	NJ Division of Mental Health Services
ADDENDUM TO COMMUNITY ASSESSMENT

&
INTERIM COMMUNITY ASSESSMENT


	STAMP ADDRESSOGRAPH: 

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



      Instruction:   This form shall be completed on all patients where less than 60 days have elapsed from

      the patient’s previous discharge date and the current admission date.
___________________________________________________________________________________

     1.   State what problem(s) prohibited the patient’s continued placement in the community and/or caused 

     this admission, in priority order.

     _________________________________________________________________________________

     _________________________________________________________________________________

     _________________________________________________________________________________

     _________________________________________________________________________________

     _________________________________________________________________________________

    2.    List additional information or changes in information from patient’s previously completed   

    Community Assessment Form.  Include changes in treatment recommendations where appropriate and 

    the post discharge follow-up interventions provided to the patient.

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

    _________________________________________________________________________________

______________________________________________________________/______/______________

Print and Signature of ICMS staff completing form



Date & Time
_________________________________________

Agency
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