
OKLAHOMA CRIME VICTIMS COMPENSATION PROGRAM

421 N.W. 13th, Suite 290


Oklahoma City, Oklahoma  73103


405-264-5006

MENTAL HEALTH SERVICE REPORT


MAXIMUM AWARD = $3,000.00
(Note: The maximum award may be increased in cases of severe dysfunction

 where a longer term of care may be necessary – documentation will be required)
I.   PATIENT INFORMATION 

Claimant Name: _______________________________________________________________________________

Victim Name:___________________________________________________________________________________ 

DOB  ___________   M  FORMCHECKBOX 
 F  FORMCHECKBOX 
  Date of Incident: ____________ Date Treatment Began: _____________                        
II.  INFORMATION ON PROVIDER OF TREATMENT

Name of Person Treating Victim:________________________________________________________________  

Agency where services provided (if applicable):_____________________________________________________      
Federal Tax ID# or SS# of Provider (required for payment purposes only):___________________
Business Address____________________________________________________________________________
City __________________________________State ________Zip___________Telephone # ________________

Provider's Professional Degree__________________________________________________________                                                              
Discipline (circle one):      Psychiatry  FORMCHECKBOX 
        Psychology  FORMCHECKBOX 
       Social Work  FORMCHECKBOX 
        Nursing  FORMCHECKBOX 

Other  FORMCHECKBOX 
 (explain)_____________________________________________________________________

Are you licensed in Oklahoma? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   License#:___________________________ 
Licensing Board:  _____________________________________________________________________________

If you are not licensed, provide the following information about the person who is supervising your practice:

Name:  ___________________________________________________  Degree__________________________ 

License #:____________ Licensing Board _________________________________________________________

Frequency and Length of Supervision ________________________________________________________________

III.  DIAGNOSIS:  (ALL AXES MUST BE COMPLETED IN FULL; use most recent DSM version diagnostic codes and diagnostic categories).


          DSM                                                  DSM

               Diagnostic Codes                            Diagnostic Categories
AxisI:
______________:
_____________________________________________________________________

Axis II:  
______________:
____________________________________________________________________

Axis III: 
______________:
____________________________________________________________________

Axis IV:  
______________:
_____________________________________________________________________

Axis V:   
______________:
_____________________________________________________________________

IV.  CIRCLE SEVERITY OF CLIENT'S DYSFUNCTION AT THIS TIME.

 FORMCHECKBOX 
           FORMCHECKBOX 
           FORMCHECKBOX 
         FORMCHECKBOX 
           FORMCHECKBOX 
           FORMCHECKBOX 
         FORMCHECKBOX 

           Mild                              Moderate                              Severe

V.  DESCRIBE THE CLIENT'S PRESENT SYMPTOMS, AREAS OF DYSFUNCTION, AND ADAPTIVEBEHAVIOR IN DAILY LIVING (INCLUDING, BUT NOT LIMITED TO, SCHOOL PERFORMANCE AND/OR WORK ACTIVITY, SOCIAL FUNCTIONING, AND RELATIONSHIPS WITH OTHERS).

VI.    PLEASE DESCRIBE THE PSYCHOLOGICAL TESTS ADMINISTERED, IF ANY, AND IN WHAT WAYS THE RESULT OF TESTING RELATE TO THE NEED FOR TREATMENT:
VII.  BRIEFLY DESCRIBE YOUR METHODS OF TREATMENT:

Type of treatment:  ________________________________________________________________________
Frequency of Treatment: ____________  Length of Sessions: ____________  Projected Duration: ___________
VIII.  PLEASE LIST YOUR SHORT TERM GOALS BELOW:
Short Term Goal #1: _____________________________________________________________________

Estimated time to reach goal:______________
Short Term Goal #2: _____________________________________________________________________

Estimated time to reach goal:_______________
Short Term Goal #3: _____________________________________________________________________

Estimated time to reach goal:__________________________________________________________ 

Short Term Goal #4: _____________________________________________________________________

Estimated time to reach goal:________________
IX.
PLEASE LIST YOUR LONG TERM GOALS BELOW:
Long Term Goal #1:  _____________________________________________________________________

Estimated time to reach goal:________________
Long Term Goal #2:  _____________________________________________________________________

Estimated time to reach goal:_______________
Long Term Goal #3:  _____________________________________________________________________

Estimated time to reach goal:__________________________________________________________

Short Term Goal #4: _____________________________________________________________________

Estimated time to reach goal:__________________________________________________________ 

X.
PROGNOSIS FOR THIS PATIENT:

        Poor  FORMCHECKBOX 
      Guarded  FORMCHECKBOX 
       Fair  FORMCHECKBOX 
      Good  FORMCHECKBOX 
      Excellent   FORMCHECKBOX 

PLEASE EXPLAIN:  

XI. OTHER THAN TREATMENT FOR DISORDERS CAUSED BY THE CRIME, HAS THIS PATIENT RECEIVED ANY MENTAL HEALTH TREATMENT IN THE PAST FIVE YEARS?  YES  FORMCHECKBOX 
  NO  FORMCHECKBOX 

If YES, list the diagnosis, dates of treatment, and services provided.
XII.   TO WHAT DEGREE IS THE PRESENT TREATMENT FOCUSED ON THE TRAUMA OF THE CRIME? PLEASE INDICATE WHAT PERCENTAGE OF THE TIME HAS BEEN SPENT TREATING THE VICTIM FOR THE EFFECTS OF THE CRIME AS OPPOSED TO A PRE-EXISTING CONDITION OR OTHER CONCURRENT CONDITION NOT CAUSED BY THE CRIME.    ____________ %
I, the undersigned, do hereby certify that the expenses claimed herein are for remedial treatment of the victim for injuries directly related to the victimization.

______________________________________________________________________________________________

Signature of Treating Professional                                    





  Date

_______________________________________________________________________________________________

Signature of Supervisor (if applicable)                               


 

 Date
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