
 

Psychiatric Evaluation 
 

Harmony House Respite Center is able to serve adult men who are homeless and in need have 
support to complete short term medical recovery. Harmony House Respite Center Staff is not 
trained to provide services to those patients discharged from a hospital with severe mental 
illness. The staff is able, however, to provide support services to individuals who are receiving 
appropriate treatment for a psychiatric illness and who can participate in the daily activities of 
communal living.  
 
The following information will assist our intake staff in making a decision as to whether the 
patient you are referring is appropriate for services at Harmony House Respite Center. 
Admission to Harmony House Respite Center will not be considered unless all the information 
requested has been provided:  
 
Please describe the patient's current mental status (i.e. confused, alarm disoriented, tearful, and 
disoriented, etc ...) 
______________________________________________________________________________ 
 
Does the patient have a psychiatric history? Yes_____   No______ 
 If yes, what is the patient's diagnosis?  Axis I____________________ 
        Axis II____________________ 
If no, does the patient currently present any of the following evidence? 

 Cognitive Impairment  
  (I.e. memory, judgment, concentration) Yes___ No___ 
 Thought Disorder     Yes___ No___ 
 Dementia      Yes___ No___ 
 Paranoia      Yes___ No___ 
 Confusion      Yes___ No___ 

 
If the patient has a psychiatric history, psychiatric services must be established before we can 
accept this patient. What other services will this patient are involved in? (I.e. Day Program, 
Individual Therapy, etc ...)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Patient's Next Psychiatric Services: 
Date: ______- Time: ______ Provider Name: __________________________________ 
 
Location: ______________________- Type of Service ___________________________ 

Date: _______- Time: ______ Provider Name: __________________________________ 

Location: _____________________________ Type of Service _____________________ 

Date: ________- Time: ________ Provider Name: _______________________________ 

Location: ______________________________ Type of Service ____________________ 


