Trinity Equestrian Center’s Healing With Horses
Abbreviated Assessment

Client Name:
DOB: DATE OF ABBREVIATED ASSESSMENT:

Abbreviated Assessment serves as an addendum to the primary assessment (attached) com-
pleted by client’s primary treatment provider listed below:

Primary Treatment Provider/Agency Date of Primary Assessment
LEGAL GUARDIAN No change from previous Assessment
Self Other

PRESENTING PROBLEM
Client presents with substantially the same symptoms since time of primary assessment

Client presents with worsened symptoms or significantly changed treatment needs since the
time of the primary assessment; describe:

SOCIAL/EMPLOYMENT/EDUCATIONAL/FINANCIAL CHANGES SINCE LAST VISIT?
No change from previous assessment
Significant changes from previous assessment; describe:

MENTAL STATUS:

Mood: appropriate to situation ___ euthymic depressed sad anxious
irritable manic euphoric other

Affect: appropriate flat _ labile __ tearful __ other

Thought content: ____ appropriate to situation __ paranoia —- delusions ___ preoccupation
other

Thought process: ____normal ___ slow ___ circumstantial ___ blocking __ tangential

flight of ideas ___ other

Hallucinations: ____none ___ auditory __ visual ___ olfactory __ tactile ___ gustatory
Orientation: Person yes _no Place _ _yes no Time __ _yes __ no
Situation ___yes _ no

Judgment: appropriate forage ___ limited __ poor

Attention: ___good __ fair ___ poor

Insight: age appropriate ____ limited ___ poor

Motor activity: appropriate forage ___ agitated/hyperactive ___ hypoactive
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Risk Assessment Cont. : (circle appropriate responses)

Potential Danger to Self Yes No
Based on current behaviors or history:

If yes, Suicidal Ideation Yes No

If yes, Plan Yes No

Self Mutilation Yes No

If plan, describe plan/lethality/risk factors:

Does client/guardian report access to lethal means of self injury? Yes No
Details:

Does client/guardian report ability/support system to maintain safety? Yes No

Potential Danger to Others Yes No Based on Current behaviors or history explain:
If yes, homicidal Ideation Yes No
If yes, Plan Yes No
Self Mutilation Yes No
If plan, describe plan/lethality/risk factors:

Does client/guardian report access to lethal means of harming others? Yes No
Does client/guardian report ability/support system to maintain safety? Yes No

Does this individual have a psychological evaluation? Yes No

Have they been seen by a Psychiatrist or a Family Practitioner? (please circle one)
If so, is there a psychiatric evaluation? Yes No

Are they on any psychotropic medications? Yes No

Is there a Psychiatrist following their progress? Yes No

DIAGNOSES:
Agree with Diagnoses Obtained from Previous Assessment:  Yes No
(Provide New Diagnoses or revise original one)

Disposition:
Appropriate for treatment at Trinity Equestrian Center’s Healing With Horses.

Agree with goals listed in Treatment Plan, dated provided by referring agency
(see attached primary Treatment Plan listing client goals to be addressed via Trinity Equestrian Center’s
Healing With Horses.

Not appropriate for treatment at Trinity Equestrian Center’'s Healing With Horses due to the
below reasons:

Alternative Recommendations Offered:

Clinician Date
2 of 2 Abbreviated Assessment (7/10)



