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New York State Office of Mental Health, Office of Alcoholism and Substance Abuse Services
*OMH 2015 Patient Characteristics Survey (PCS) Reporting Element
Contact Information
Living Address:
Mailing Address:
Communication
*Preferred language
*Type of Health Insurance Coverage / Payment Source
Preferences and Barriers to Achieving Preferences
Mental Health and Substance Use Disorder Treatment Services History, in past 5 years
Type of Services	
Dates of Service
Reason	
Name of Provider/Agency
Comments
Assisted Outpatient Treatment (AOT) Order(s)  
 Voluntary Agreements(s) / Service Enhancement(s)
Personal, Family, Social History (PFSH)
Traumatic Experiences (e.g. Interpersonal/Witnessed)  
For children: Consider  UCLA PTSD Reaction Index: DSM-5 Version. 
Medical History and Current Physical Health Status  (required upon admission)
Co-occurring Substance Use Disorder / Addictive Behavior Screen and Assessment 
(If using New York State OASAS' Screening, Brief Intervention and Referral to Treatment (NYSBIRT) recommended instruments, see Part 599 (2015) Guidance, p. 15, for reimbursement guidance)
                                          Adolescent - Alcohol and other Drug Use 
Part A      
During the Past 12 Months, did you:
No
Yes
1. Drink any alcohol (more than a few sips)?
2. Smoke any marijuana or hashish?
3. Use anything else to get high? 
"anything else" includes illegal drugs, over the counter and prescription drugs, and things that you sniff or "huff"                                         
If you answered NO to ALL (A1, A2, A3) answer only B1 below, then STOP.
If you answered YES to ANY (A1 to A3), answer B1 to B6 below.
Part B
No
Yes
1. Have you ever ridden in a CAR driven by someone (including yourself) who was "high" or had been using alcohol or drugs?
2. Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?
3. Do you ever use alcohol or drugs while you are by yourself, or ALONE?
4. Do you ever FORGET things your did while using alcohol or drugs?
5. Do your FAMILY or FRIENDS ever tell you that you should cut down on your drinking and or drug use?
6. Have you ever gotten into TROUBLE while you were using alcohol or drugs?
If positive screen - results of further assessment:
Tobacco Use and Dependence Screen
1. Have you smoked cigarettes or used tobacco in       the past month?
1a. About how many cigarettes smoked per day?
2. Have you used any electronic (also called         e-cigarettes) in the past month? 
3. Have you used any other tobacco products in       the past month (for example, pipes, cigars, chewing      tobacco)?
If 1, 2 and 3 are ALL No, skip 4 and continue to 5 
If ANY of 1, 2 and 3 are Yes,  go to 4
4. How soon after waking up have you typically smoked        the first cigarette (or used other tobacco or electronic     
    cigarettes)?
5. Have you stopped smoking (quit using tobacco)         completely for a year or more?
6. In the past three months, have you made a serious      attempt to stop smoking cigarettes (or using tobacco)      entirely? 
7. In the past three months, what treatments to stop       smoking cigarettes (or using tobacco) have you     received? (CHOOSE ALL THAT APPLY)
     Medication Options                                                    Counseling Options  
                                                                     Adult - Alcohol Use 
0
1
2
3
4
Score
How often do you have a drink containing alcohol?
How many drinks containing alcohol do you have on a typical day of drinking?
How often do you have five or more drinks on one occasion?
Total Score
If other screen used or positive pre-screen (4+/men, 3+ women and 65+): 
                                                 Adult - Other Drug Use (Non-Medical)
0
1
Score
In the past 12 months, have you used drugs other than those required for medical reason?
If other screen used or positive pre-screen:
Other Addictive Behavior Concerns
Education
*Education Level (Current grade if enrolled; Highest grade if not enrolled)
Children and Adolescents     
Individual Education Plan? 
Current 504 Plan:
Educational Classification (NYS Education) 
Additional Information, if indicated:
Socio-Economic History
*Living Situation (Select One) 
*Household Composition 
Housing Needs, and any optional comments on above:
Military Service
* Prior or current active U.S. military service?
If the individual has ever served in the military, are there any concerns about the following?  
Is there someone in the family, or a significant other, in the military?
Further detailed assessments using the Military Service Assessment and/or the Military Service Assessment for Significant Others (Addenda) can be done at any point during care.
Employment
*Status  
*Usual hours worked per week
Financial Situation 
Legal/Forensic Involvement
*Status
Cultural Assessment (as relative to impact on treatment: Consider Ethnic and/or racial identification, sexual orientation, spirituality/religion, gender identity, results of the DSM-5 Cultural Formulation Interview if utilized):
Personal Representation
Advance Directives
Does the individual have any advance directives?
If yes, type:
Mental Status
(General Appearance; Mood/Affect; Speech; Thought Processes; Abnormal/Psychotic Thoughts; Associations; Language; Fund of Knowledge; Orientation  - Time/Place/Person; Memory; Attention Span/Concentration; Judgment and Insight.  (if Adult cognition impaired, recommend doing Folstein Mini-Mental Status Exam):
Suicide and Self-Harm Screen/Assessment
Suicidal ideation (history/current):
Suicidal planning (history/current):
History of suicidal behaviors?
History of suicidal behavior in relatives?
History of self-injurious behavior (i.e. cutting, burning)?
Is there evidence of suicide risk?
Does the individual have access to lethal means/weapons?
Sources of Information (Suicide/Self-Harm)
Violence Screen / Assessment
Recent thought/intention or actual plan to hurt others? 
History of threatening/attempting or actually hurting others?
Current and/or recent thoughts or behaviors that others might interpret as threatening?
Other areas of concern including those from previous sections?
Is there evidence of violence risk?
Does the individual have access to lethal means/weapons?
Sources of Information(Violence)
Behavioral Health Diagnosis(es) and Related Health Conditions 
ICD-10 Codes
Check Principal Diagnosis 
Code
Narrative, if needed
Prioritized Assessed Needs
A-Active, D-Deferred, 
ID-Individual Declined, 
N/A-Not Applicable, R-Referred Out
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