MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

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? ...................coccoieiiinnnnn. [ ]Yes [ ]No
Does your child often seem:
DiStrustful Of OtNEIS? ... ..., [ ]Yes []No
To express strange thoughts’> ................................................. [1Yes [INo
BlaME OtNEIS? e et e e e e [ JYes [ ]No
Does your child have problems at school with:
BENAVIOI?. .. oot e e .. [ lYes []No
GradeS? ..o e e . [ 1Yes [1No
Skipping CIASSES?. . rv oo [1Yes [INo
Do you have concerns about your child’s:
EALING? et et et et e [ JYes [ ]No
] (1Y o TR [ ]Yes [ ]No
WEIGNE? .ot e e et e ettt e e e e [ JYes [ ]No
Does your child often complain of “not feeling well’? ........................... [lYes []No
Does your child have trouble making or keeping friends? ..................... [1Yes [INo
Does your child often seem:
S e [ JYes [ ]No
ANGIY 2 e e [lyes []INo
NEIVOUS OF AfTAIA?. .. oeeee e e e e e ettt [ JYes [ ]No
Does your child show any of these behaviors?
DESIIOY PIOPEIY? ... eeiee et e et e e e e e e e e e e e e e eeaas [1Yes [INo
St I et e e [ ]Yes [ ]No
LI ettt e e [ JYes [ ]No
SAI? e [ ]Yes [ ]No
Listen to music with violent MeSSage? ..........co.vveeeeveerreeeeeeeinnnns [ JYes [ ]No
Hurt animal or smaller children? ..............cccocevieieceieee. L1 Yes [ No
USE @ICON0IT ..o e e e e e [ JYes [ ]No
USE AIUGS?. oot eee e et e et e e e e et e e e e e [ ]Yes [ ]No
SMOKE CIGArEIES? ...vveeiee it et e et e e, [ JYes [ ]No

Sexually active? ..........c.ccceevveieiiiiiiieeiiieiiieeeieeiiieee e L1 Yes [ No

Continued on back —
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s there a history of injuries, accidents? ...................ccceeevvveeieeeeeeeee. L1 Yes [ No
If yes, please specify:
Is there any history of maltreatment or abuse? ...................ccoeevvveenee... L1 Yes [ No
If yes, please specify:
Is there a recent stress on the family or child such as:
Birth of @ Child .......oeoee e i eceiieiee. L Yes [ No
Y T3 g o PRSPPI I ' =Y- 2 I B \[o)
DIVOICE OF SEPATALION ... c.uieveeee it et eeeeee e et ee e e eee e e eee s [ ]Yes [ ]No
Death of @ ClOSE relAtiVE ........ee e e [ ]Yes [ ]No
Fired or laid off .........oveeeeeee e e iieiiiieeieee. L Yes [ No
Legal problems ............ccooeeeeeiiiieiiieeeii e eeeiie e L] Yes ] No
Others (Please specify):
Do you have other parenting CONCEINMS? ........ooviiiiiriieiie i i cie e ienienans [ 1Yes [1No
Please specify:
Provider: Give details of all Positive findings.
Provider’s Signature Date
Provider's Phone: (Y [
THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS
Child Receiving Referral:
Child’s Address:
Child’s Phone:
Referred to: Maryland Public Mental Health System: 1-800-888-1965
Reason for Referral:
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HealthChoice and Acute Care Administration, Division of Healthy Kids
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