ATTACHMENT A………………………Children’s Uniform Mental Health Assessment

	MODULE 1:  PRESENTING CONCERNS


	Child’s Name:  
	Guardian Name: 

	
	Parent(s)/Caregiver(s) Names:



	Child’s DOB:  
	Address:      

	Assessing Program/Agency:  
	Telephone Numbers: 

	Assessment Date: 
	
	Home:        

	Revision Date:       
	
	Cell:       

	Assessing Professional/Title:  
	
	Work:       


	I.
	REASON FOR SEEKING SERVICES (in their own words) Indicate reporter(s):



	
	 FORMCHECKBOX 

	Legal Custodian/Guardian response:

	
	
	

	
	 FORMCHECKBOX 

	Parent/caregiver response:

	
	
	

	
	 FORMCHECKBOX 

	Child response:       

	
	
	

	
	 FORMCHECKBOX 

	Referral source response:       

	
	
	

	
	
	

	
	1.
	What issues do the family/caregiver and the child identify as problematic and in need of treatment? 

	
	
	 FORMCHECKBOX 

	Legal Custodian/Guardian response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Parent/caregiver response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Child response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Referral source response:       

	
	
	
	

	
	
	

	
	2.
	What strengths and abilities (skills and talents) can each bring to bear on those issues? 



	
	
	 FORMCHECKBOX 

	Legal Custodian/Guardian response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Parent/caregiver response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Child response:       

	
	
	
	

	
	
	 FORMCHECKBOX 

	Referral source response:       

	
	
	
	


	MODULE 2:  CURRENT SITUATION


	II.
	FAMILY INFORMATION & BEHAVIORAL CONCERNS

Remarks:       


	
	1.
	Has the child been a danger to others?  If yes, 

	
	
	specify:
	

	
	
	 FORMCHECKBOX 

	Assaultive toward others

	
	
	 FORMCHECKBOX 

	Sexual assault, molestation or attempt towards other children

	
	
	 FORMCHECKBOX 

	Other (specify) 
	     

	
	
	 FORMCHECKBOX 

	None of these

	
	
	
	Comment:  
	     

	
	
	
	

	
	2.
	Has the child been a danger to self?   FORMCHECKBOX 
Yes       FORMCHECKBOX 
No     If yes, specify below:



	
	
	 FORMCHECKBOX 

	Reckless, puts self in danger  If yes, explain:  
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Suicide Ideation (Verbal or Written):

	
	
	
	When?  
	      

	
	
	
	Why?  
	                                             

	
	
	
	Duration?  
	     

	
	
	 FORMCHECKBOX 

	Suicide Plan:  

	
	
	
	When?  
	          

	
	
	
	Why?  
	     

	
	
	
	Specificity?   
	     

	
	
	
	Courage to Carry Out?
	     

	
	
	
	Preparation to make attempt?
	     

	
	
	
	Available Means to carry out plan?
	     

	
	
	
	Giving away possessions?
	     

	
	
	 FORMCHECKBOX 

	Suicide Gesture:  

	
	
	
	When?  
	       

	
	
	
	Why?  
	     

	
	
	 FORMCHECKBOX 

	Suicide Attempt:  If yes:

	
	
	
	When?
	     

	
	
	
	Why?
	     

	
	
	
	How?
	     

	
	
	 FORMCHECKBOX 

	Access to firearms:  If yes, explain:      

	
	
	
	

	
	
	 FORMCHECKBOX 

	Other (specify)
	     

	
	
	 FORMCHECKBOX 

	None of these


	
	3.
	Has the child experienced any of the following stressful events within the past 12 months:  (select all that apply)

	
	
	 FORMCHECKBOX 

	Family divorce/separation
	 FORMCHECKBOX 

	Family accident or illness

	
	
	 FORMCHECKBOX 

	Death in the family
	 FORMCHECKBOX 

	Death in a close relationship

	
	
	 FORMCHECKBOX 

	Parent or caregiver job change
	 FORMCHECKBOX 

	Child changes schools

	
	
	 FORMCHECKBOX 

	Family move
	 FORMCHECKBOX 

	Family financial problems

	
	
	 FORMCHECKBOX 

	Other significant event

	
	

	
	4.
	Has the child ever feared that she/he will be injured or killed?  

	
	
	 FORMCHECKBOX 

	Unknown
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	
	
	
	When?       


	
	5.
	Has the child ever feared that a family member or anyone else will be injured or killed? 

	
	
	 FORMCHECKBOX 

	Unknown
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	Yes

	
	
	
	Who/When?       

	
	For the client’s age group, check all symptoms that apply: 

	
	0-18 mos:

	
	 FORMCHECKBOX 
 excessive crying 
	 FORMCHECKBOX 
 arching/stiffening when held or touched 

	
	 FORMCHECKBOX 
 cannot be consoled by caregiver 
	 FORMCHECKBOX 
 requires extensive assistance to initiate/maintain sleep 

	
	 FORMCHECKBOX 
 other (specify)           
	 FORMCHECKBOX 
 none of these

	
	Comment: 
	

	
	


	
	18-36 mos:  any of the above, plus 

	
	 FORMCHECKBOX 
 extremely destructive, dangerous, violent behavior
	 FORMCHECKBOX 
 excessive frequent tantrums     

	
	 FORMCHECKBOX 
 persistent, intentional aggression     
	 FORMCHECKBOX 
 excessive, persistent self-injurious behavior     

	
	 FORMCHECKBOX 
 excessive, persistent self-stimulating behavior     
	 FORMCHECKBOX 
 absence of fear or awareness of danger  

	
	 FORMCHECKBOX 
 challenging behaviors/does not follow directions
	 FORMCHECKBOX 
 other (specify)           

	
	 FORMCHECKBOX 
 none of these    
	Comment:  
	

	
	


	
	3-5 yrs:  any of the above, plus
	

	
	 FORMCHECKBOX 
 unintelligible speech     
	 FORMCHECKBOX 
 excessively withdrawn     

	
	 FORMCHECKBOX 
 doesn’t play, interact with peers     
	 FORMCHECKBOX 
 unusual eating patterns or non-food items     

	
	 FORMCHECKBOX 
 clear loss of previously attained skills     
	 FORMCHECKBOX 
 other (specify)           

	
	 FORMCHECKBOX 
 none of these
	Comment:       
	

	
	


	
	Has the child experienced or been exposed to extreme, violent behavior in the last 90 days?    

	
	 FORMCHECKBOX 
 physical abuse victim      
	 FORMCHECKBOX 
 witnessed physical abuse     

	
	 FORMCHECKBOX 
 sexual abuse victim     
	 FORMCHECKBOX 
 witnessed sexual abuse     

	
	 FORMCHECKBOX 
 domestic violence victim   
	 FORMCHECKBOX 
 witnessed domestic violence   

	
	 FORMCHECKBOX 
 other (specify)           
	 FORMCHECKBOX 
 none of these   

	
	Comment:       
	

	
	


	
	Does the child manifest persistent difficulties or disruptive behaviors sufficient to jeopardize home or school placement?

	
	 FORMCHECKBOX 
 impulsive verbal outbursts     
	 FORMCHECKBOX 
 excessive non-compliance     

	
	 FORMCHECKBOX 
 constant challenging of authority     
	 FORMCHECKBOX 
 requires constant direction, supervision in activities     

	
	 FORMCHECKBOX 
 requires total attention     
	 FORMCHECKBOX 
 overly jealous of caregiver’s relationships with others     

	
	 FORMCHECKBOX 
 wanders the house at night     
	 FORMCHECKBOX 
 excessive truancy   

	
	 FORMCHECKBOX 
 fails to respond to limit setting, other discipline  
	 FORMCHECKBOX 
 other (specify)        

	
	 FORMCHECKBOX 
 none of these
	Comment:       
	

	
	


	
	Has the child exhibited bizarre or unusual behavior in the last 90 days?

	
	 FORMCHECKBOX 
 fire-setting 
	 FORMCHECKBOX 
 cruelty to animals   

	
	 FORMCHECKBOX 
 excessive, compulsive self-stimulating behavior    
	 FORMCHECKBOX 
 excessive, compulsive self-injurious behavior  

	
	 FORMCHECKBOX 
 hallucinations (including alcohol-, drug-induced)
	 FORMCHECKBOX 
 other (specify)         


	
	 FORMCHECKBOX 
 none of these
	

	
	Comment:       
	

	
	


	III.
	FAMILY AND HOME ENVIRONMENT

Remarks:      

	
	1.
	With whom does the child live?  



	
	2.
	As a family/caregiver, what strengths and positive influences do you find in your current living arrangement/relationships?       


	
	
	

	
	3.
	What is the child’s current living situation:  physical arrangements, others living in the home?



	
	
	

	
	4.
	How would you characterize the child’s relationships and interactions with the family/caregivers, siblings, and/or others living in the home:       


	
	
	

	
	5.
	What stressors can you identify in your current family’s living arrangement/relationships?       


	
	
	

	
	6.
	In what social/recreational activities or hobbies does the child engage?       


	
	
	

	
	7.
	Are there any social/recreational activities or hobbies the family does together?       


	
	
	

	
	8.
	Do you have any personal, religious, spiritual or cultural practices or beliefs that you want taken into account when working with you and your child?       


	
	
	

	
	9.
	Is there anything else you’d like us to know?       


	
	
	


	MODULE 3:  HISTORY


	IV.
	CHILD’S DEVELOPMENTAL HISTORY

Remarks:       

	
	

	
	Mother’s Health During Pregnancy/Birth:

	
	

	
	1.
	In the three months before pregnancy, did the mother use any alcohol, tobacco, drugs, or prescribed medications?   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
 Probable

If yes, what specifically was used?       


	
	
	

	
	
	

	
	2.
	During the pregnancy, did the mother continue to use alcohol, tobacco, drugs, or prescribed medications?  

 FORMCHECKBOX 
  No
    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
 Unknown     FORMCHECKBOX 
 Probable

If yes, what specifically was used?       


	
	
	

	
	

	
	3.
	Did the mother: (select all that apply)

	
	
	 FORMCHECKBOX 

	Have a routine pregnancy?

	
	
	 FORMCHECKBOX 

	Have a complicated pregnancy?  Explain:  



	
	
	
	

	
	
	 FORMCHECKBOX 

	Have any medical or emotional problems during the pregnancy?  Explain:  



	
	
	
	

	
	
	
	

	
	
	 FORMCHECKBOX 

	Have an Rh factor incompatibility?

	
	
	 FORMCHECKBOX 

	Received medications to ease labor pain?  List:       


	
	
	
	

	
	
	 FORMCHECKBOX 

	Unknown

	
	4.
	Mother’s age at time of child’s birth?  

	
	5.
	Was the child born on schedule?  

	
	6.
	What was the duration of labor?  

	
	7.
	Was the delivery:

	
	
	 FORMCHECKBOX 

	Normal?
	 FORMCHECKBOX 

	Breech?
	 FORMCHECKBOX 

	Cesarean?
	 FORMCHECKBOX 

	Forceps?

	
	
	 FORMCHECKBOX 

	Induced?
	 FORMCHECKBOX 

	Vacuum extraction?
	 FORMCHECKBOX 

	Unknown

	
	
	
	

	
	8.
	Any health complications for mother following the birth?     FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes

If yes, describe:  



	
	
	

	
	Child’s Post Natal Health:



	
	9.
	Following birth, did the baby have any immediate health problems?   FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes

If yes, describe:  



	
	
	

	
	10.
	Any problems during infancy regarding:  (select all that apply)

	
	
	 FORMCHECKBOX 

	Feeding?
	 FORMCHECKBOX 

	Colic?
	 FORMCHECKBOX 

	Excessive crying?

	
	
	 FORMCHECKBOX 

	Sleep pattern difficulties
	 FORMCHECKBOX 

	Infant responsiveness?
	 FORMCHECKBOX 

	Activity levels?

	
	
	 FORMCHECKBOX 

	Other health concerns?  If yes, describe:  



	
	
	
	

	
	
	 FORMCHECKBOX 

	No unusual problems during infancy

	
	
	 FORMCHECKBOX 

	Unknown

	
	
	

	
	Child’s Milestones



	
	11.
	At what age did the child:

	
	
	
	Begin to sit up?
	

	
	
	
	Begin to crawl?
	

	
	
	
	Begin to walk?
	

	
	
	
	Use single words?(e.g., “mama”, “dada”)
	

	
	
	
	String two or more words together?
	

	
	
	
	Toilet train (bladder)?  How long did it take?
	     

	
	
	
	Toilet train (bowel)?  How long did it take?
	     

	
	12.
	If the child is under 48 months at the time of this assessment, please rate the child on the following capacities: (used for DC: 0-3 R Axis V)

	
	
	
	

	
	
	 FORMCHECKBOX 

	Not Applicable


	
	Emotional and social functioning capacities

Functional Rating *

1

2

3

4

5

6

NA

Attention/regulation (0-3 mo.)
     
     
     
     
     
     
     
Mutual engagement (3-6 mo.)
     
     
     
     
     
     
     
Intentional 2-way communication (4-10 mo.)
     
     
     
     
     
     
     
Complex gestures & problem solving (10-18 mo.)
     
     
     
     
     
     
     
Use of symbols to express thoughts/feelings (18-30 mo.)
     
     
     
     
     
     
     
Connecting symbols logically & abstract thinking (30-48 mo.)
     
     
     
     
     
     
     


	
	    *  Rating Scale

    1 = age-appropriate level under all conditions, full range of affect

    2 = age-appropriate level, vulnerable to stress and/or constricted range of affect

    3 = immaturely (i.e., has capacity but not at age-appropriate level

    4 = functions inconsistently or intermittently unless special structure of sensorimotor support is available

    5 = barely evidences this capacity, even with support

    6 = has not yet achieved this capacity

    NA = information not available


	V.
	MEDICAL HISTORY

Remarks:       


	
	1.
	How would you characterize the child’s general medical condition?  



	
	
	

	
	

	
	2.
	Does the child have: (select all that apply)

	
	
	 FORMCHECKBOX 

	Asthma?
	 FORMCHECKBOX 

	Allergies?

	
	
	 FORMCHECKBOX 

	Diabetes?
	 FORMCHECKBOX 

	Heart problems?

	
	
	 FORMCHECKBOX 

	Obesity?
	 FORMCHECKBOX 

	Seizures?

	
	
	 FORMCHECKBOX 

	Other chronic health problems?  If yes, describe:       


	
	
	
	

	
	
	 FORMCHECKBOX 

	No chronic health problems



	
	3.
	When was the child’s last physical examination?  
	

	
	
	
	Results?  
	

	
	
	 FORMCHECKBOX 

	Unknown




	
	4.
	Are the child’s immunizations current?   FORMCHECKBOX 
 Unknown       FORMCHECKBOX 
  No
      FORMCHECKBOX 
  Yes  



	
	
	
	If no, explain:       


	
	
	
	

	
	5.
	Does the child see a doctor regularly?   FORMCHECKBOX 
 Unknown     FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes  

       If yes, describe:       

	
	6.
	Has the child ever been hospitalized for a medical condition?  FORMCHECKBOX 
 Unknown   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes



	
	
	
	If yes, how often, for what condition(s), duration, and outcome(s)? 



	
	
	
	

	
	
	
	Describe and include any previous surgeries:       


	
	
	
	


	
	7.
	Has the child had a history of accidents or repeated accidents?   FORMCHECKBOX 
 Unknown     FORMCHECKBOX 
  No       FORMCHECKBOX 
  Yes  



	
	
	
	If yes, describe:
	

	
	
	
	

	
	8.
	Has the child ever had an accident or injury resulting in:  (select all that apply)

	
	
	 FORMCHECKBOX 

	Head trauma?
	 FORMCHECKBOX 

	Headaches?
	 FORMCHECKBOX 

	Blurred vision?

	
	
	 FORMCHECKBOX 

	Loss of consciousness?
	 FORMCHECKBOX 

	Not applicable
	 FORMCHECKBOX 

	Unknown

	
	
	
	

	
	9.
	Does the child experience any sleeping problems: (select all that apply)

	
	
	 FORMCHECKBOX 

	Falling asleep?  Note:  If yes, where does the child fall asleep and what is used to help sleep (TV, parent, video, radio, bottle, pacifier, other)       

	
	
	 FORMCHECKBOX 

	Staying asleep?
	 FORMCHECKBOX 

	Early awakening?

	
	
	 FORMCHECKBOX 

	Loss of consciousness?
	 FORMCHECKBOX 

	Nightmares?

	
	
	 FORMCHECKBOX 

	Night terrors?
	 FORMCHECKBOX 

	Sleep walking?

	
	
	 FORMCHECKBOX 

	Not applicable
	 FORMCHECKBOX 

	

	
	
	

	
	10.
	Does the child experience: (select all that apply)

	
	
	 FORMCHECKBOX 

	Appetite control problems?
	 FORMCHECKBOX 

	Bladder incontinence?

	
	
	 FORMCHECKBOX 

	Bowel incontinence?
	 FORMCHECKBOX 

	Not applicable

	
	
	

	
	11.
	Any other medical or physical issues regarding the child that should be noted?   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes



	
	
	If yes, describe:  
	     

	
	
	

	
	12.
	Any medical or physical issues regarding the child’s family/caregivers that should be noted?   FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes



	
	
	If yes, describe:  
	     

	
	
	

	
	13.
	How would you rate the child regarding his/her:

	
	Excellent
	Good
	Fair*
	Poor*

	Hearing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Vision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Gross motor coordination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Fine motor coordination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Speech articulation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Emotional regulation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sensory Integration
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	*Please describe any difficulties:  


	VI.
	SUBSTANCE ABUSE HISTORY

Remarks:       

	
	1.
	Does the child have a current/past history of substance abuse?   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 Unknown



	
	
	
	If yes, describe:       


	
	
	
	

	
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Alcohol
	 FORMCHECKBOX 

	Barbiturates
	 FORMCHECKBOX 

	Tranquilizers

	
	 FORMCHECKBOX 

	Caffeine
	 FORMCHECKBOX 

	Nicotine
	 FORMCHECKBOX 

	Amphetamines

	
	 FORMCHECKBOX 

	Cocaine
	 FORMCHECKBOX 

	Methamphetamine
	 FORMCHECKBOX 

	Ecstasy

	
	 FORMCHECKBOX 

	Heroin/Opium
	 FORMCHECKBOX 

	Morphine
	 FORMCHECKBOX 

	Methadone

	
	 FORMCHECKBOX 

	LSD
	 FORMCHECKBOX 

	Mescaline
	 FORMCHECKBOX 

	PCP

	
	 FORMCHECKBOX 

	Marijuana
	 FORMCHECKBOX 

	Hashish
	 FORMCHECKBOX 

	Other:       



	
	2.
	Have there been any legal/other consequences of the child’s substance abuse?  FORMCHECKBOX 
 No   FORMCHECKBOX 
Yes    FORMCHECKBOX 
Unknown



	
	
	
	If yes, describe:       


	
	
	
	

	
	
	
	

	
	3.
	Does the child’s family/caregivers have a current/past history of alcohol or substance abuse?  

 FORMCHECKBOX 
  No    FORMCHECKBOX 
  Yes    

	
	
	
	Identify family member role(s) and details including treatment outcomes. 
	     

	
	
	
	

	
	4.
	Have there been any legal/other consequences of family/caregiver substance abuse?    

 FORMCHECKBOX 
 No
   FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 Unknown    

	
	
	
	If yes, describe:       

	
	
	
	

	
	
	

	
	5.
	Has the child had any alcohol or substance abuse treatment, to include: (select all that apply)

	
	
	
	

	
	
	 FORMCHECKBOX 

	Medication management?  Outcome?
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Alcoholics/narcotics anonymous?  Outcome?
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Outpatient care?  Outcome?
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Inpatient care?  Outcome?
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Not applicable  


	VII.
	CHILD’S SEXUAL HISTORY

Remarks:       

	
	1.
	Has the child reached puberty?           FORMCHECKBOX 
 No
        FORMCHECKBOX 
Yes         FORMCHECKBOX 
 Unknown

	
	
	

	
	2.
	

	
	
	What is the child’s sexual orientation?                   
	     
	 FORMCHECKBOX 
 Unknown

	
	
	

	
	3.
	Is the child sexually active?  FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
  No       FORMCHECKBOX 
  Yes   



	
	
	If yes, describe, including health safety issues:       

	
	
	

	
	
	

	
	4.
	Has the child received sex education?   FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes  



	
	
	If yes, describe:                        
	     

	
	
	

	
	5.
	Has the child ever engaged in any inappropriate sexual behavior?     FORMCHECKBOX 
 Unknown       FORMCHECKBOX 
 No         FORMCHECKBOX 
 Yes  



	
	
	If yes, describe:                        
	     

	
	
	

	
	
	

	
	6.
	Describe any history of sexual victimization:      
 FORMCHECKBOX 
 Unknown



	
	
	


	VIII.
	CHILD’S LEGAL HISTORY

Remarks:       


	
	1.
	Has the child ever: (select all that apply)

	
	
	 FORMCHECKBOX 

	Been detained or arrested by any law enforcement agency?

	
	
	 FORMCHECKBOX 

	Gone to court or appeared before Juvenile Master for legal infractions?

	
	
	 FORMCHECKBOX 

	Been on parole/probation or under court supervision?

	
	
	 FORMCHECKBOX 

	Been remanded to Detention Center or County/State Training Schools?

	
	
	 FORMCHECKBOX 

	None applicable

	
	2.
	Does your family have current or past involvement with the Child Welfare System?     FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes  

	
	3.
	Does your child have an assigned social worker?    FORMCHECKBOX 
 No    FORMCHECKBOX 
  Yes
	Name:  
	

	IX
	MENTAL HEALTH SERVICES

Remarks:       


	
	1.
	Has the child received any mental health services to include the following (select all that apply)?  Note when occurred, duration, and outcome.

	
	
	 FORMCHECKBOX 

	Therapeutic foster placement
	     

	
	
	 FORMCHECKBOX 

	Treatment home
	     

	
	
	 FORMCHECKBOX 

	Inpatient care
	     

	
	
	 FORMCHECKBOX 

	Basic skills training
	     

	
	
	 FORMCHECKBOX 

	Crisis intervention
	     

	
	
	 FORMCHECKBOX 

	Day treatment
	     

	
	
	 FORMCHECKBOX 

	Emergency shelter
	     

	
	
	 FORMCHECKBOX 

	Family support
	     

	
	
	 FORMCHECKBOX 

	Peer support
	     

	
	
	 FORMCHECKBOX 

	Psychosocial rehabilitation
	     

	
	
	 FORMCHECKBOX 

	Outpatient treatment
	     

	
	
	 FORMCHECKBOX 

	Other.  Identify:  
	     

	
	
	
	

	
	
	

	
	1.
	Has the child ever received a mental health diagnosis?         FORMCHECKBOX 
 Unknown        FORMCHECKBOX 
  No
       FORMCHECKBOX 
  Yes    

If yes, describe:       


	
	
	

	
	
	

	
	2.
	Has the child had psychological testing in the past?   FORMCHECKBOX 
 Unknown      FORMCHECKBOX 
  No
   FORMCHECKBOX 
  Yes    

What tests, when, results/scores:       


	
	
	

	
	
	

	
	3.
	Has the child had any history of emotional or physical abuse?   FORMCHECKBOX 
 Unknown    FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes    

If yes, describe:       


	
	
	

	
	
	

	
	4.
	Has the child ever been exposed to violence?        FORMCHECKBOX 
 Unknown     FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes  

If yes, describe:       


	
	
	

	
	
	

	
	5.
	Has the child ever been prescribed medication(s) for psychological, emotional or behavioral problems? 

 FORMCHECKBOX 
 Unknown
     FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes



	
	Medication
	Dosage/Frequency
	Start Date
	D/C Date

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     

	
	     
	     
	     
	     


	
	6.
	Identify by role and treatment outcome any child, family member, or caregiver with a mental health history of:

	
	
	
	Condition
	Who Received Treatment?

	
	
	 FORMCHECKBOX 

	Anxiety

	     

	
	
	 FORMCHECKBOX 

	PTSD
	     

	
	
	 FORMCHECKBOX 

	Bipolar Disorder
	     

	
	
	 FORMCHECKBOX 

	Dementia
	     

	
	
	 FORMCHECKBOX 

	Depression
	     

	
	
	 FORMCHECKBOX 

	Psychosis
	     

	
	
	 FORMCHECKBOX 

	Suicide
	     

	
	
	 FORMCHECKBOX 

	ADHD
	     

	
	
	 FORMCHECKBOX 

	Autism, PDD, Asperger’s
	     

	
	
	 FORMCHECKBOX 

	Eating Disorder
	     

	
	
	 FORMCHECKBOX 

	Other:       
	     

	
	
	 FORMCHECKBOX 

	None with mental health history
	


	X.
	CHILD’S EDUCATIONAL INFORMATION

Remarks:       

	
	1.
	Describe the child’s educational strengths and resources:       


	
	
	

	
	
	

	
	2.
	List daycare, preschools, schools attended: 



	
	
	

	
	
	

	
	3.
	Child’s current grade level:       


	
	
	

	
	4.
	Describe how the child is currently functioning academically:       


	
	
	

	
	
	

	
	5.
	Describe the child’s behaviors in school and abilities/difficulties in getting along with teachers, principals, 

	
	
	classmates:  
	     

	
	
	

	
	
	

	
	Has the child: (check all that apply)

	
	
	 FORMCHECKBOX 

	Been asked to leave daycare/preschool?   Reason:
	     

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Repeated any grades?  Reason:
	     

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Received special tutoring?  Reason and results:
	     

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Been suspended from school?  How often/reasons:
	     

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Had any involvement or incidents with school system law enforcement?  How often/reasons:
	     

	
	
	
	

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Been expelled from school?  Reason:
	     

	
	
	
	
	

	
	
	 FORMCHECKBOX 

	Been in special education programming?  Duration:  
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	Attended learning disabilities class, behavioral emotional disorder class, Resource Room, 

	
	
	
	Speech/Language Therapy, Other?  
	     

	
	
	
	

	
	
	 FORMCHECKBOX 

	A current IEP/504?   FORMCHECKBOX 
  No
 FORMCHECKBOX 
  Yes

	
	
	 FORMCHECKBOX 

	Had psychological testing in school?  What tests, when, results/scores:  
	     

	
	
	
	

	
	
	
	

	
	
	 FORMCHECKBOX 

	None of the above applicable

	MODULE 4:  MENTAL HEALTH ASSESSMENT


	XI.
	CURRENT MENTAL STATUS

Remarks:       

	
	

	
	Appearance
	 FORMCHECKBOX 
 Appropriate

 FORMCHECKBOX 
 Bizarre

 FORMCHECKBOX 
 Disheveled
	 FORMCHECKBOX 
 Neat

 FORMCHECKBOX 
 Unkempt 

 FORMCHECKBOX 
 Other (specify):       

	
	Behavior
	 FORMCHECKBOX 
 Appropriate

 FORMCHECKBOX 
 Slumped

 FORMCHECKBOX 
 Rigid

 FORMCHECKBOX 
 Tense

 FORMCHECKBOX 
 Decreased Expression

 FORMCHECKBOX 
 Accelerated Expression

 FORMCHECKBOX 
 Psychomotor Retardation 

 FORMCHECKBOX 
 Restless
	 FORMCHECKBOX 
 Loud

 FORMCHECKBOX 
 Soft Spoken 

 FORMCHECKBOX 
 Domineering

 FORMCHECKBOX 
 Submissive

 FORMCHECKBOX 
 Provocative

 FORMCHECKBOX 
 Suspicious     

 FORMCHECKBOX 
 Uncooperative    

 FORMCHECKBOX 
 Other (specify):       


	
	Mood
	 FORMCHECKBOX 
 No Impairment     

 FORMCHECKBOX 
 Apprehensive     

 FORMCHECKBOX 
 Angry     

 FORMCHECKBOX 
 Anxious     

 FORMCHECKBOX 
 Blunted     

 FORMCHECKBOX 
 Depressed     

 FORMCHECKBOX 
 Elated    
	 FORMCHECKBOX 
 Fearful     

 FORMCHECKBOX 
 Hopeless     

 FORMCHECKBOX 
 Hostile     

 FORMCHECKBOX 
 Inappropriate   

 FORMCHECKBOX 
 Labile
  

 FORMCHECKBOX 
 Mood Swings   

 FORMCHECKBOX 
 Sad 

 FORMCHECKBOX 
 Other (specify):      

	
	Perception
	 FORMCHECKBOX 
 No Impairment

 FORMCHECKBOX 
 Auditory Hallucinations 

 FORMCHECKBOX 
 Delusions 

 FORMCHECKBOX 
 Distorted Thinking 

 FORMCHECKBOX 
 Grandiosity 
	 FORMCHECKBOX 
 Magical Thinking 

 FORMCHECKBOX 
 Paranoia 

 FORMCHECKBOX 
 Visual Hallucinations

 FORMCHECKBOX 
 Other type of hallucinations (specify):       

	
	Intelligence Functioning
	 FORMCHECKBOX 
 No Impairment     

 FORMCHECKBOX 
 Blackouts     

 FORMCHECKBOX 
 Seizures


	Impaired:  

 FORMCHECKBOX 
 Abstract thinking     

 FORMCHECKBOX 
 Attention Span     

 FORMCHECKBOX 
 Concentration     

 FORMCHECKBOX 
 Conscious     

 FORMCHECKBOX 
 Intelligence

	
	Orientation
	 FORMCHECKBOX 
 No Impairment


	Disoriented to:  

 FORMCHECKBOX 
 Person     

 FORMCHECKBOX 
 Place     

 FORMCHECKBOX 
 Time     

 FORMCHECKBOX 
 Other (specify):       

	
	Insight
	 FORMCHECKBOX 
 Acknowledgement Problem     

 FORMCHECKBOX 
 Blaming others     

 FORMCHECKBOX 
 Minimizing

 FORMCHECKBOX 
 Other (specify):       
	

	
	Judgment
	 FORMCHECKBOX 
 Intact


	Impaired to:  

 FORMCHECKBOX 
 Make reasonable decisions 


 FORMCHECKBOX 
 Manage daily activities

	
	Memory
	 FORMCHECKBOX 
 No Impairment
	Impaired:  

 FORMCHECKBOX 
 Immediate Recall     

 FORMCHECKBOX 
 Recent      

 FORMCHECKBOX 
 Remote     

 FORMCHECKBOX 
 Other (specify):       

	
	Thinking
	 FORMCHECKBOX 
 No Impairment     

 FORMCHECKBOX 
 Associational disturbance     

 FORMCHECKBOX 
 Compulsions      

 FORMCHECKBOX 
 Confused     

 FORMCHECKBOX 
 Delusions     

 FORMCHECKBOX 
 Depersonalization     

 FORMCHECKBOX 
 Homicidal Ideation     

 FORMCHECKBOX 
 Ideas of Influence     
	 FORMCHECKBOX 
 Ideas of Reference     

 FORMCHECKBOX 
 Obsessions     

 FORMCHECKBOX 
 Phobias      

 FORMCHECKBOX 
 Suicidal Ideation     

 FORMCHECKBOX 
 Thought flow decreased     

 FORMCHECKBOX 
 Thought flow increased     

 FORMCHECKBOX 
 Other (specify):       

	XII.
	DIAGNOSES


DC: 0-3 R

	Axis I
	Primary Classification
	

	Axis II
	Relationship Quality

(cite PIR-GAS scores as needed)


	 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 
	over involved         

under involved       anxious/tense         angry/hostile          
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	verbally abusive

physically abusive

sexually abusive

other

	
	
	Comments:       


	Axis III
	Significant Physical, Neurological, Developmental, Mental Conditions
	     

	Axis IV
	Significant Psychosocial and/or Environmental Stressor(s)
	     

	Axis V
	Emotional and Social Functioning Capacities
	     

	PECFAS Score:  



NECSET Score: 

CHILD QUALIFIES AS SEVERELY EMOTIONALLY DISTURBED (SED)


 FORMCHECKBOX 

YES


 FORMCHECKBOX 

NO




DSM: IV

	Axis I
	Clinical Disorders


	     

	Axis II
	Personality Disorders and

Mental Retardation


	     

	Axis III
	General Medical Condition


	     


	Axis IV
	Significant psychosocial and/or environmental stressor(s)
	Check the items that present a problem for the child and explain:

	
	
	 FORMCHECKBOX 

	primary support group
	 FORMCHECKBOX 

	housing

	
	
	 FORMCHECKBOX 

	social environment
	 FORMCHECKBOX 

	economic

	
	
	 FORMCHECKBOX 

	legal system/crime
	 FORMCHECKBOX 

	education

	
	
	 FORMCHECKBOX 

	access to health care
	 FORMCHECKBOX 

	occupation

	
	
	 FORMCHECKBOX 

	other (specify)      


	
	
	Describe problem(s):       


	Axis V
	Global Assessment of Functioning
	GAF Score:       
Presenting problems and symptoms:       
Precipitating Events:       
Strengths and Abilities:       


	CAFAS/PECFAS Score:                CASII/NECSET Score:                   

CHILD QUALIFIES AS SEVERELY EMOTIONALLY DISTURBED (SED)


 FORMCHECKBOX 

YES


 FORMCHECKBOX 

NO




	XIII.
	SUMMARY AND RECOMMENDATIONS

	
	

	
	1.
	Clinical summary of assessment findings and identification of current family strengths and needs.       


	
	2.
	Summary of family/caregiver and child expectations for intervention and anticipated outcomes.  



	
	3.
	Clinical recommendations regarding treatment approach.      
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