Iowa Department of Human Services

CHILD MENTAL HEALTH SCREEN

[This form is for screening purposes only.  It is not to be used for diagnosis.]
Child’s Name
Date
Birth Date
Medicaid No.

Medicaid Provider Agency:


Source of Information:
(   Family Interview
(   Child Interview
(   Case Review

Begin with the child’s current age.  Check “YES” or “NO” for each question or if information is not available, leave blank.  Continue with the questions in the earlier age groups to determine whether any of the items occurred during that specific age range.  For example, if you are screening a 9-year old, begin with Age Group 6-10 and answer all of the questions.  If the child has not been sexually abused between the ages of 6 and 10, check “NO.”  Move to Age Group 0-5.  You are told the child was sexually abused at age 4.  Mark “YES” for sexual abuse occurring during this age range.  There is a section for “OTHER CONCERNS” on page 3.
Age 17 to 21
Yes
No





1.
Has had poor performance in school or at work



2.
Has frequent mood swings or confused thoughts




3.
Has attempted to hurt self



4.
Has been assaultive to others



5.
Has had unwed pregnancy



6.
Has been referred to criminal justice system



7.
Has had problems with alcohol and/or other drugs



8.
In danger of placement or already placed out of home



Age 11 to 16
Yes
No





1.
Has difficulties in school (attendance, concentration, or discipline problems)



2.
Has frequent mood swings or confused thoughts




3.
Has attempted to hurt self



4.
Has been assaultive to others



5.
Has had unwed pregnancy



6.
Has been referred to juvenile court



7.
Has had problems with alcohol and/or other drugs



8.
In danger of placement or already placed out of home
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Age 6 to 10
Yes
No





1.
Has difficulties in school (attendance, concentration, or discipline problems)



2.
Frequently withdrawn or noncommunicative




3.
Has frequent and uncontrollable temper tantrums



4.
Expresses feelings of sadness and wanting to hurt self



5.
Assaultive to people or deliberately cruel to animals



6.
Has used alcohol and/or other drugs



7.
Has been physically or sexually abused or has abused others



8.
In danger of placement or already placed out of home



Age 0 to 5
Yes
No





1.
Poor appetite or overeating



2.
Restless sleeper (awake all night or having nightmares)



3.
Hyperactive, easily distracted, short attention span



4.
Sets fires



5.
Has major physical or developmental problems



6.
Any aggressive behaviors unusual for his/her age



7.
Has been physically or sexually abused



8.
In danger of placement or already placed out of home



For All Age Groups
Yes
No





1.
Has family or friends available or willing to help in case of emergency



2.
Family has coped well with the child’s problems



3.
Child has coped well with major traumas (divorce, death, etc.)



4.
Has sought professional help in the past
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Any other concerns not noted above?

CONCLUSIONS OF SCREENING
The frequency and severity of the problem and the screener’s professional judgment and knowledge of the child and family should be the basis for determining whether the suspected problem requires a referral for assessment.  

In your opinion, does the child need a mental health referral?
(   YES
(   NO





Is this an emergency referral? 
(   YES
(   NO





Has the family or child agreed to a mental health referral for assessment?
(   YES
(   NO

Recommendation for Client:
Name of Agency









Date of Referral









Signature and Title of the Person Completing the Form





[The information on this form cannot be disclosed without the permission of the client.]

470-3165  (8/95)


