Clinical Mental Health Counselor Case Study Outline

Name of Client:






Dates of Assessment & Treatment:

Date of Birth of Client:





Chronological Age of Client:

Educational Level:






Marital Status:

Ethnic Origin or Race:





Referred by: 
Setting where Client seen:
Why now? Description of presenting problems with list if specific symptoms/complaints that justify diagnosis and need for treatment and duration of symptoms (estimate if unknown)

Clinical Mental Health History: Include prior treatment for psychiatric and substance abuse problems, including hospitalizations, etc.

Current psychotropic medications: 

Listing of all medications including: who prescribes them and size of each prescription? 

Medical History: Status of current health of client and relevant current or former medical conditions which could relate to the current presenting problems
Family History: Describe the Family of Origin (Including a Family Genogram) and then Describe relevant Family Mental Health and/or Substance Abuse History

Social History: First describe history in School and then describe involvement in the Community 

Vocational History: Describe current level of employment and then relevant past employment history

Client’s strengths: __Motivated for therapy __Insightful into symptoms __Adequate judgment __Intelligent __Verbally engaging __Memory intact

Client’s liabilities: __Weak social support system __Impaired perception: vision, hearing, other

__Risk of decompensating if not treated

Relevant ACE (Adverse Childhood Experiences)

Abuse

__ 1. Emotional Abuse 

__ 2. Physical Abuse

__ 3. Sexual Abuse

Neglect

__ 4. Emotional Neglect

__ 5. Physical Neglect

Household Dysfunction

__ 6. Mother was treated violently

__ 7. Household substance abuse

__ 8. Household mental illness

__ 9. Parental separation or divorce

__ 10. Incarcerated household member

Mental Status Exam

Appearance:

__appropriate __well groomed __bizarre __disheveled 

__other (describe)

Consciousness:

 __alert __drowsy __vegetative 

__other (describe)

Orientation:

 __to person __to place __to time

Speech:

 __appropriate __spontaneous __rapid __pressured __slow __slurred

__other (describe)

Affect:

 __sad __tearful __flat __anxious __angry __concerned __agitated __elated __calm __inappropriate __broad __restricted __labile __blunted 

__other (describe)

Mood:

 __euthymic __dysphoric __elevated __euphoric __expansive __irritable __depressed 

__other (describe)

Concentration:

  __good __fair __poor __distracted

Activity Level:

__appropriate __agitated __psychomotor retardation __tremulous __restless 

__other (describe)

Thoughts:

__appropriate __logical __coherent __blocked __loose association __hallucinations __delusions __circumstantial __tangential 

__other (describe)

Memory:

__intact __short term deficits __long term deficits

Judgment:

__good __fair __poor 

Tentative Diagnosis

Principle Diagnosis (List as many are applicable)

Provisional Diagnosis (if any)
Other Conditions That May Be a Focus of Clinical Attention (list all relevant conditions)
(Using the DSM-5 Classifications you need to post the above using the Codes and Formal Name with all relevant specifiers)

Treatment Plan

(First: List three long term goals. Second: Under each goal then list at least three objectives for each goal which are distinct and related just to the goal listed. Third: Under each objective listed then list a specific Therapeutic Intervention which is related to each the three objectives per goal and describe what theoretical model each intervention comes from (eg: CBT, Behavioral, etc.).This will result in a total of 3 Long Term Goals; 9 Objectives and 9 Interventions)

Long Term Treatment Goal #1

1. Short Term Treatment Objective #1

· Therapeutic Intervention #1

2. Short Term Treatment Objective #2

· Therapeutic Intervention #1

3. Short Term  Treatment Objective #3

· Therapeutic Intervention #3

Long Term Treatment Goal #2

1. Short Term Treatment Objective #1

· Therapeutic Intervention #1

2. Short Term Treatment Objective #2

· Therapeutic Intervention #1

3. Short Term  Treatment Objective #3

· Therapeutic Intervention #3

Long Term Treatment Goal #3

1. Short Term Treatment Objective #1

· Therapeutic Intervention #1

2. Short Term Treatment Objective #2

· Therapeutic Intervention #1

3. Short Term  Treatment Objective #3

· Therapeutic Intervention #3

(In developing your treatment plan you can utilize Treatment Planning tools such as Jongsma, Jr., A.E. and Peterson, L.M. (2009) The complete adult psychotherapy treatment planner. New York, NY:  John Wiley & Sons, Inc.)

Course of Treatment

Give a narrative description of the course of treatment with the client and be sure to describe:

1. How the client responded to the interventions?

2. What resistance was present during the course of treatment with this client?

3. How open and free was the client to participating in the treatment plan?

4. What changes if any did you need to make in your treatment plan for this client?

5. Was there a change in your tentative diagnosis at the end of treatment with this client?

6. What would you have done differently with this client knowing what you know today?

7. What did you learn about yourself as a counselor from working with this client?

Impact of Treatment Plan

Results for Long Term Treatment Goal #1

Results for Long Term Treatment Goal #2

Results for Long Term Treatment Goal #3

Initial Clinical Assessment
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