
 

 

 

 
 

 

 

INITIAL ASSESSMENT FORM 650.E 

 

First Name:  Last Name:  

Address :  
 

City, State, Zip: Annandale, VA, 22003 

Home Phone :  Agency Phone: 703-479-8716 

Birth Date:  Age:  Sex:  Race:  Height:  Weight:  

Social Security # :  Hair Color:  
 

Eyes:   

Medicaid #:   Insurance :  

 
  

Age 18 or over_____________________________________________________ 

Diagnosis _______________________________________________________ 

 

Individuals’ Presenting needs: ____________________________________________ 

Individuals stated needs: _______________________________________________ 

Psychiatric needs: _____________________________________________________ 

Onset and Duration of problem: __________________________________________ 

Current Medications: __________________________________________________ 

Current medical problems: ______________________________________________ 

Current or Past Substance use or abuse, including co-occurring mental health and substance abuse disorders: 

_________________________________________________________________________________ 

At –risk behavior to self and others: 

___________________________________________________________ 

 

 

 

       QDDP                                                                                        Date 
 

  


