
Psychosocial Assessment Worksheet 
 

EDC (if indicated): __________________________ 
 

Psychosocial Assessment - Circle “Y” es or “N”o as appropriate          Notes 

 
 

Social Supports 
N    Y  Good relationship with partner 
Y    N  Family violence 
N    Y  Good support system 
N    Y  Good relationship with relatives  

 
 

Community Supports 
N    Y  Transportation adequate 
Y    N  Legal assistance needed 
N    Y  Attends/member of church 
Y    N  Needs referral for community service 

 

 
 
 

Shelter/Nutrition 
Y    N  Homeless or soon to be evicted 
N    Y  Dwelling safe and sanitary 
N    Y  Utilities connected 
Y    N  Lives alone 
N    Y  Adequate food 
N    Y  Home telephone/message telephone 

 

 

 
Economic Status 

N    Y  Employed 
N    Y  Adequate income 
N    Y  Adequate budgeting 
Y    N  Public benefits needed 

 

 
 

Educational Needs 
Y    N  Limited or incomplete education 
Y    N  Language or literacy barrier 
Y    N  History of special education   
N    Y  School age children attending school 

 

 
 

Emotional /Physical Health 
Y    N  Mental health problems 
Y    N  Drug, alcohol use/abuse 
N    Y  Good physical health 
Y    N  Tobacco use 

 

 
 
 
 
 
 

Pregnancy Issues 
Y    N  Current pregnancy fears/anxiety 
Y    N  Incest or rape victim 
N    Y  Satisfactory family planning 
N    Y  Parenting experience 
N    Y  Child care plan 
Y    N  Considering alternatives to pregnancy 
N    Y  Understands importance of prenantal care 
Y    N  Problems with previous pregnancies 
Y    N  Late registrant for care 
Y    N  Adolescent mother  

 

 

 

HIV & Aids Issues 
Y    N  Needs referral to doctor/clinic 
Y    N  HIV symptoms 
Y    N  Other HIV & family members/partner 
N    Y  Understands/Practices safer sex 
N    Y  Medicaid/Health insurance/VA benefits 
N    Y  Physical/Emotional support available 
Y    N  Needs financial assistance with medications 

 

 

 

Child Health Issues 
Y    N  Needs referral to doctor/specialty clinic 
N    Y  Age-appropriate development 
Y    N  Medical symptoms/crises 
N    Y  Good understanding of medical condition 
Y    N  Needs financial assistance w/ medication/formula 

 

Name: ______________________________ 
Date of Service: _____________CHR #: _________

sa5-5/02 



Psychosocial Assessment/Case Plan 
 
 
Explained and offered case management services.  Patient accepted:  Yes       No     

Name: ______________________________ 
Date of Service: _____________________ 
CHR #: _____________________________ 

Date Accepted: ____________________ 
 
Psychosocial Assessment Summary: (include identifying information incorporating strengths and 
weaknesses.) List problems and/or needs: 
 

 

 

 

 

 

 

 

 

 

 

Continue on progress notes 
 
Case Plan: (develop plan of care to correspond with and address identified problems and/or needs) 
 

 

 

 

 

 

 

 

 

 

 

Continue on progress notes 
 
Signature: ________________________________________         Title: ____________________________ 
 
Date of Completion: _______________________________ 
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