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FAMILY COUNSELING SERVICES

Mental Health Questionnaire
Desert View Healthy Kids Program

Child’s Name: Date of Birth:

Managed Care Organization: Child’s Medicaid #:

Ages 10-12 years

Check all answers that may apply. This form may be filled out by the parent/guardian or health care provider.

Does your child have trouble paying attention? ..........ccccccvvvveveeieiciiinns Yes No
Does your child often seem:

Distrustful Of OThErs .ccocei i Yes No
To express strange throughts ..o, Yes No
BlIameE OTNEIS .. Yes No
Does your child have problems at school with?

271 o T 1Yo T PSPPSR Yes No
LG =T L= PRSPPI PPPRPT Yes No
Y o] o1 LYool = 1YY =SSR Yes No
Do you have concerns about your child’s?

BatiNg e ——————————— Yes No
Y (1= o PSR Yes No
LAY L= =4 o U Yes No
Does your child often complain of “not feeling well”? ........ccceeeennneen.. Yes No
Does your child have trouble making or keeping friends? ...................... es No
Does your child often seem:

R Y T PP R PP Yes No
FAY ¥ <4 Y OO UP RO PPOPPPPRORR PPNt Yes No
NEIVOUS OF @fraid ...eeeeeecece et et Yes No
Does your child show any of this behavior:

(DTS A o)V o o] o 1=] o 4 VAPPSR PPPPPPPRIS Yes No
ST FIT ettt et e e e e e e e teeee e s Yes No
L it e e e e e e e e e e e e e et te e e e e e e ————————— o Yes l No
R} C=Y: | PP Yes No
Listen to music with violent messages ......cccccovvivieeeeee e cccccciee e, es No
Hurt animals or smaller children ........c.coooviiiiieiiiniiee e Yes No
USE AICONOL . et a e Yes No
USE DIUES «eeeeiieiiiiee e ee ettt e ettt e s e e ettt e e e s eetae s e e e aeanae s aeeaeaeaseeeeeeenennan Yes No
SMOKE CIBArEILES .viiieeie ettt ee e e e e e e e eeeeannes Yes No
SEXUAIY ACHIVE ceviiieeice e s Yes No

(Continued on back)
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Page Two

Is there a history of injuries/accidents? .........ccoeveeeineeeiee e, Yes No

If yes, please specify:

Is there any history of maltreatment or abuse? .............cccoeeeeccciienennee es No

If yes, please specify:

Is there a recent stress on the family or child such as:

Birth Of Child ....eeeeecee e e et es No

Y701 o= Yes No

[DINVo] oI o ] gy =Y o I-1 =) o (o] o [P Yes No

Death of @ close relative ....ucve e Yes No

Fired or [@id Off ..o Yes No

Y= | I o] o] 110 0 L3PPSR Yes No

Others (Please specify): Yes No

Do you have other parenting CONCEINS? .......ccccciveeeeeciiee e Yes No

If yes, please specify:

Parent: Please give additional information that may be helpful to the therapist:
Parent/Guardian(s) Signature Date

THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS

Child Receiving Referral:

Child’s Address:

Child’s Phone:

Referred to:

Reason for Referral:

Desert View Healthy Kids Program
Desert View Family Counseling Services
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