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            Admissions          

                  

      

    

  

				



				
					

  
    
      Wyoming Behavioral Institute provides no-cost, confidential mental health assessments 24 hours a day, seven days a week. All mental health admissions are based on clinical necessity. We cannot offer diagnosis, counseling or recommendations online, but an admissions coordinator is available at 800-457-9312.

When you enter the admission area, you will be greeted by an admissions coordinator, nurse or therapist who will explain the admission process and inform you of items allowed on the unit. Visitors have a separate waiting area. Please be prepared to spend 30 to 60 minutes completing initial paperwork. Patients will be seen by their psychiatrist within 24 hours of admission.

To learn more about what you need to bring to the admissions process, refer to our frequently asked questions.
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      Willy Tophia, Admissions Director

Willy Tophia, R.N., is a Wyoming native who has dedicated his professional career to the care of others, and particularly special populations. Willy works collaboratively with hospitals, mental health professionals, people in crisis and their families to facilitate timely access to inpatient and residential care at Wyoming Behavioral Institute. He began his career at WBI in 1994, caring for patients as a licensed professional nurse. In 1997, he moved into the intake department as an assessment coordinator, and in 2018, was named Admissions Director. Willy has been commended for his Service Excellence and his team also has gotten a Service Excellence Award.

    

  




				



				
					  
    
      
        
          
            Important Documents to Bring           

                  

      

    

  

				



				
					

  
    
      	Form of ID
	Insurance card
	Emergency contact information
	List of current prescription medications
	Medical power of attorney or guardianship paperwork


    

  




				



				
					  
    
      
        
          
            No-Cost Mental Health Assessments          

                  

      

    

  

				



				
					

  
    
      The goal of the assessment is to provide the patient with a thorough diagnosis and treatment recommendations.Our intake team is available 24/7. Appointments can be made by phone at 800-457-9312 or our online form, and walk-ins are always welcome. Following the assessment process, a referral will be made to the appropriate level of care based on each patients’ individualized clinical needs.

    

  




				



				
					

  
    
      Assessments are designed to explore various issues including:

	Suicidal thoughts and attempts
	Self harming
	Psychiatric disorders such as depression
	Anxiety or schizophrenia
	Sexual, physical or emotional abuse
	Explosive behavioral disruption
	Family problems
	Alcohol and drug dependency


    

  




				



				
					  
    
      
        
          
            Tele-Assessments          

                  

      

    

  

				



				
					

  
    
      Wyoming Behavioral Institute provides no-cost, confidential mental health assessments 24 hours a day, seven days a week, in person and by teleassessment. All mental health admissions are based on clinical necessity. We cannot offer diagnosis, counseling or recommendations online, but an admissions coordinator is available at 800-457-9312.

    

  




				



				
					  
    
      
        
          
            Seek Help Today          

                  

      

    

  

				



				
					

  
    
      For more information or to arrange a confidential assessment at no charge, please call 800-457-9312. We are available 24 hours a day, seven days a week.

If you are experiencing an emergency, please dial 911 or go to the nearest emergency room.
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                            Priority List

                            

                        
 
 
                        PERSONAL CHECKLIST: RATE ANY OF THE FOLLOWING THAT APPLY TO YOU
(RATE YOUR CONCERN: 1 = LITTLE CONCERN 	2 = SOME CONCERN 	3 = VERY CONCERNED)

Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

Depressed
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Sad
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Crying Spells
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Hopeless
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Helpless
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Worthless
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Suicidal Thoughts
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Lack of Energy
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Hard to Concentrate
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Daydream Too Often
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Trouble Falling Asleep
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Trouble Staying Asleep
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problems With Memory
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Make Decisions
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Excessive Appetite
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Lack of Appetite
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Loss of Weight
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Weight Gain
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Not Enjoying Things
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Unable to Have Fun
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Grouchy
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Irritable
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Quick-Tempered
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Easily Hurt
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Dislike Vacations
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Dislike Weekends
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Dread Holidays
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Don’t Like Being Alone
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Impatient With Others
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Overly Sensitive
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Shyness
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Inferior
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Critical of Self
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Critical of Others
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Lack Self-Confidence
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Hide Behind a Mask
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



“Live” in the Past
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Bored Often
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Lonely
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Empty
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Sexual Problems
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feel Like Smashing Things
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feel Like Hurting Others
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Fight/Quarreling
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Overly Ambitious
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Too Much Energy
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Naturally “Wired”
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Mood Swings
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Racing Thoughts
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Invincible
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Sit Still
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Little Need for Sleep
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Jittery
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Fidgety
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Unable to Relax
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Anxious Inside
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Nervous
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Tense
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Always Worried
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Frightening Images
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Panicky
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Fearful
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Hands Shaky
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Easily Startled
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Vague Disturbing Memories
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Nightmares
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Fainting Spells
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Fast Heartbeat
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Sweaty Hands
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Frequent Sweating
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Short of Breath
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Muscles Tight
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Muscles Ache
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Muscles “Jumping”
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Light Headed
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Dizzy Spells
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Headaches
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Constipation
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Stomach Troubles
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



“Butterflies” in Stomach
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Vomiting
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Diarrhea
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Picking at Skin/Hair
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Hands and Feet Cold
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Be In Crowds
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Counting Things Over & Over
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Checking Things Over & Over
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Repetitive Thoughts
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Perfectionistic
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Must Do Certain Acts
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problems at Work
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problems at School
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problems with Parent(s)
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problem with Sibling(s)
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problem with Friend(s)
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problem with Family
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Financial Problems
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Handle Money
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Obsess About Problems
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Struggle With Grades
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Attend School
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Use of Medication
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Drug Use
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Blackouts
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Passing Out
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



DWI(s)/MIP(s)
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Legal Trouble for Drug Use
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



People Have It In For Me
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Always Early For Things
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Always Late For Things
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Worry About Health
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Worried About Death
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Poor Health
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Stop Stealing
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Make Friends
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Can’t Stop Lying
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Betrayed
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Misunderstood
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Feeling Lonely
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Bullying
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Problems at Home
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Legal Troubles
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Struggle to Complete Tasks
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Gender Identity
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Gender Acceptance
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Sexual Orientation
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Cultural Acceptance
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Cultural Needs Unmet
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Religious/Spiritual Concerns
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Grief/Loss
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Trauma Experiences
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Inability to Cope
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Too Many Changes
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Struggle to Get Out of Bed
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
			



Physical Pain
			
					
					1 = LITTLE CONCERN
			

			
					
					2 = SOME CONCERN
			

			
					
					3 = VERY CONCERNED
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                            Crisis Safety Plan

                            

                        
 
 
                        Recognize your warning signs and use your coping skills to keep yourself safe and healthy.

Patient Name
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

Date
                            
                            MM slash DD slash YYYY
                        

                        
Triggers and Stressors(Behaviors, situations and circumstances that put you at emotional risk)


Warning Signs(Your behavior signals that show you’re growing more and more at risk)


My Coping SkillsWhat I can do to be calm and stay safe IN THE MOMENT


Things to doMy goals for healthy behavior


People to contact
								
								911
							

								
								WBI Therapist: 307-237-7444 For emergencies related to this stay.
							

								
								WBI Physician
							

								
								National Suicide Prevention Lifeline www.suicidepreventionlifeline.org 1-800-273-TALK(8255)
							



Patient/Resident does not have access to:
								
								Prescription medications for use other than as prescribed
							

								
								Weapons
							

								
								Lethal medications
							

								
								Other means of self-harm
							



This has been verified by:(Parent/Guardian or Support Person)
 

Reminders
								
								Take medications as ordered – do not change the dose or time unless directed by your physician.
							

								
								If you experience side effects from your medications – notify your outpatient provider or PCP
							

								
								For Children/Adolescents – Medication should be kept out of reach and in a secure place
							

								
								Keep all aftercare appointments as scheduled – take your copy of aftercare plan to your appointment
							






          
            
            
            
            
            
            
            
            
            
        

                        

                        

		                
		                

		



				

							
			CLOSE			
		
	






	

				

				

		

				
			
                

                        
                            Outpatient Daily Check In

                            

                        
 
 
                        Date
                            
                            MM slash DD slash YYYY
                        

                        
Patient Name
                            
                            
                                                    
                                                    First
                                                
                            
                            
                                                    
                                                    Last
                                                
                            
                        

Safety screening

Address of my physical location if different than on my safety protocol sheet: 

Emergency contact person, if different that on safety protocol sheet: 

Emergency support services, if different than on safety protocol sheet: 

Columbia Suicide Severity Rating Screen

1.	Since last asked, have you wished you were dead or wished you could go to sleep and not wake up?
								
								YES (if yes, LOW risk)
							

								
								NO
							



2.	Since last asked, have you actually had any thoughts of killing yourself?
								
								YES (if yes, LOW risk)
							

								
								NO
							



If yes to 2, ask questions 3, 4, 5, and 6. If No to 2, go directly to question 6

3.	Have you been thinking about how you might do this?
								
								YES (if yes, MODERATE)
							

								
								NO
							



4.	Have you had these thoughts and had some intention of acting on them?
								
								YES (if yes, HIGH risk)
							

								
								NO
							



5.	Have you started to work out or worked out the details of how to kill yourself and do you intend to carry out this plan?
								
								YES (if yes, HIGH risk)
							

								
								NO
							



6.	Have you done anything, started to do anything, or prepared to do anything to end your life?
								
								YES (if yes, HIGH risk)
							

								
								NO
							



Describe: 

Risk Formulation

Persons suicide risk is:
								
								LOW
							

								
								MODERATE
							

								
								HIGH
							



Describe 


								
								Informed MD/NP/Primary Therapist & updated if “yes” to 2 or more on Columbia-Suicide Severity Rating Screen.
							



Interventions


								
								Updated Crisis Safety Plan
							

								
								Spoke with designated emergency contact
							

								
								Sent to nearest ED
							

								
								Referred to inpatient
							

								
								Assessment of access to lethal means
							

								
								Other:
							



Other: 
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                            Outpatient Referral Packet

                            

                        
 
 
                        Program Referral
								
								Individual Therapy
							

								
								Family Therapy
							

								
								Group Therapy
							

								
								Intensive Outpatient Program (please include physician order)
							



Patient Information

Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Address(Required)    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
Alabama
Alaska
American Samoa
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Guam
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Northern Mariana Islands
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
U.S. Virgin Islands
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Armed Forces Americas
Armed Forces Europe
Armed Forces Pacific


                                        State
                                      
                                    
                                    ZIP Code
                                
                    

                

Phone(Required)

Age(Required)

Date(Required)
                            
                            MM slash DD slash YYYY
                        

                        
SSN(Required) 

Gender Identity(Required)
								
								M
							

								
								F
							

								
								Nonbinary
							

								
								Other
							



Pronouns
								
								He/Him
							

								
								She/Her
							

								
								They/Them
							



Mental Health Diagnosis 

Legal Guardian Information

Full Legal Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Address(Required)    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
Alabama
Alaska
American Samoa
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Guam
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Northern Mariana Islands
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
U.S. Virgin Islands
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Armed Forces Americas
Armed Forces Europe
Armed Forces Pacific


                                        State
                                      
                                    
                                    ZIP Code
                                
                    

                

Phone(Required)

Email(Required)
                            
                        

Parent Information (if different than above)

Full Legal Name
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Address    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
Alabama
Alaska
American Samoa
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Guam
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Northern Mariana Islands
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
U.S. Virgin Islands
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Armed Forces Americas
Armed Forces Europe
Armed Forces Pacific


                                        State
                                      
                                    
                                    ZIP Code
                                
                    

                

Phone

Email
                            
                        

I Have Insurance
								
								YES
							

								
								NO
							



Insurance Information (please include a copy of the insurance card)

Name of primary insurance(Required) 

Group #(Required) 

Policy #(Required) 

Policy Holder(Required) 

DOB of Policy Holder(Required) 

Contact # to Insurance(Required) 

Emergency Contact (will be contacted in the event of physical/mental health emergency)

Full Legal Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Address(Required)    
                    
                         
                                        
                                        Street Address
                                    
                                        
                                        Address Line 2
                                    
                                    
                                    City
                                 
                                        
Alabama
Alaska
American Samoa
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Guam
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Northern Mariana Islands
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
U.S. Virgin Islands
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming
Armed Forces Americas
Armed Forces Europe
Armed Forces Pacific


                                        State
                                      
                                    
                                    ZIP Code
                                
                    

                

Phone(Required)

Relation to Patient(Required) 

Patient Questionnaire

What symptoms or problems are you hoping to address?(Required) 

Do you have a current recommendation for outpatient treatment?(Required)
								
								YES
							

								
								NO
							



If yes, who referred you? 

If yes, what specific service have you been referred to? 

Where have you been treated for this/these symptoms or problems (or other symptoms/problems) before? 

Outpatient provider/program 

When 

Outpatient provider/program 

When 

Have you ever been hospitalized for a psychiatric condition?
								
								YES
							

								
								NO
							



Inpatient Program

Inpatient provider/program(Required) 

When(Required) 

Inpatient provider/program(Required) 

When(Required) 

Are you currently taking psychiatric medications?
								
								YES
							

								
								NO
							



Medications

If yes, prescriber:(Required) 

List any medications and any side effects:(Required)

What did you find most helpful in your previous treatment? 

What did you find least helpful in your previous treatment? 

Telehealth Assessment

WBI clinic outpatient services are provided through telehealth video services which are secure and follow federal safety standards. While teletherapy is unique and designed to meet the needs of the patient and family and can be provided in the comfort of your own home, it is both the patient and the provider’s responsibility to ensure confidentiality. Providers will work with the patient and their family to support the comfort of teleservices, privacy for all patients, and ensure teleservices are provided appropriately. Patients who are unable/uncomfortable with receiving teleservices will be provided referrals to other programs, when available. 
Telehealth Assessment Participants

Patient Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Date of Assessment(Required)
                            
                            MM slash DD slash YYYY
                        

                        
Guardian Name(Required)
                            
                            
                                                    
                                                    First
                                                
                            
                                                    
                                                    Middle
                                                
                            
                                                    
                                                    Last
                                                
                            
                        

Access Questions

Does the patient have access to internet/cellular service that can sustain video and audio streaming for up to 3 hours daily?(Required)
								
								YES
							

								
								NO
							



Does the patient have access to a device that can sustain video and audio streaming for up to 3 hours daily?(Required)
								
								YES
							

								
								NO
							



Does the patient have a secure/private space where they can participate in virtual services?(Required)
								
								YES
							

								
								NO
							



Parent/Guardian/Adult at Residence attest to providing/ensuring privacy to the patient while they are participating in services?(Required)
								
								YES
							

								
								NO
							



Do you have any concerns that may keep you from participating in telehealth services?(Required)
								
								YES
							

								
								NO
							



If yes, explain:(Required)
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