	NJ Division of Mental Health Services
COMMUNITY ASSESSMENT
ICMS 
	STAMP ADDRESSOGRAPH: 

If not available, please write Last/First Name, DOB and DOA

	Provider Agency Serving individual:
	 
	       Phone:

	Staff Person Assigned:  
	 
	 Email:

	
	
	

	Has the individual completed a Psychiatric Advance Directive?

____No  

____Yes Location _________________


	Has the individual completed a Wellness and Recovery Action Plan (WRAP)?  ____ Yes  ____ No



	Community Supports
	Time Frame of Service Provided
	Pattern of engagement with support program

	ICMS
	 
	 

	PACT
	 
	 

	RIST
	 
	 

	Specialized Residential
	 
	 

	Intensive Outpatient
	 
	 

	Outpatient
	 
	 

	Partial Hospital/Care
	 
	 

	Co-Occurring treatment
	 
	 

	Residential Services
	 
	 

	Supported Employment
	 
	 

	Supported Education
	 
	 

	Self-Help
	 
	 

	Other
	 
	 

	Crisis Intervention
	 
	 

	Inpatient Care
	 
	 

	1.  Factors leading to state hospital admission:
	 

	 
	 
	 

	 
	 
	 

	 
	 
	 

	Last Address:
	 
	Phone:

	County:
	 
	

	
	
	

	2.  Suitability and stability of housing situation of the individual:
	

	 
	 
	 

	 
	 
	 

	

	 
	 
	 

	NJ Division of Mental Health Services
COMMUNITY ASSESSMENT
ICMS
	STAMP ADDRESSOGRAPH: 

If not available, please write Last/First Name, DOB and DOA

	3.  Means of financial/economic support in the community:
	

	 
	 
	 

	 
	 
	 

	4.  What means of family or community support does the individual most utilize to meet their needs?

	 
	 
	 

	 
	 
	 

	5.  What treatment recommendations should the treatment team consider for the treatment plan?

	 
	 
	 

	 
	 
	 

	6.  Personal Safety Plan for advanced crisis planning:  Please describe any known triggers that may lead the individual to go into crisis.  List any traits or tendencies exhibited by the individual that may help the treatment team anticipate that a crisis is imminent.  List any known calming or coping strategies used that have been successful in the past.

	 
	 
	 

	 
	 
	 

	7.  Describe all strengths that should be used to support recovery.

 

 



	
	
	

	Print and Signature/Title
	Phone
	Date
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