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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 6-9 years
Check all answers that may apply. This form may be filled out by the parent/guardian or health care provider.

Does your child often seem:

Distrustful of OThErs .c.ocei i e Yes No
Have trouble paying attention ... Yes No
BlIameE OTNEIS .. Yes No
Do you have concerns about your child’s?

AN e ——————————————— Yes No
Y (T=Y o PSSR Yes No
L AT L= =4 o U Yes No
Does your child often complain of “not feeling well”? .........cccceeenneeee.n. Yes No
Does your child have problems getting along with? —
PArENT(S) woveevieriie i ete ettt e e et e et te e e et te e e et te e e e et ae e e e e ebaae e e enraeaeeeannes Yes No
Other family MEMDBEIS .......ooi i Yes No
A T=T o o [ PR UUPPRRPTPPRPR Yes No
SCROOI MALES ettt ste e e s st eeee s setaeeeesans Yes No
Does your child have problems at school with?

2 1=] o T 1Y To T ST PPRPRPRPRPRN Yes No
LG =T L= PSPPI PPPP Yes No
Not wanting to 80 to SChOOl ... Yes No
Does your child often seem:

R Y T PP PP Yes No
FAY o ¥ <4 Y PO O PP RO PPUPPPPRORRPPPRE Yes No
NErVOUS OF @fraid ...eeeieececece s e e e ae e Yes No
(07T 0] RS Yes No
N o AT Y =T T T [T UUPPPPRN es No
Does your child often:

(DTS A o)V o o] o 1=] o 4 VAPPSR UPPPPPPRIS Yes No
L ettt ettt e e e e e e e e e te e e e e ea e rneaetaeeeaee e aan Yes No
] =T | RPN Yes No
Hurt animals or smaller children ..o Yes No

(Continued on back)
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Mental Health Questionnaire
Desert View Healthy Kids Program

Page Two

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

If yes, please specify:

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

If yes, please specify:

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

Birth Of Child ..eeeeeecee e e e ree e Yes No

Y701 o= Yes No

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

Death of @ close relative ... e 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? .......ccccciveeieiiieeecciiie 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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