Access to Mental Health Services, Tailored for Someone with an I/DD

Script for Mental Health Triage/Screening

COLLECT THE FOLLOWING before you make the call:

DMH
Clinic name:
Contact name, phone, email address:

SIGNED “Authorization for Personal Health Information (PHI) Disclosure”

REGIONAL CENTER Name:
Psychological Evaluation
IPP
CDER

SIGNED “Consent form(s) to Obtain or Release Information”

If IEP, SCHOOL Name:

School Contact Name, phone number, email address:

Last IEP Date:

WHAT TO SAY:

1.

“I have an individual who is requesting mental
health services...” ..., >

Choose any/all that apply

[] Therapy
|:| Medication management
|:| Case management

...”due to [decompensation / deterioration] from typical

Choose any/all that apply

[ JHome []School [ ] Community

baseline in the following areas:” ... >
OR [] Interpersonal relationships
..”with new concerning [symptoms / behaviors] in the [] Religious/spiritual settings
fOllOWING @reas:” ..o > [] other:
|:| Other:
Lstarting around.L > date:
OR

“for...” [how many weeks? months? How many times?]

period of time:

“The Presenting Problem includes:”

What are the issues?

What is going on?

Why do you think they need mental health services?
Biggest concerns?

No prior history?

Examples:
Grief and loss due to several deaths
Family is concerned he may be depressed
Calling Regional Center’s Crisis Response Project (CRP)/Crisis
Support Services (CSS) due to hitting self in face and shouting
Client reports “hearing voices”
Client experienced or saw someone get violent in the group home

w

“The symptoms are:”
(use mental health-language symptoms) Examples:

Depression: isolation (not with friends anymore), crying, persistent
sadness, weight loss/weight gain, outbursts, irregular sleep patterns,
diminished interest or no pleasure, inability to concentrate, suicidal
ideation, etc.

Anxiety: Persistent worry, restlessness, difficulty concentrating, mind
going blank, irritability, muscle tension, sleep disturbance (difficulty
falling or staying asleep, or restless, unsatisfying sleep)

P

“Please make note that the individual has an intellectual/developmental disability (IDD) which would be a secondary diagnosis.

The IDD is not the primary focus of Clinical Attention”

b

“Can we schedule an appointment?”
Appointment Date, Address:

~ Be ready to Advocate ~
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