




Red River Therapeutic Solutions 
Mental Health Case Management/Mental Health Rehabilitative Services 

310 W. Central Texas Expy Ste. I 

Killeen, TX 76541 

(318)364-0658 Office (254) 863-6087 Fax

Admission Form 

Patient Label If Aoollcable 

Date of Admission: ______ _ 

Recipient Name: _____________________ SSN: _______ _

Medicaid#: ___________ _ Insurance Provider: ___________ _ 

Recipient Contact Information: 

Recipient Contact Information: 

Address: _______________ City: ___________ Zip: ____ _
Home Phone: Cell: Other Phone: 

------- -------

Parent/ Legal Guardian Information: 

Name: Relationship: 
------------------- ------------

Address: _______________ City: ___________ Zip: ____ _ 

Home Phone: Cell: _______ Other Phone: ______ _ 

Medical Contact Information: 

Primary Care Physician: ______________ _ 

Address and Phone: _______________ _ 

Medical Conditions or Allergies: 

Use of medications or assertive devices? 

Is there a need for assistive technology in providing services? 

If you answered YES to any of the above questions, describe on the back 

Date of Birth: ________ Age at Admit: ___ Sex: M F

Yes No 

Yes No 

Yes No 

Race: 1-White 2-Black/African American 3-Asian/Pacific 4-lndian 5-Alaskan 6-0ther 

Ethnicity: 1-NonHispanic 2-Hispanic 

Education: Last grade completed: ____ Current School: ____________ _ 

Household Comp: 1-Adult Only 2-Adult with relative 3-Adult with non-relative 4-Child with both 
parents 5-Child with one parent 6-Child with relative 7-Child living in foster family 

Recipient's Signature 

Parent/Guardian's Signature 

Staff Witness Signature 
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Date 

Date 

Date 















Red River Therapeutic Solutions 
Mental Health Case Management/Mental Health Rehabilitative Services 

310 W. Central Texas Expy Ste. I 

Killeen, TX 76541 

(318)364-0658 Office (254) 863-6087 Fax

ORIENTATION CHECKLIST 

Patient Label If Applicable 

The following information has been provided as part of the consumer orientation. A check of the item and 

the signatures below indicate that each area has been fully explained and is understood by the consumer. 

□ Rights and grievance and appeal procedures

□ Services provided, days and hours of operation, expected level of participation

□ Access to emergency services, after hours

□ Code of ethics/conduct

□ Confidentiality policy, limits of confidentiality

□ Methods, opportunities, and policy on input

□ Explanation of financial obligations, fees, and financial arrangements

□ Fire, safety, and emergency precautions

□ Policy on restraint

□ Policy on tobacco products

□ Policy on illicit or licit drugs brought into the program

□ Policy on weapons brought into the program

□ Policy on pets

□ Identification of the person responsible for service coordination

□ Program rules, including restrictions and the loss and regaining of rights

□ Individual plan development

□ Discharge/transition criteria and procedures

Recipient's Signature 

Parent/Guardian's Signature 

Staff Witness Signature 

5/2021 

Date 

Date 

Date 













Red River Therapeutic Solutions 
Mental Health Case Management/Mental Health Rehabilitative Services 

310 W. Central Texas Expy Ste. I 

Killeen, TX 76541 

(318)364-0658 Office (254) 863-6087 Fax

Patient Label If Applicable 

I 0) Have you ever felt that people had something against you, without them necessarily saying so, or 

that someone or some group may be trying to influence your thoughts or behavior? YES NO 

11) Have you ever experienced any emotional problems associated with your sexual interests, your

sexual activities, or your choice of sexual partner? YES NO

12) Was there ever a period in your life when you spent a lot of time thinking and worrying about

gaining weight, becoming fat, or controlling your eating? For example, by repeatedly dieting or fasting,

engaging in much exercise to compensate for binge eating, taking enemas, or forcing yourself to throw

up? YES NO

13) Have you ever had a period of time when you were so full of energy and your ideas came very

rapidly, when you talked nearly non-stop, when you moved quickly from one activity to another, when

you needed little sleep, and believed you could do almost anything? YES NO

14) Have you ever had spells or attacks when you suddenly felt anxious, frightened, uneasy to the

extent that you began sweating, your heart began to beat rapidly, you were shaking or trembling, your

stomach was upset, you felt dizzy or unsteady, as if you would faint? YES NO

15) Have you ever had a persistent, lasting thought or impulse to do something over and over that

caused you considerable distress and interfered with normal routines, work, or your social relations?

Examples would include repeatedly counting things, checking and rechecking on things you had done,

washing and rewashing your hands, praying, or maintaining a very rigid schedule of daily activities from

which you could not deviate. YES NO

16) I .Have you ever lost considerable sums of money through gambling or had problems at work, in

school, with your family and friends as a result of your gambling? YES NO

17) Have you ever been told by teachers, guidance counselors, or others that you have a special

learning problem?

YES NO 

Print Client's Name:___________ Program to which client will be assigned: _______ _ 
Name of Admissions Counselor: _________________ Date: _________ _

Reviewer's Comments: 

© 2000 by PRF, Rev. 4/2000 Total Score: ________ (each yes = I pt.) 

This material may be reproduced or copied, in entirety, without permission. Citation of the source is appreciated. 
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Red River Therapeutic Solutions 
Mental Health Case Management/Mental Health Rehabilitative Services 

3 IO W. Central Texas Expy Ste. 1 

Killeen, TX 76541 

(318)364-0658 Office (254) 863-6087 Fax

RISK ASSESSMENT 

Name: Date: 

1. Risk of Harm to Self (Check all the boxes below by indicating either "yes" or "no") 
Behavior Yes/No Behavior 

Prior suicide attempt 0No Dves Repeated attempts, increase in 
severity 

No repeated attempts and severity has 0No Oves Stated plan and intent 
decreased. 
Access to means (weapons, pills, etc) 0No Oves Substance abuse history 
Recent loss D No Dves Marked lack of support 
Presence of behavioral clues (isolation, D No Oves Symptoms of psychoses with 
giving away possessions, rapid command hallucinations or paranoia 
improvement in mood, etc) 
Family history of suicide 0No Oves Suicide of friend or acquaintance 
Terminal illness 0No Dves Other: 

2. Risk of Harm to Others (Check all the boxes below by indicating either "yes" or "no")
Behavior Yes/No Behavior 

Prior acts of violence D No Oves Fi re setting 
Destruction of property D No Oves Angry mood, agitation 

Patient Label if APPiicabie 

Yes/No 
0No Dves 

0No Dves 

0No D ves 
0No Dves 
0No Dves 

0 No I I Yes 
D No Dves 

Yes/No 
D No Oves 
D No Oves 

Arrests for violence 0No Oves Prior hospitalization for danger to others D No Oves 
Access to means (weapons) 0No Oves Substance use (current/ past) D No Oves 
Harms animals 0No Oves Symptoms of psychoses with command D No Dves 

hallucinations or paranoia 
History of being physically abused 0No Dves Has been physically abusive to others 0No Oves 
Recipient Safety and Other Risk Factors: (Check all the boxes below by indicating either "yes" or "no") 

Risks Yes/No Risks Yes/No 
Does the recipient feel unsafe in their 0No Oves Does the recipient report currently being 0No Dves 
current living environment? harmed/hurt/abused/threatened by 

someone in any way? 

Does the recipient report currently being D No Dves Does the recipient report ever report 0 No Dves 
touched inappropriately by anyone? being harmed/hurt/abused/threatened in 

any way by someone in the past? 

Does the recipient report ever being D No Dves Does the recipient engage in any sexual D No Oves 
touched inappropriately by anyone in the behavior that might put them at risk for 
past? harm or legal involvement? 

Does the recipient report anyone in their D No Oves Does the recipient report anyone in their D No Dves 
household/family ever being touched household/family ever being 
inappropriately by anyone in the past? harmed/hurt/abused/threatened by 

someone in any way in the past? 

Has the recipient or anyone in their D No Oves Other risk: 0No Oves 
household ever been involved with Child 
or Adult Protective Services? 

Other risk: 0No Dves Other risk: D No Dves 

5/2021 



Name: 

Red River Therapeutic Solutions 
Mental Health Case Management/Mental Health Rehabilitative Services 

310 W. Central Texas Expy Ste. 1 

Killeen, TX 76541 

(318)364-0658 Office (254) 863-6087 Fax

SUBSTANCE ASSESSMENT 

Date: 

Section I - Screening Questions 

Patient Label If Aoollcable 

All recipients should complete Section I - Screening Questions. If a "Yes" is answered on one or more questions in Section I, 
the provider should ensure a more detailed substance abuse assessment is arranged. 

1. Have you tried to hide that you were using alcohol, marijuana or other drugs? D No D Yes 

2. Have your parents, family, partner, co-workers, classmates or friends complained about your alcohol, marijuana or
other drug use? D No D Yes

3. Have you used alcohol, marijuana or other drugs weekly? D No 0Yes 

4. Have you kept using alcohol, marijuana or other drugs even after you knew it could get you into fights or other kinds of 
legal trouble? D No D Yes 

s. Have you spent a lot of time either getting alcohol, marijuana, or other drugs, using them or feeling the effects of them
(high, sick)? D No O Yes

Disposition 

No substance abuse issues indicated by answers to screening questions. 

Additional substance abuse assessment indicated- person to be referred for further assessment. 

Referred to: ________________ Date Referred: ______ _ 

Contact Person for F/U: _______________________ _ 

Clinician Signature: _____________ _ Date: _______ _ 

5/2021 



D3 NICHQ Vanderbilt Assessment Scale-PARENT Informant 

Today's Date: ____ _ Child's Name: _____________________ Date of Birth: ______ _ 

Parent's Name: _____________________ _ Parent's Phone Number: ____________ _ 

Directions: Each rating should be considered in the context of what is appropriate for the age of your child. 
When completing this form, please think about your child's behaviors in the past 6 months. 

Is this evaluation based on a time when the child D was on medication D was not on medication D not sure? 

Symptoms 

1. Does not pay attention to details or makes careless mistakes
with, for example, homework

2. Has difficulty keeping attention to what needs to be done

Never 

0 

0 

3. Does not seem to listen when spoken to directly 0 

4. Does not follow through when given directions and fails to finish activities 0
(not due to refusal or failure to understand)

5. Has difficulty organizing tasks and activities

6. Avoids, dislikes, or does not want to start tasks that require ongoing
mental effort

0 

0 

7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 
or books) 

8. Is easily distracted by noises or other stimuli

9. Is forgetful in daily activities

10. Fidgets with hands or feet or squirms in seat

11. Leaves seat when remaining seated is expected

12. Runs about or climbs too much when remaining seated is expected

13. Has difficulty playing or beginning quiet play activities

14. Is "on the go" or often acts as if "driven by a motor"

15. Talks too much

16. Blurts out answers before questions have been completed

17. Has difficulty waiting his or her turn

18. Interrupts or intrudes in on others' conversations and/or activities

19. Argues with adults

20. Loses temper

21. Actively defies or refuses to go along with adults' requests or rules

22. Deliberately annoys people

23. Blames others for his or her mistakes or misbehaviors

24. Is touchy or easily annoyed by others

25. Is angry or resentful

26. Is spiteful and wants to get even

27. Bullies, threatens, or intimidates others

28. Starts physical fights

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

29. Lies to get out of trouble or to avoid obligations (ie, "cons" others) 0 

30. Is truant from school (skips school) without permission 0 

31. Is physically cruel to people 0 

32. Has stolen things that have value 0 

Occasionally Often 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

1 2 

2 

2 

2 

2 

2 

2 

2 

2 

Very Often 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

The information contained in thi.s publication should not be used as a substitute for the Copyright ©2002 American Academy of Pediatrics and National Initiative for Children's 
medical care and advice of your pediatrician. There may be variations in treatment that Healthcare Quality 

your pediatrician may recommend based on individual facts and circumstances. Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD. 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN" 

Revised - I !02 

National Initiative for Children's Healthcare Quality 
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D3 NICHQ Vanderbilt Assessment Scale-PARENT Informant, continued 

Today's Date: _____ Child's Name: _____________________ Date of Birth: ______ _ 

Parent's Name: _____________________ Parent's Phone Number: ____________ _ 

Symptoms (continued) Never 

33. Deliberately destroys others' property 0 
34. Has used a weapon that can cause serious harm (bat, knife, brick, gun) 0 
35. Is physically cruel to animals 0 
36. Has deliberately set fires to cause damage 0 
37. Has broken into someone else's home, business, or car 0 
38. Has stayed out at night without permission 0 

Occasionally 

I 
Often 

2 
2 
2 

2 
2 

2 

2 39. Has run away from home overn�ght 0 
�-----------------------------

40. Has forced someone into sexual activity 0 
41. Is fearful, anxious, or worried 0 
42. ls afraid to try new things for fear of making mistakes 0 
43. Feels worthless or inferior 0 
44. Blames self for problems, feels guilty 0 
45. Feels lonely, unwanted, or unloved; complains that "no one loves him or her" 0
46. Is sad, unhappy, or depressed 0 
47. Is self-conscious or easily embarrassed 0 

Performance 

48. Overall school performance
49. Reading
50. Writing
51. Mathematics
52. Relationship with parents

53. Relationship with siblings
54. Relationship with peers
55. Participation in organized activities (eg, teams)

Comments: 

For Office Use Only 

Excellent 

Above 

Average 

2 
2 
2 
2 
2 

2 
2 
2 

Total number of questions scored 2 or 3 in questions 1-9: _________ _ 
Total number of questions scored 2 or 3 in questions 10-18: ________ _ 
Total Symptom Score for questions 1-18: ________________ _ 
Total number of questions scored 2 or 3 in questions 19-26: ________ _ 
Total number of questions scored 2 or 3 in questions 27-40: ________ _ 
Total number of questions scored 2 or 3 in questions 41-47: ________ _ 
Total number of questions scored 4 or 5 in questions 48-55: ________ _ 
Average Performance Score: ____________________ _ 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN" 

ll-19/revll02 

National lnitiativo ror Childron·, Healthcaro Quality 

2 

2 
2 
2 

2 
2 
2 
2 

Somewhat 

of a 
Average Problem 

3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 
3 4 

Very Often 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

Problematic 

5 
5 
5 
5 
5 

5 
5 
5 
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