Prestera 2

Health Services

TRIAGE SHEET
Name: Birthdate: Date:
What brings you in today?
Who referred you?
OSelf (OFamily/Friend Ocps (ODHHR (OWork (OLEAD
(OQRT (OCARES: (OOther:

What Services are you wanting to participate in?

(OTherapy (OPrimary Care (OPsychiatric evaluation (ODetox (OResidential
(OCrisis Services (OMedication Assisted Treatment (Suboxone) (OHousing/Benefits
(OEmployment/Job Training Other:

What symptoms are you currently experiencing? (please mark all that apply)

(OAnxiety (OAgitation (OpDistractibility

(OChange in sleep patterns (OChange in appetite Owithdrawal from others
(ODifficulty concentrating (ORacing thoughts (OObsessive Thinking
(OHearing Voices (ODepression Olmpulsiveness
(OSuicidal (Othoughts Oplan QOintent(explain)

(OHomicidal ~ (Othoughts ~ (Oplan QOintent(explain)

(O Other

**Complete PHQ-9 and Social Needs Screening



