
	          No IEP   FORMCHECKBOX 
         Has IEP  FORMCHECKBOX 
      If IEP, Purpose:


	

	
	    
	APS  FORMCHECKBOX 
       504 Behavioral Plan   FORMCHECKBOX 
       Partial  FORMCHECKBOX 
       Alternative Education  FORMCHECKBOX 
   


	Intelligence Testing?
	Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

	Testing Information:



	Describe special considerations made and/or the degree of support delivered by the school if needed:
	

	
	

	History of substance use or abuse (child and/or family members):
	

	
	

	Community Supports/Resources
	

	
	

	
	

	Physical Health Plan

Involved?


	   Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
 
	Contact Person
	
	Phone
	(       )

	PCP Name:
	
	List Medical Concerns:
	
	
	

	Psychiatric Evaluation?
	Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 

	Name of MD/DO
	
	Phone
	(       )

	Frequency of visits for medication checks:
	
	
	

	List all current medications
	Dosage
	Frequency
	Prescribing MD/DO

	
	
	
	

	
	
	
	

	
	
	
	

	Is family in agreement with intensity of services (LOC Prescribed)?
         
	Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

	Rationale:

	Identified Initial Goals for Treatment:

	

	
	

	
	

	
	

	
	

	Signature of Person Completing Form:
	
	Date:
	


FOR TEAM USE ONLY

	Summary of the ispt



	

	

	

	

	

	See Attached ISPT Sign-in-Concurrence Sheet for Signatures


FOR PRESCRIBER USE ONLY

	COMMUNICATION AND COLLABORATION WITH THE PRESCRIBER

	Final Recommendations and Prescriptions for Services to be Completed by Prescriber

	 FORMCHECKBOX 
  Same as reported on the psychiatric/psychological evaluation 

 FORMCHECKBOX 
  Revised after consideration of the information/summary presented by the ISPT.  The final prescription for service is as follows:

Prescriber Signature      ____________________________________________                                        Date  ______________                                                                                                                                                                                                 


	For County/VBH-PA Use ONLY

Authorization Information

County Notified?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No             If Yes, Date: ________________

Family Notified?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No             If Yes, Date: ________________



VBH-PA
Page 1
05/27/05
VBH-PA
Page 5
05/27/05

