Psychosocial Assessment
Purpose:
The intent of the following policy is to outline the process involved in completing the Psychosocial Assessment for CINS/FINS youth.
Policy:
Each youth admitted to the program should participate in a Psychosocial Assessment process with staff to gather pertinent information regarding the participant and their family that can be used to assist the youth and family in developing an Individual Plan to address their unique situation and needs.
Procedure and/or Process:

1. The initial screening, which may be conducted by phone or face-to-face, is considered the beginning of the assessment process. 

2. After the screening is completed, if a case is opened, an initial assessment appointment shall be scheduled. 

3. The psychosocial assessment will be initiated or attempted within 72 hours of admission, if the youth is in shelter care; or completed within two to three face-to-face contacts following the initial intake, or updated if most recent psychosocial is over six months old, if the youth is receiving non-residential services.
4. The psychosocial assessment are completed by Bachelor’s or Master’s level staff and signed by a supervisor.  If the suicide risk component of the assessment is required (as a result of suicide risk screening), it must be reviewed (signed and dated) by a licensed clinical supervisor or written by licensed clinical staff.

5. Assessment of all relevant social, emotional, educational, health, employment and family histories, including abuse or exploitation should be conducted and documented on Psychosocial Assessment form contained in the participant record. 

6. As part of the process a written health screening shall be completed to provide information pertinent to the youth's medical history and to document counselor/case manager observations of the youth's physical status. 

7. As a part of the assessment the youth and family should execute Authorizations for Release of Information forms.  This action will permit the gathering of information pertinent to a thorough assessment and to facilitate exchange of information with other resources in the community. 

8. The Psychosocial Assessment form must be completed in its entirety.  All sections must be addressed and documentation must clearly reflect complete details of the assessed areas. 

9. Information that is not available or not reported by youth or family should be documented as such.  Sections should not be left blank or assessed as “n/a”.  Acceptable documentation could include: “None reported by family” or “No history as reported by family” or “information not available at this time”. 
10. Dates, outcomes, and current status are always relevant to a thorough assessment and must be documented. 

11. Other assessment tools/sources of information to facilitate a thorough assessment and to broaden understanding of the family history and presenting difficulties may be used and are encouraged.  Approved Network Tools:  FAM III and Brief FAM III, Suicide Risk Screening:  Suicide Probability Scale, Evaluation of Imminent Dangers of Suicide, Teen Screen.  Other Examples:  family genograms, mental status evaluations, Beck's Depression Inventory. 

12. Psychosocials older than six months must receive an update.
13. Counselor/Case manager signature and date on the Psychosocial Assessment form corresponds to the actual date of the completion of the Psychosocial.  Supervisors will review and sign the completed document.

14. Within 7 working days following completion of the assessment, Individual Plan should be developed with the youth and family.
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