THSteps Forms

Mental Health Interview Tool/Referral Form

Ages Oto 2

Date:

C.14 Mental Health Interview Tool/Referral Form {Ages 0-2 Years)

Child’s Name:
Birth Date:

For this age group you will obtain information frorn the parent/caregiver and from your own observations of the child.
Circle iterns of concern. * The presence of any of these symptoms or behaviors may signal that the child is in crisis, and
efforts should be made to secure prompt evaluation.

Feelings: Does your child display feelings that
concern you or seem out of the ordinary?

Behavior Does your child display behavior that
coricerns you or seems out of the ordinary for his/
her age?

Social Interaction: Do you have concerns about
how your child gets along with you? QOther family
members or adults? Siblings?

Thinking: Do you think your ¢hild’s development is
normatl for age?

Physical Problems: Do you have any concerns
about your child's physical health? If physical
problems exist, have they been medically

Infants

1 Anxious

d  Cries excessively
1 Cries too little

Infants
I Qveéractive
0O Listlessness

Infants

1 No eye contact or smile
J  Stiffens and arches

3 Notresponsive

Infants (> 8 months)

d  No communication skills
{pointing to request an
object) or efforts to
make words

Infants to 2 Years

O Low weight or weight loss

1to 2 Years

3 Iritabte 1 Sullen

3 Angry 3 Anxious

O Sad 0 Cries excessively
3 Fearful 0 Cries too little
1to 2 Years

L Qveractive

O Listlessness

[ Harms others

3 Frequent témper tantrums

. 1to 2 Years

A * No eye contact or smile
3 Clings excessively

) Not responsive

O Language delay

1to 2 Year
O Mistrustful
¥ Problems concentrating or paying attention

evaluated? O Frequent vemiting
[ Eatihg problem (poor appetite, eats nonfoods)
O  Sleeping problem (frequent night waking}
3 Lethargic
Other: Are there any situations which are causing your family particular stress at this time?
Has this child or his/her parents been subject to neglect, physical, séxual, or emotional abuse?
If yes, what form, when, treatment initiated, etc.?
Did the mother of this child use drugs or drink alcohol during the pregnancy?
Comments:
Signature/Title:
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Appendix C

C.15 Mental Health Interview Tool/Referral Form (Ages 3-9 Years)

Mental Health Interview Tool/Referral Form Child’s Name:
Birth Date:
Ages 3te 9 Date:

For this age group you will obtain information from the parent/caregiver and from your own observations of the child's behavior. If possible,
interview the parent alone when asking questions about sexual or physical abuse. Circle items of concern. * The presence of any of these
symptomns or behaviors may signal that the child is in crisis, and efforts should be made to secure prompt evaluation,

Feelings: Behavior:
Does your child display feelings that concern you or seem out of Does your child frequently display behavior that seems out of the
the ordinary for age? ordinary for age?
W] Restless =] Problems in school
a Sad or cries easily ] * Harms other children or animals
a Excessively guilty 0 Lacks interest in things $/he used to enjoy
Q Lack of remorse 8] Engages in sexual play with cthers, toys, animals
m] Irritable, angers or temper tantrums easily u] * Destroys possessians or othier property
a Sullen 0 Steals
u] Fearful or anxious Q Refuses to talk
L * Sets fires
[N} QOveractive
=] * Self-destructive
] * Has been in trouble with the police {older child)

Social Interaction: Thinking:
Do you have concerns about how child gets along with you, other Have you noticed any of the foilowing to be a problem for your child?
family members, playmates, other adults?

] Withdraws including no eye contact a * Frequently confused
a Clings cxcessively 0 Daydreams excessively
3 Difficulty making and keeping friends 0 Distracted, doesn't pay attention
a Defiant, a discipling problem ] * Bizarre thoughts
u] Severe or frequent tantrums a Mistrustrul
a Aggressive 0 * Seés or hears things that are not there {excluding
imaginary friends in younger children)
N] Argues excessively 0 Blames others for his/hér misdeeds or thoughts
O Refuses to go to sehoal ] * Talks about death
] Prefers to be alone ] * Frequent memory loss
2 Scheolwoerk is slipping (grades going down)
Physical Problems: Other:
Do you have any concerns about the fellowing physical signs? Is this child accident-prone?
Has this been evaluated? Are thtf)’re any situations that are causing your family particular
Q Daytime wetting ﬁ!tggsti'is child or his/ her parents been subject to neglect, physical,
m] Soils pants sexual or emotional abuse? If yes, what type, when, treatment, etc.
a Refusal to eat * 15 this child at risk for out-cf-home placement because of behavior
problems?
i Headaches
B Excessive weight loss or gain
=} Sleep problems, nightmares, sleep-walking, early

waking

Vomits frequently
Frequent stomachaches
Lacks anergy
Comments:

0ol

Signature/Title:
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THSteps Forms

C.16 Mental Health Interview Tool/Referral Form (Ages 10-12 Years)

Mental Health Interview Tool/Referral Form Child’s Name:

Birth Date:
Ages 10 to 12 Date:

Both child and parent will be able to provide informaticn, and it is important to incorporate the child into the interview process. In each sec-
tion, a sample question is directed toward the parent. To the extent possible, elicit the child’s perception of the parent’s response with a
question such as “Do you adree with what your Mom is saying?” It may be useful io allow lime for discussion with the caregiver alone. The
child should be interviewed alone when asking questions about sexual or physical abuse and about substance abuse. Circle itéms of concern.
* The presence of any of these symptoms or behaviors may signal that the child is in crisis, and efforts should be made to secure prompt

evaluation..
Feelings: Behavior;
Does your child (do you) have feelings that concern you or seem  Doés your child (co you) behave in ways that seems out of the
out of the ordinary for age? ardinary for age? :
n] Restless M} Probiems in school
a Sad or cries easily a * Threatens or harms other children or animals
w] Guilty a Lacks interest in things s/he used to enjoy
a Irritable ¢r angers easily W] Engages in sexual play with others, toys, animals
a Sullen d * Destroys possessions or other property
W] Fearful or anxicus m] Steals
a Bored (] Refuses to talk
a * Sets fires
a Overactive
(] * Has been in trouble with the police
a * Self-destructive
Social Interaction: Thinkisig:
Do you have concems about how your child {you) gets along with  Have you noticed any of the following to be a problem for your child
family members, other adults or children? {youy?
a Prefers to be alone ] * Frequently confused
a Difficulty making and keeping friends W] Daydreams excessively
a Defiant, a discipline problem a Distracted, doesn’t pay attention
| Aggressive O Mistrustfut
a Argues excessively 0] * Sees or hears things that are not there
a Refuses to go to school 8] Blames others for his/ her misdeeds or thoughts
A * Talits about death or suicide
a * Frequent memory loss
a * Bizarre thoughts
a Schoolwork is slipping (gradés going dowri)
Physical Problems: Other:
Do you have any coricerns about the following physical sigrs? Is this child (are you) accident-prone? )
Has this been evaluated? Are th%'re any situations that are’ causing your family particular
a Lacks energy fat;zsti.s child or his/her parents been subject to neglect, physical,
u] Uses laxatives sexual or émotional abuse? If yes, what type, when, tréatment, etc.
a Vomits frequently a * Is this child at risk for out-of-home placement
a Food refusal, secretive eating because of behavior proslems?
m] Frequent stomachaches a Has the child (have you) been treated for mental health
=] Headaches problems or substance abuse?
] Excessive weight loss or dain Substance Abuse Questions:
[m] Sleep problems, nightmares, steep-walking, early {May want to use screens such as the TACE, CAGE, MAST to obtain
waking, frequent night waking information concerning substance abuse.)
[m] Has been identified as & problem
Comments:
Signature/Title:
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Appendix C

C.17 Mental Health Interview Tool/Referral Form (Ages 13-20 Years)

Mental Health Interview Tool/Referral Form

Ages 13 to 20

Child’s Name:
Birth Date:
Date:

You may begin with a joint interview or begin with separate interviews with the parent/caregiver and adolescent. It is
preferable to inferview the adolescent first. Circle items of concern. * The presence of any of these symptois or behav-
iors may signal that the child is in crisis, and efforts should be made 10 secure prompt evaluation.

Feelings:

Do you (does your teen) have feelings that concemn you or seem
cut of the erdinary for {their) age?

Restless

Sad or cries easily
Guitty

Irritable or angers easily
Sullen

Fearful or anxicus
Bored

(S Ry o Wy

Social Interaction:

Do you have concerns about how (you) your child gets along with
family members, other adults, or peérs?

a Prefers 10 be alone

Difficulty making and keeping friends
Defiant, a discipline problem
Aggressive

Argues excessively

Refuses to go to school

ooooo

Physical Problems:

Do you have any congerns about the following physical signs?
Has this been evaluated?

Behavior:
Do you (does your child) behave in ways that seems out of the
ordinary for your {their} age?

O Problems at school or work
0 * Threatens or harms other children or animals
] Lacks interest in things s/he used to enjoy
0 Engages in sexual play with others, toys, animals
a * Destroys pessessions or other property
0 Steals
Qa Refusés to talk
[ * Sets fires
a Overactive
Q * Hag beeh in trouble with the police
Q * Self-destructive
Thinking:

Have vou noticed any of the following to be a problem for you (your
childy?
Qa * Fraquently confused
Daydreams excessively
Distracted, doesn’t pay attention
Mistrustful
* Seas o hears things that aré not there
Blames others for his/her misdeeds or thoughts
* Talks about death or suicide
* Frequent memory loss
* Bizarre thoughts
Schoolwork is slipping (grades going down)

gocooooo

Other:

Are you (is this child} accident-prone?
Are there any situations that are causing your family particular
stress?

O Lacks energy Have you (has this child) or your (his/her) parents been subject to
a Uses laxatives neglect, physical, sexual or emotional abuse? If yes, what type, when,
treatment, etc.
a Vomits frequenitly Qa * Are you {is this child) at risk for out-of-hcme
w] Food refusal, secretive eating placement because of behavior problems?
a Frequent stomachaches 0 Have you (has this child) been treated for mental health
o Headaches problems or substance abuse?
Qa Excessive weight loss or gain Substance Abuse Questions:
Q Sleep problems, nightmares, sleep-walking, early (May want to use screens such as the TACE, CAGE, MAST to obtain
waking, frequent night waking information concerning substance abuse,)
O Has been identified as a problem
Comments:
Signature/Title:
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THSteps Forms

C.18 Mental Health Parent Questionnaire (Ages Birth-2 Years) (2 Pages)

Child’s Name:
Birth Date:
Today’s Date:

Mental Health Parent Questionnaire

Ages Birth to 2 Years

To the Parent: If you will assist us by filling out this form, we can help you find your child’'s strengths and any problem
areas, too. Your answers will help us to know if we need to talk with you and find out more about your child. Please
check all items below that are true for your child. Some of the behaviors noted may be narmal but if you are concerned

please let us know.

F| Does your child show feetings that concern you or seem strange for thelr age? O Yes 0 No

z Infants 11te 2 Years

! -

i Q Fearfuf Qs irritable a Fearful

n| O Cries too much O s angry 0 Cries too little

g 0 Cries too little Ols sad 3 Cries too much

5 Cils sullen

B| Does your child do things that concern you or seem strange for their age? O Yes 0 No

: Infants 1to 2 Years

a .

v D is overactive Q Is overactive Q Harms others

il Is listless (has little energy) Q Is listless (has little energy) 0 Has temper tantrums often

o

r

S 1| Do you have any concerns about how your child gets along with you? O Yes O No

0 N With other family members or adults? OYes O No

¢ t| with brothers and sisters? 0 Yes D No

i el . . . .

a Infants 1to 2 Years

I a
¢ | 2 Does not make eye contact or smile 0 Deoes not make eye contact 0 Dées not respond to you
t | O Stiffens and arches back or smite Ci Dees not say any words yet
i | O Does not respond to you 0 Clings to you too much
o
n

T Do you thihk your child is as bright and thinks as clearly as others their age? O Yes O No

!1 Infants 1to 2 Years

i

n

Kk O (>8 months) Does not point to or ask O Does not trust others

i for things or try to make words Q Has problems concentrating or paying attention

n

g

CPT only copyright 2008 American Medical Asscciation. All rights reserved.
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Appendix C

P P| Do you have any concerns about these things? QYes 0O No
h r | If you think your child may have a health problem, has he/she seen a doctor
y of or nurse about the problem? O Yes 0O No
? :) Infants to 2 Years
c e
a m 0O s low weight or has a [ot of weight Q Has sleeping problems (wakes a ot at night)
I s 0 Vomits {throws up) often 0O Has little energy

[ Has eating preblems

(poor appetite, eats nonfoods)

0| Is anything causing your family stress right now? O Yes 0 Ne
t | Has this child or his/her parents been subject to neglect, physical, sexual, or
I | emotional abuse? If yes, what from? . When? OYes GNeo
€| Treatment initiated? O Yes O No
I'| Did the mother of this child use drugs or alcohol during the pregnancy? 0 Yes U No

Comments: {Please write anything else you want us to know dbout in this space.}

Date: Signature:

Relation to patient:

C-24 CPT only copyight 2008 Ametican Medical Association. All rights reserved.



THSteps Forms

C.19 Mental Health Questionnaire (Ages Birth-2 Years) (2 Pages) (Spanish)

Cuestionario de la Salud Mental Nombre del Nifo:
para los Padres Fecha de Nacimiento:
Fecha:

De Recién Nacido a 2 Anos de Edad

Para los Padres: Si nos ayuda Hlenando este formulario, le podremios ayudar a encontrar las dreas fuertes y también cualquier drea problé-
matica que tenga su bebé. Sus respucstas nos ayudardn a saber si necesitamos hablar con usted y saber mds sobre su bebé, Favor de marcar
todas las caracteristicas abajo que son ciertas para su bebé. Alguncs de los comportamientos en las listas tal vez sean normales, pero si
usted estd preocupado, favor de informarnos.

s ¢Tiene su bebé sentimientos que le preccupan o tal vez parezcan extrafios para su edad? sy 0O No
E
N
T | Behés De 1 a 2 Afios
M
é [ Siente miedo [ Es de mal caracter [d Siente miedo
N [ Llora mucho [ Es enojén [d Llora muy poco
; [d Llora muy poco [J Es triste [ Llera muche
s [ Es malhumorado
[ ZHace su bebé cosas que le preocupan o gueé parezcan extrafias para su edad? %1 O Ne
[+]
M
¢ | Bebés De 1 a 2 Afios
R .
T ) Es demasiado activo [J Es demasiado activo
A
M 1 Es indiferente {tiene poca energia) [l Es indiferente (tiene poca energia)
|lz [ Lastima a otros
N [0 Hace berrinches frecuentemenie
T
0.
1 &Se preocupa sobre cémo se lleva su bebé con usted? 281 [ Ne
N ¢ Con otros miermbros de la familia o adultos? asi O Ne
; ﬁ ¢;Con sus hermanos o0 hermanas? aA5f 0 No
R C
o . | Bebés De 1 a 2 Afos
c I' . . . - — . . . -
1 E [ No ve a los ojos ni sonrie I No ve a los ojos hi sonrie
0 s [d Se pone tieso y se dobla arquéando 1a espalda ) La mayoria del tiempo no s& le despega
N
E [d Nole responde L] Nole responde
5 [d Todavia no dice ninguna palabra
P 2Piensa usted que su nino es tan inteligente y que piensa tan claramente como otros nifics de su edad?
E asi O No
N
> | Bebés De 1 a 2 Aiios
M
1 [ (»8 meses) No pide ni senala a las cosas o trata 1 No le tiene confianza a otros
E
N de decir palabras [ Tiene problemas para concentrarse y poner atencion
T
[+]
s
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Appendix C

iSe preocupa usted sobre los siguientes problemas fisicos? s O No
Si usted piensa que su nifio Hene un problema de salud, sLo ha llevado a consultar con
p un médico o una enfermera debido a ese problema? QS O No
R F
o I - " -
g s | De recién nacidos a 2 Ahos
L1
E ¢© [ Es de peso bajo o ha perdido mughe peso [} Tiené problemas para dormir
M o ) )
A S A Se vomita frecuentemente (se despierta mucho durante la noche}
s 1 Tiene preblemas para comer (muy poco 1 Tiene muy poca energia
apetito, come alimentos que no son saludables)
¢Hay algo que le esté causando tension a su famiiia ahora? asi O No
¢4Ha estado este nific 0 sus padres sujetos a la negligencia ¢ al abuso fisicos, sexual o emocional? 5i si,
o Jen qué forma? £Cudndo? OSiTNe
; SEmpezd el tratamiento? QSidNe
[+]
S +Uso drogas o tomd bebidas alcohdlicas durante su embaiazo la mama de este nifio? astanNo

Comentarios: (Favor de escribir en este espacio cualguier comentatio que guiera compartir con nosotros.)

Fecha: . Firma;

Parentesco con el paciente:
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THSteps Forms

C.20 Mental Health Parent Questionnaire (Ages 3-9 Years) (2 Pages)

Mental Health Parent Questionnaire Child’s Name:
Birth Date:
Ages 3 to 9 Years Today’s Date:

To the Parent: If you will assist us by filling out this form, we can help you find your child’s strengths and any problem
areas, too. Your answers will help us to know if we need to talk with you and find out more about your child. Please
check all items below that afe true for your child. Some of the behaviors noted may be normal but if you are concerned
please let us know.

F| Does your child show feelings that concern you or seem strange for their age? O Yes QO No
e .
f 0 Is restless O Is irritable, angers or temper tantrums easily
i CtIs sad or cries easily QOls sullen
n 01 Is overly guilty 0 Fearful
g O Lacks remorse
8
B| Does your child do things that seem strange for their age? U Yes QNo
: O Has problems in school QO Refuses to talk
a 1 Harms other children or animais O Sets fires
v 0O Lacks interest in things s/he used to enjoy 0 is over-active
i1 o Plays sexual games with others, toys, animals O Hurts himself or herself
o B Destroys possessions or other property [ Has béen in trouble with the police
r: O Steals
§ | | Do you have any concerns about how your child gets along with you? OYes O No
0 n| with cther family memberts or adults? O Yes QO No
¢ t| with playmates? O Yes 0O No
ie :
ar 0 Withdraws and does not look into pecples’ eyves 0 Picks con othars a Iot or often gets inte fights (hitting, etc.}
1 al? Clings to you too much O Argues too much
¢ | O Has a hard time making and keeping friends Q0 Wikl not go 16 school
t | O Is defiant, has a disciplinary problem O Prefers to be alone
i | A Severe or frequent tantrumis "
o
n
T | Are any of these a problem for your child? O Yes (I No
,h Ois frequently confused {does not understand what is go- [ O Dees not trust others
E .
n ing on) 0O Sees or hears things that are not there
K O Daydreams a lot 0 Blames others for his/her misdeeds or thoughts
i Q Is distracted, doesn’t pay attention 1 Talks about death a ot
p| O Has very strange thoughts 0 Often cannot remember things
g 0 Schoolwork is slipping (grades going down)
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Appendix C

P P| Do you have any concerns about these things? O Yes 8 Ne
h r | If you think your child may have a health problem, has he/she seen a doctor
y o] or hurse about the problem? O Yes QO No
':’ :’ Q0 Has daytime wetting O Has sleeping problems, nightmares, sleepwalking, early waking
c e 0 Soils pants 0 Vomits (throws up} often
am O Wilt not eat 0O Has stomach aches often
| g|HHas headaches 0 Lacks energy
0 Has lost or gained a lot of weight
Q| Is this child accident-prone? O Yes QO No
t | Is anything causing your family stress right now? O Yes Q No
h| Has this child or his/her parents been subject to neglect, physical, sexual, or emotional abuse? If yes, what from?
e When? _ OYes ONo
F | Treatment initiated? 1 Yes Q No

Is this child at risk fof out-of-home placeinent because of behavior problems? LD Yes O No

Comments: (Please write anything else you want us to know about in this space.)

Date: Signature:

Relation to patient:

c-28
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THSteps Forms

C.21 Mental Health Parent Questionnaire (Ages 3-9 Years) (2 Pages) (Spanish)

Cuestionario de la Salud Mental Nombre del Nifio:
para los Padres Fecha de Nacimiento:
De 3 a 9 Anos de Edad Fecha:

Para los Padres: Si nos ayuda llenando este formulario, le podremos ayudar a encontrar las dreas fuertes y también cualquier drea probié-
matica que tenga su nifio. Sus respuestas nos ayudaran a saber si necasitamos hablar con usted y saber més sobre su nifio. Favor dé marcar
todas las caracteristicas abiaje que sean ciertas para su nino. Algunoes de fos comportamientos en las listas tal vez sean normales, pera sf
usted estd preocupado, favor de informarnos.

s cTiene su hifio sentimientos que le preocupan o tal vez parezcan extrafios para su edad? s O No
E
'T' [ Esinquieto ' ”L"_']. Es de mal caracter, en'oj'én o hace bernnches
! [O Es triste o llora facilmente temperamentales facilmente
n;l [d Se siente muy cuipable 3 Es malhumorado
: [0 No tiene remordimiento [ Siente miedo
T
[}}
s
c ¢Hace su niilo cosas que le parezcan extrafias para su edad? S O No
o
':," 1 Tiene problemés en'la escuela I:| Se niega' a hablar
o [J Lastima a otros ninos o a los animales [ Proveca incendios
F; [J No le interesan las cosas gue antes Je gustaban [} Es deméasiado activo
”:I [ Juega juegos sexuales con otros nifos, [ Selastima
I juguetes, o animales [ Hatenido problemas con la policia
:I [ Destruye cosas personales u ajenas
; [ Roba
:Se preocupa sobre ¢Omo se lleva Su niho con Usted? — TS O No
|:| £Con otros miembros de la familia o adultes? Osi [ No
T +Con sus compaiieros de juego? si O Ne
: (5, 3 Se aleja y no ve a nadie a los 0jos . ' {} Siempre molesta a otros o Trocuontemente se
A C [ La mayoria del tiempo no se le despega pelea (pegando, etc.)
g A 1 Se le dificulta hacer y mantener aristades [ Discute mucho
I L O Es desafiante, tiene un problema de disciplina [J No guiere asistir a la escueia
: : [ Hace berrinches tempermentales fuertes o [ Prefiere estar solo
E frecuentemente
s
b :Son algunas de estas Caraclerislioas un problema para su nifos a5 LF No
: d Se confunde frecuentemente {ne entiende [ No le tiene contianza a los demas
s lo que esta pasando) [} Mira u oye cosas gue no estan alli
:1 1 Suefa mucho despierto [} Cuipa a otros por alge que hizo mal o por sus
1 ) Se distrae, no pone atencidén pensamientos
E J Tiene pensamientos muy extranos [ Habla mucho sobre la muerte
; 1 Seesta atr_asanc_io en el trabajo de la escuela (sus [ Frecuentemente no sé acuerda de cosas
e grados estan bajando)
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¢Se preocupa usted scobre los siguientes problemas fisicos? aS5i O Ne
P Si usted piensa que su nifio tiene un problema de salud, Lo ha llevado a consultar con
R F un médico o una enfermera debido a ese problema? asi O No
g ; [d Se orina durante el dia Ty Tiene problemas para dermir, pesadillas, se
Lo {4 Ensucia sus pantalones despierta temprano y sondmbulo
:‘ g 3 No guiere comer ] Se vomita frecuentemente
A S [] Tiene dolores de cabeza ] Tiene dolores de estérmago frecuentemente
§ [Q Ha perdido o aumentado mucho de peso 1 No tiene energia
¢Es propenso este nifio a tener accidentes? asi O No
£Hay algo que le estd causando tensién a su familia ahora? 2S00 No
¢Ha estado este nifio o sus padres sujetos a la negligencia o al abuse fisico, sexual ¢ emogional?
? Si si, zen qué forma? Qsi 4 Ne
R
g £Cuando? . ¢Empezd el tratamiento? Osi O No
£Corre el riesgo este hifio de ser llevado a otro lugar fuera de su fariilia
por problemas de comportamienta? ) o ) ] ] o si QO No

Comentario: (Favor de escribir en este espacio cualquier comentario que guiera compartir LGN NCSOIros.)

Fecha: Firma:

Parentesco con el paciente:
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C.22 Mental Health Parent Questionnaire (Ages 10-12 Years) (2 Pages)

Mental Health Parent Questionnaire

Ages 10 to 12 Years

Child’s Name:

Birth Date:

Today’s Date:

To the Parent: If you will assist us by filling out this form, we can help you find your child's strengths and any problem
areas, too. Your answers will help us to know if we need fo talk with you and find out more about your child. Please
check all items below that are true for your child. Some of the biehaviors noted may be normal but if you are concerned

please let us know.

F| Does your child (do you) show feelings that concern you o seem strange for their (your) age? Q Yes O No

e

e .

I 0 Is restless O ls sullen
i 0O Is sad or cries easily Q Is fearful
nl @ Is guilty Qs bored
g Q0 Is irritable or angers easily

S

Boes your child (do you) often do things that seem strange for their (your) age? 0 Yes 0O No

Q Has problems in school

Q Threatens or harms other children or animals
0 Lacks interest in things s/he used to enjoy
Q15 involved in sexual activity

QO Destroys possessions or other property

0 Steals

"o e Tom

0 Refuses to talk

0 Sets fires

0 Is ovéractive

Q Hurts himself or herself

0 Has been in trouble with the police

Do you have any concerns about how your child (you) get(s) along with family members? O Yes QO No

L
O n| With other adults? 0 Yes Q No
¢ t | With other children? O Yes 0O No
I e : -
ar 0 Prefers te be alone 0 Picks on others a lot or often gets intg fights (hitting, etc.)
| al| @ Has a hard time making and keeping friends U Argues too much
c| @ Is defiant, a disciplinary problem {1 Will not go to school
t
i
0
n
T| Are any of these a problem for your child (you)? 0 Yes QO No
? 0 Is frequently confused (does not understand what is O Does not trust others
n going on) 02 Sees or hears things that are not there
K O Daydréeams a lot 0 Blames others for his/her misdeeds or thoughts
i D is distracted, doesn’t pay attention 0 Taiks about death or suicide a lot
n i B Has very strange thoughts Q Often cannot remember things
g Q Scheolwork is slipping (grades going down)
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P P| Do you have any concerns about these things? QYes 0O No
h r | If you think your child (you} may have a health problem, has he/she (have you) seen a doctor or nurse about the
y o} problem? QYes QNo
is :3 O Lacks energy ’ U Has headaches
c e 0 Uses laxatives O Has lost or gained a lot of weight
a m 0O Vomits (throws up) often 0 Has sleepi.ng problg‘ms, nightmares, sleep-walking, early waking,
| g|QWon'teatinfront of people, sneaks food frequent night waking
later

0 Has stomach aches often
0/ Is your child (you) accident-prone? O Yes 0 No
t | Is anything causing your family stress right now? 2 Yes O No
h| Has this child or his/her parents been subject to neglect; physical, sexual, or emotional abuse? If yes, what from?
e When? 0 Yes O No
I'i Treatment initiated? O Yes Q No

Is this child (are you) at risk for out-of-home placement hecause of behavior problems? 0 Yes 0O No
Does your child (do you) drink of use drugs (including street or overthecourter)? Q0 Yes 0O No
Has this child (have you) been treated for mental heaith problems or substance abuse? O Yes L1 No

Comments: (Please wrile anything else you want us to know about in this space.)

Date: Signature:

Relation to patient:
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C.23 Mental Health Parent Questionnaire (Ages 10-12 Years) (2 Pages)
(Spanish)

Cuestionario de la Salud Mental Nombre del Nino:
para los Padres Fecha de Nacimiento:
De 10 a 12 Ainos de Edad Fecha:

Para los Padres: Si nos ayuda llenando este formulario, le podremos ayudar a encontrar las dreas fuertes y también cualquier drea probié-
matica que tenga su hijo. Sus respuestas nos ayudaran a saber si necesifamos hablar con usted y sabér mds sobre su nifio. Favor de marcar
todas las caracteristicas abajo que son ciertas para su nino. Algunos de los comportamientos en las listas tal vez sean normales, pero si usted
estd preccupado, favor de informamos.

a,Tiené su nife sentimientos que le preocupan o tal vez parezcan exiraios bara si; edad? OSsSi 1 No
L]
E . .
N [d Es inquieto ] Es malhumorade
.IE [ Es triste o llora facilmente .} Siente miedo
M [0 Se siente culpable 1 Se abuire
| . e
E [ Es de mal carcter o se enoja facilmente
N
T
0
s
c ¢ Hace su niio cosas que le parezcan extrafas para su edad? Osi 0O Ne
[+]
M . . .
P [ Tiene problemas en la escuela L} Se niega a hablar
g [d Amenaza o lastima a otros nifios o a los [J Proveca incendios
T animales [ Es demasiado activo
:,l 0 WMo le intefesan las cosas que antes le gustaban L] Se lastima
| ] Participa en actividades sexuales [l Hatenido problernas con la poiicia
E
N 1 Destruye cosas personales o ajeénas
T
Roba
o |
.Se preocupa sobre como se lleva su nidc con usted? ST O No
|:| &Con otros adultos? Qsi O No
T & Con otros nifos? _ L2si 0O No ) _
E S [ Prefiere estar solo {1 Siempre molesta a otros o frecuentemente se pelea
R o {pegando, etc.)
A C I Se le dificulta hacer y mantener amistades [d Discute mucho
g }'\ [1 Es desafiante, tiene un problema de disciplina I No duiere asistir a la escuela
[N
0 E
N 5§
E
s
P &50n algunas de estas caracteristicas un problema para su OS5 3 No
E nifio?
: {1 Seconfunde frecuentemente (no entiende lo que esta {1 Noie tiene confianza a los demas
A pasando)
m I Suefa mucho despierto [ Mira u oye cosas que no estéan allf
é (1 Se distrae, no pone atencién X Culpa a otros por algo que hizo mal o por sus
N pensamientos
T [ Tiene pensamientos muy extrafios ] Habla mucho sobre la muerte o del suicidio
g [d Se estd atrasando en el trabajo de la escugla (sus O Frecuentemente no se acuerda de cosas
grados estén bajando)

CPT only copyright 2008 American Medical Asscciation. All rights reserved. C-33



Appendix C

JSe preocupa usted scbre los siguientes problemas fisicos? 0O ST 1 No
Si piensa que su nifio tiene un problema de salud, ghaidoa 0OSi 1 No
P consultar con un médico o una enfermera debido a ese
R F | problemna? N
; ; 1 La falta energia [ Tiene dolores de cabeza
L1 1 Usa laxantes [Q Ha perdido o aumeantado muche pesc
E ¢© O Se vomita frecuentemente 3 Tiene problemas para dormir, pesadillas, sonambulismo,
M 0 despierta temprano, despierta seguido por la noche
A S [} No come delante de la gente, come después a escon-
s didas
1 Tiene dolores de estémagoe frecuentemente
AEs propenso a tener accidentes su nifo? asi O No
¢Hay algo que le esta causando tensién a su familia ahora? asi Q No
0 ¢Ha sido este nifio o sus padres sujetos a ia negligencia ¢ al abuso fisico, sexual o emocional?
T Sisi,¢enquéforma?____  ;Cuéndo? ! asi O No
2 sEmpezé el tratamiento? asi 0 No
s ¢Corre este nifio el fesgo de sef llevado a otre lugar fuera de su familia por pioblemas de comportamiento? 1Si O No
sToma bebidas alcohélicas ¢ usa drogas su nifio (incluyendo 185 de la calle y tas que s& venden sin receta)? QOSi O No
¢Ha recibido su nifio tratariento por problémas de la satisd mehtal o por €l abuso de sustancia como las ST 1 No
drogas y biebidas alcohdlicas?

Comentario: (Favor de escribir en este espacio cualgiier comentario que guiera comipartir con Nosotros.)

Fecha: Firma:

Parentesco con el paciente:
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C.24 Mental Health Parent Questionnaire (Ages 13-20 Years) (2 Pages)

Mental Health Parent Questionnaire

Ages 13 to 20 Years

Teen’s Name:

Birth Date:

Today’s Date:

To the Teen or Parent: If you will assist us by filling out this form, we can help you find your (your teen's) strengths and
any problem areas, too. Your answers will help us to know if we need to talk with you (vour teen) and find out more about

you (your teen). Please check all items below that are true for you (yvour teen). Some of the behaviors noted may be

normal but if you are concerned please let us know.

F| Do you (does your teen) show feelings that concern you or seem strange for your (their) age? 0 Yes QO No
o . . . .
2 .
| ORestless 0 Sullen
i OSad or cry easily 0O Fearful
n QGuitty 0O Bored
g QO Iriitable or angered easily
s
B| Do you (does your teen) often do things that seem strange for your (their) age? Q Yes O No
€ 0 Have problams in school or work 0 Refuse to talk
: 0 Threaten or harm other children ¢r animals [ Set fires
v 0 Lack interest in things you used to enjoy O Overactive
i | @ls involved in sexual activity O Hurt yourself
o| D Destroy possessions or other property 0O Have been in trouble with the police
r | O Steal
S |1 | Do you have any concerns about how you {your teen) get(s) along with family members? O Yes O No
0 n| With other adults? O Yes O N6
¢ t| With peers? O Yes O No
; : Q Prefer to be alone 3 Pick on others a lot or often get into fights {hitting, etc.}
| a|QHavea hard time making and keeping friends a Argue too much
¢ | Q Defiant, a disciplinary problem a Will not go to school
t
i
0
n
T| Are any of these a problem for you (your teen}? O Yes 0 No
:‘ QFrequently confused (does not understand what is going | U Do not trust others
n on) 0 See or hear things that are not there
K Q Daydream a lot 0 Blame others for your misdeeds or thoughts
i 0 Distracted, do not pay attention 0 Talk about death or suicide a lot
n| O Have very strange thoughts 0 Often cannot remember things
g Q Schoolwork is slipping (grades going down)
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P P| Do you have any concerns about these things? O Yes O No
h r | If you think you (your teen) may have a health problem, have you (has he/she) seen a doctor or nurse about the
y of problem? O Yes O No
_5 b 0 Lack energy 0 Have headaches
L L 0 Use laxatives 1 Have lost or gained & lot of weight
am O Vomit {throw up) often 0 Have sieeping problems, nightmares, sleep-walking, early waking,
I g|QWon'teatin front of peaple, sneak food frequent night waking
later

0O Have stomachaches often
Q1 Are you {is your teen) accident-prone? [1 Yes O No
t | Is anything causing your family stress right now? U Yes L No
h| Have you (has your teen) or your parents beéen subject to neglect, physical, sexual, or emotional abuse? If yes, what from?
e When? O Yes O No
Y | Treatment initiated? O Yes O No

Are you (is this teen) at risk for out-of-home placement because of behavior problems? O Yes O No
Do you {does your child) drink of use drugs (in¢luding stregl or overthe-counter)? O Yes O No
Have you (has this teen) been treated for mental health problems or substancé ablse? O Yes O No

Commerits: (Please write anything efse you want us to know about in this space.)

Date: Signature:

Relation to patient:
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C.25 Mental Health Parent Questionnaire (Ages 13-20 Years) (2 Pages)
{(Spanish)

Cuestionario de la Salud Mental
para i0s Padres
De 13 a 20 Anos de Edad

Nombre del Adolescente:

Fecha de Nacimiento:

Fecha:

Para los Padres: 5/ nos ayuda llenando este formulario, podremos ayudarle a encontrar las dreas fuertes que tenga su Rijo y también cualquier
drea problématica. Sus respuestas nos ayudaran a saber si necesitamos hablar con su hijo y saber més sobre él. Favor de marcar todas las
caracteristicas abajo gue son clertas para su hijo. Algunos de los comportamientos en las listas tal vez sean normales, pero si usted estd

preocupadae, favor de informarmos.

] ¢Tiene su hijo sentimientos q'ue le pfeocupan o tal vez G357 O Mo
E parezcan extrancs para su edad?
¥ [J Es inquieto O Es mahumorado
] [ Es triste o llora facilmente [0 Siente miedo
M
1 [ Sesiente culpable [J Se aburre
5 O Es irrita 0 enoja faciments
T
0
S
[+ ¢Hace su hijo cosas frecuentemente que le parezcan extrafias S 1 No
0 para su edad? -
';f [ Tiene problemas en la escuela ¢ en el trabajo d Se niega a hablar
o] [ Ameénaza o lastima a otros hifios o a los animales [ Provoca incendios
R
No'le interesarn las cosas que antes le gustaban O Es demasiado activo
T
l\An [ FEsta envuelto en actividades sexuales 1 Selastima
1 [ Destruye cosas persoha’es u otras cosas ajenas O Hatenido problemas cion la policla
E
N [ Roba
T
0 .
¢Le preocupa como se lleva su ﬁijo con los miembros de la QOsi 0 No
1 familia?
N £Con otros aduitos? 0Osi O Ne
; s | £Con su grupo social? Qsi O Ne ) ) )
R O [ Prefiere estar sclo ) Molesta mucho a otros o frecuentemente se pelea
A C (pegando, ete.)
c 1 [ Se le dificulta hacer y mantener amistades O Discute mucho
(l: : [0 Es desaflante, tiene un problema de disciplina O No quiere asistir a la escuela
0 E
N §
E
S
P 2Son algunas de estas caracteristicas un problema para su Qs O No
hijo?
ﬁ O Se confunde frecuentemente (no entiende lo que esta 1 No le tiene confianza a'los demas
s pasando)
A O Suena mucho despierto O Mira u oye cosas que ro estan alli
hln [0 Se distrae, no pone atencién [ Culpa a otros por algo que hizo mal o por sus
E pensamientos
N [J Tiene pensamientos muy extranos [} Habla mucho sobre la muerte o el suicidio
T " .
o [d Se esta atrasando en el trabajo de la escuela (sus [ Frecuentemente no se acuerda de cosas
P grados estan bajando)
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.5e preocupa por estas cosas? 0Osi 1 No
Si piensa que su hijo tiene un problema de salud, ¢ha ido a 05 O No
P consuliar con un médico o una enfermera por este problema?
:: 'I: 3 Notiene energia |3 Tiene dolores de cabeza
B S O Usa laxantes [} Ha perdide o aumentade mucho peso
L1 {3 Se vomita frecuentemente O Tiene problemas para darmir, pesadiilas, se despierta
E C temprano, senambulo y frecuentemente despieria
Moo durante la noche
A S [0 No come delante de la gente, come después a
5 esconidas
[d Tiene dolores de estdmage frecuentemente
¢Es su hijo propenso a tener accidentes? S O No
¢Hay algo que le esta causando tensién a su familia ahora? asi O nNe
o ¢Ha sido su hijo 0 sus padres sujetos a la negligencia o al abuso fisico, séxual 0 emecional? asi O No
T Si si, sen qué forma? ;Cuando?
R | gEripesd el trataniighto? asi 3 No
g iCorre el riesgo su hijo de ser llevado a otro fugar fuera de su familia por problemas de comportamiento? IS [ No
£Tema su hijo bebidas alcohélicas o drogas (incluyenco las de ia calle y las gue se venden sin receta)? dsSi O Ne
£Ha recibido su hijo tratamiento por probleimas de la salud rhental o por el abuso deé sustancias corno drogas  OST O No
0 bebidas alcohdlicas?

Comentario: (Favor de escribir en este espacio cualquicr comentario que quiera comparkir ¢on Nosotres.)

Fecha: Firma:

Parentesco con el paciente:
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