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Is this a Correction?  Yes          No 1.2   Start Date 
1.1   Consumer Basic Information Prior Request ID# 

(Corrections Only) 

 
 
 
 

         

 
 

  
  /   

 

/ 2 0   

Agency 
             

Primary County of Service Delivery 
             

1.3 Payor/Funding Source Check all that apply. 
Medicaid 

  
Medicare 

  
Peachcare 

  
Champus 

  
DJJ 

  
DFCS 

  
State Contracted Svcs 

  
Medicaid Waiver 

  
Self Pay 

  
Private Insurance 

  
If private, please specify: 
 

1.3.1 Contract Type  
 Primary Contract   TAPP 
 Secondary Contract   Treatment Court 
  RFW, TANF MH or TANF DD   OTP 

APS ID # 
               

Medicaid ID #                  Retro Medicaid        
            

Medicare ID # 
            

CID 
            

 
Consumer has SSN#   Yes          No 
Social Security # 

   -   -     
Driver’s License # 

               
Consumer First Name                                                               M.I. 

            
Consumer Last Name 

             1.4  Marital Status 
Suffix  

    

Date of Birth 
  /   /      

Gender      
 Male   Female 

 Single (Never married) 
 Married 

 Separated 
 Widowed 

  Divorced 

1.5  Race   (Choose only one.) 
 American Indian/Alaskan Native 
 Native Hawaiian/Other Pacific 
Islander 

 Black/African American 
 

 White/Caucasian 
 Asian   

 Multiracial 

 Other Single Race

1.6  Ethnicity 
Hispanic/Latino Origin  Yes          No 

Residential Address Line 1  
             

Residential Address Line 2  
             

City  
             

County  
              1.7  Number In Family     

State 
  

 

Zip Code 
     -     

 

 

1.8  Adjusted Monthly Income       
 

1.9  English Proficiency  Proficient  Limited – Spanish Primary Language  Limited – Primary Language Other 
 No Impairment Noted  Single Words or Gestures  1.10  Communication  American Sign Language  Utilizes Language Technology  

1.11  Referral Source  (Check all that apply.) 1.12  Special Population   (Check all that apply.) 
 Self 
 Family 
 Physician 
 School 

 DFCS 
 State Hospital 
 General Hospital 
 Law Enforcement 

 Clergy 
 Criminal Court 
 Juvenile Justice 
 Access/Crisis Line 

 Other  Vision Impairment 
 Hearing Impairment 
 Pregnant 

 Veteran 
 SSI/Disabled 
 IV Drug User 

 HIV + 
 None 

 

Has the individual previously received MH/AD Brief/Stabilization Services?   
 

 Yes         No 
Date of Last Contact 

  /      

1.13  Medications (List up to four – Primary psychiatric only; Current prescriptions) 
#1              #3              
#2              #4              
1.14  Living Situation  

 Private Residence   Residential Care Psychiatric Residential Treatment Facility (PRTF) 
 Homeless Shelter  Jail/Correctional Facility  Institutional Care/Nursing Home 
 Homeless-not in Shelter  Foster Home  Other 

   
1.14. 1 At Risk of Homelessness  Yes         No  

DMHDDAD’S  MULTIPURPOSE INFORMATION CONSUMER PROFILE 
Registration Information – This is completed for all screens and registrations
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1.15  Employment Status Must choose between A, B, or C.  D is optional. 

Date Employed:    /     
 Hours worked during a typical week:    A.  Competitive 

Employment Hourly or Monthly Wage: Hourly Wage   .   
 Monthly Wage  ,    

 
Date Employed:     /      Hours worked during a typical week:   

 
Type of Non-Competitive Employment 

B.  Non-Competitive 
Employment  Community Based  Facility Based 
C.  Unemployed But Available for Work?  Yes         No   

 Home maker  Institutionalized  
 Student  Disabled Date of Last Employment (yr): If answered ‘No’ above, 

please indicate why  Retired  Inmate      
D.  Volunteer Time during a typical week spent doing volunteer work in a community 

setting:    Hours 

1.16  School Setting 
 Enrolled in Mainstream School  Enrolled in Psycho-Education Center  Enrolled in Home School 
 Enrolled in Alternative School  Enrolled in a Technical School  Not Enrolled in School 

Child and Adolescent  
Number of days absent from school in past month:     

1.17  Education 
a.  Years of Education What is the highest level of education that the consumer has completed?    
1.18  Legal Status 
a. Legal Status:  
(Check one) ⁪ Voluntary ⁪ Involuntary  

b. Legal Custody:    
(Check any that apply) ⁪ DFCS Custody ⁪ Other Court-Appointed Guardian  

⁪ DFCS ⁪ Juvenile Justice 
    (See Instructions) 

⁪ Treatment Court 
(MH/AD) 

⁪ Probate Court c. Legal Involvement    
(Check all that apply) 

⁪ Jail/Law Enforcement  ⁪ Adult Criminal Court ⁪ Adult Probation   ⁪ Parole 

⁪ DFCS ⁪ Juvenile Justice 
    (See Instructions) 

⁪ Treatment Court 
(MH/AD) ⁪ Probate Court d. Agency Requiring 

Consumer to Obtain 
Services: 
(Check all that apply) 

⁪ Jail/Law Enforcement  ⁪ Adult Criminal Court ⁪ Adult Probation   ⁪ Parole 

e. Justice System 
Involvement 

Has consumer been involved with criminal/juvenile justice system in the past year?      ⁪Yes    ⁪No  
(Includes arrests, probation, parole, commitments, adjudications, diversions, or awaiting sentencing) 

f. Arrests:  Number of arrests, regardless of nature of offense or outcome, in the past 30 days    

1.19  Addiction 
a. Type of 
Substance(s) Used       ⁪ None           ⁪ Alcohol              ⁪ Drugs             ⁪ Both 

Indicate the name of substances used/abused: 
b. Name of 
Substance(s) Used 

Primary Substance Used 
 
 

Secondary Substance Used Tertiary Substance Used 

c. Route of 
Administration 

⁪ Oral 
⁪ Smoking 
⁪ Inhalation 

⁪ Injection 
⁪ Other 
⁪ Unknown 

⁪ Oral 
⁪ Smoking 
⁪ Inhalation 

⁪ Injection 
⁪ Other 
⁪ Unknown 

⁪ Oral 
⁪ Smoking 
⁪ Inhalation 

⁪ Injection 
⁪ Other 
⁪ Unknown 

d. Frequency of use 

      ⁪ Daily 
      ⁪ 1-2 times in the past week 
      ⁪ 3-6 times in the past week 
      ⁪ 1-3 times in the past month 
      ⁪ No use in the past month 

      ⁪ Daily 
      ⁪ 1-2 times in the past week 
      ⁪ 3-6 times in the past week 
      ⁪ 1-3 times in the past month 
      ⁪ No use in the past month 

      ⁪ Daily 
      ⁪ 1-2 times in the past week 
      ⁪ 3-6 times in the past week 
      ⁪ 1-3 times in the past month 
      ⁪ No use in the past month 

e. Age at first use          
f. Prior Treatment 
Episodes  How many previous treatment episodes has the consumer received in any drug or alcohol program?       
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Adult Child and Adolescent 
A. Brief Intervention Services     
Individual’s level of functioning must meet at least two of the following criteria: 
⁯ 1) is affected by an emotional disturbance or substance related disorder. 

⁯ 2) has shown early indications of behaviors that could be disruptive to the 
community and the family/support system if behaviors intensified. 

⁯ 3) has shown early indications behaviors/functional problems that could cause 
risk of removal from the home if problems intensified. 

⁯ 4) has shown early indications of poor school performance (poor grades, 
disruptive behavior, lack of motivation, suspension). 

⁯ 5) has shown early indications of delinquent behaviors that could result in legal 
system involvement. 

⁯
6) has shown early indications of behavioral/functional problems that could 

result in multiple agency involvement if problems intensified. 
--OR-- 

B.  Stabilization Services   
Individual’s level of functioning must meet at least one of the following criteria: 
⁯ 1) is significantly affected by a serious emotional disturbance or substance 

related disorder. 

⁯ 2) results in behaviors that demonstrate a risk of harm to self, others, or property. 

⁯ 3) causes a risk of removal from the home. 

⁯ 4) results in school problems such as poor grades, school failure, disruptive 
behavior, lack of motivation, drop out, suspension or expulsion. 

⁯ 5) results in legal system involvement;. 

⁯ 6) indicates the need for detoxification services. 

1.20  
MH/AD 
Criteria for 
Brief 
Intervention 
 
Check all that 
apply. 

A. Individual’s level of functioning is 
significantly affected by the 
presenting mental health and/or 
addictive disease issue? 

⁯ Yes         ⁯ No 
--AND 

one or more of the following*: 
B. Individual displays behaviors that 

are  significantly disruptive to the 
community, to the individual’s 
family/support system, or to the 
individual’s ability to maintain his 
or her current 
employment/schooling, housing or 
personal health/safety? 

⁯ Yes         ⁯ No  
--AND/OR-- 

C. Individual displays behaviors that  
demonstrate a potential risk to self 
or others?   

⁯ Yes         ⁯ No 
 
* The individual’s functioning must meet A 
and at least B OR C – 2 of the three 
criteria listed above to qualify for Brief 
Intervention/Sstabilization Services. 

⁯ 7) is significantly disruptive to the community or the family/support system.   

1.22  Diagnostic Category 

Primary (Required) Secondary/Dual (Required) 
⁯None 
⁯ MH/SA ⁯ AMH ⁯ MH/DD 
⁯ MH/SA ⁯ CAMH ⁯ MH/DD 

⁯ Referred for crisis intervention 
⁯ Referred for brief intervention and stabilization services 
⁯ Referred for ongoing support and recovery services 
⁯ Referred for inpatient services 
⁯ Referred other 
⁯ Not referred 

⁯ SA/MH 
DD Only ⁯ ASA ⁯ MH/DD 

⁯ SA/MH ⁯ CASA ⁯ SA/DD 
⁯ DD/SA ⁯ ADD ⁯ DD/MH 
⁯ DD/SA 

1.21 
Disposition 
of Screen 
If not referred for 
evaluation, form is 
complete.  Check 
all that apply. 

⁯ On Short Term Planning List  

⁯ Receiving Waiver Services 

⁯  Receiving State Contracted Services 

⁯ CADD ⁯ DD/MH 
Agency Referred to: Appointment Date and Time: 1.23  Referral 

Information: 
Complete only for 
those continuing in 
services. 

 

             
 

              

 

  /   /     
 

    :      

Additional Information for DD Consumers ONLY 
1.25  ICD-9 Code 1.24  Region of 

Residence  Regional Intake Team & 
Phone Number:     .    

⁯ DCH Slot ⁯ LOC ⁯ HUD Placement ⁯ DFCS Guardian 1.26  Special 
Categories ⁯ State Converted Dollars ⁯ Emergency Slot 

MHDDAD ⁯ State Facilities Services ⁯ Other 

⁯ Own Home ⁯ Homeless ⁯ Other Service/ 
Program Options ⁯ SWSH ⁯ Gracewood ⁯ Community 

⁯ Group Home ⁯ Surrogate Home ⁯ GRH - Augusta ⁯ GRH – Atlanta ⁯ Bainbridge - 
Historical ⁯ Other 

⁯ Out of State ⁯ DFCS Custody ⁯ West Central 
Regional ⁯ Rome Regional ⁯ Brook Run - 

Historical  

1.27   
Prior 
Placement 

⁯ Nursing Home ⁯ Incarcerated ⁯ Central State ⁯ GRH -Savannah ⁯ Rivers Crossing - 
Historical  
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1.28  LOC Expiration Date   /   /      ISP Expiration Date   /   /      

Services: 
Medicaid 

Service 
Name 
and 

Code 

COS 
MRWP 
CHSS 
State Y N 

Provider 
Name and 
Number 

Start 
Date End Date 

Exceptional 
Rate 

Expiration 
Date 

Number 
of Units 

Rate 
per 
Unit 

Max 
units per 

Day 

Max Units 
per Month 

On-going 
Annual 
Units 

             
             
             
             
 

 
1.29  SIS Summary Data 

Activities Subscales Total Raw Scores Standard Scores Subscale Percentiles 
A. Home Living    
B. Community Living    
C. Lifelong Learning    
D. Employment     
E. Health & Safety    
F. Social    

Standard Scores TOTAL (SUM): _____________ 
SIS SUPPORT NEEDS INDEX:   _____________ 
Percentile of Support Needs Index:  ____________ 

 
1.30  Support Considerations Based on  

Exceptional Medical and Behavioral Support Needs 
A.  Medical 
1. Enter the number of Total points. 
2. Is this Total larger than 5?                                                      ⁯  Yes    ⁯ No 
3. Is at least one “2” circled for Medical Supports Needed?      ⁯ Yes     ⁯ No 
B. Behavioral 
1.  Enter the number of Total points. 
2.  Is this Total larger than 5?                                                        ⁯  Yes    ⁯ No 
3.  Is at least one “2” circled for Behavioral Supports Needed?   ⁯ Yes     ⁯ No 
IF ‘yes” has been checked on any of the questions above, it is highly likely that this individual has greater 
support needs than others with a similar SIS Support Needs Index. 
 


