MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program
‘ Date '

Child’s Name: ‘ Date of Birth:

WManaged Care Organization: : Child's Medicald #:

Ages 13 - 20 years

Check all answefs that may apply. This form may be filled out by the patient, parent/guardian or heafth

care provider.

Do you have trouble paying attention? ..., [(JYes []No
Do you often: : _
Feel distrustful of others? .............ccccooeviiiiiiiiiiie e, [IYes []No
Have strange thoughts? ... [lYes [INo
Hear VOICES? .......c.ocuuuiiiiiiiiie e e LlYyes [No
Have to do things the same way or keep repeatingthem? .......... [ ]Yes [ |No
Do you have problems at school with:
BEhAVIOr? ....coiiiii it [lyes [JNo
Grades? ... e [ lYes [JNo
SKIPPING Classes? ......ooivviiiie e [JYes [No
Do you worry about your: :
Eating? ... [JYes - []No
Sleep’? .................................. [(IYes [ ]No
Weight? ............... e e e [JYes []No
Do you have trouble making or keeping friends? ....................oio . Cyes [[INo
Do you often feei: :
SaA? e []yes [JNo
ANGIY? L e ‘[Yes [INo
Nervous or afraid? ............coooeo it [lyes [JNo
Have you thought about or done any of the following:
Destroy property? ..........coiieriieeiiiie oo e [ IYes [No
Hurtanimals? ... [ lYyes [JNo
SO fIre? oo e [JYes [JNo
Listen to music with violent message? .......................... v [ lYes [INo
Use alcohol? .....coooovvrveeenee . s e [1Yes [ |No
USe drugs? ........oviiiiiiiiiie it e e [iYes [No
Smoke cigarettes? ... [JYes [INo
Sex without protection? .............o.ccoii [ lYes []INo
Suicide attempt? .................... e [JYes []No
' Continued on back —>
MARYLAND HEALTHY KIDS PROGRAM
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MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program

Page Two
is there a history of injuries, accidents? ..o [JYes []No
if yes, please specify:
is there any history of maltreatment or abuse? ... [1Yes [ INo

If yes, please specify:

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

Birth OF @ CHIA? ....eiveiiiiiivie e cecere et e eras b air e e [ Jyes [INo
MOVING? . ooieeeeeetie e e ee e e e e e b ae e e e e s e e [Tyes [1No
DIVOrce Of SEPArAtioN? .......ceviierirrrerierioiiaaieiiraaesae s e e e [dYes [INo
Death of a close relative? ..................... s [dyes [INo
Fired or taid off? ......ooveveeeereevieeeene. e e r e e eae e [[Yes [ ]No
{egal problems? ......... U SPUO TP [JYes []No

Others (Please specify):

Do you have other parenting CONCEMS? ..o, Cdyes [JNo
Please specify:

Provider: Give details of all Positive findings.

Provider's Signature Date

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:

MARYLAND HEALTHY KIDS PROGRAM
Maryland Department of Health and Mental Hyglene
HealthChoice and Acute Care Administration, Division of Healthy Kids

httos:mmep.dhmh. maryland. qu/epsdt 2014




A Survey From Your Healthcare Provider — TeenScreen%rimory Care
PHQ-9 Modified for Teens

Clinician

Name.
Date

Medical Record or |D Number

Instructions: How often have you been bothered by each of the following symptoms during the past two weeks?
For each symptom put an “X" in the box beneath the answer that best describes how you have heen feeling.

1. Feeling down, depressed, irritable, or hopeless?

2. Little interest or pleasure In doing things?

3. Trouble falling asleep, staying asleap, or slesping too much?

4. Poor appetite, weight loss, or overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourseif — or feeling that you are a failure, or
that you have let yourself or your family dewn?

7. Trouble concentrating on things like school work, reading,
or watching TV?

B. Moving or speaking so slowly that ather people could have

noticed?
Or the opposite — being so fidgety or restless that
you were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of hurting
yourself in some way?

10. In the past year have you felt depressed or sad most days, even If you feit okay sometimes? [ ves [ INe

1. If you are experiencing any of the problems on this form, how difficult have these problems made it for you to do your work,
take care of things at home or get along with other people?

[_1 Not difficult at all D Somewhat difficult ] Very difficult (] Extremely difficult N

J 12. Has there been a time in the past month when you have had serfous thoughts about ending your life? ) D Yes D No

’ 13. Have you ever, in your whofle life, tried to kill yourself or made a sulcide attempt? D Yes D No _]

FOR OFFICE USE ONLY Score

LQ. 12andQ.13=Yor TS =21LI

Source: Patient Heaith Quastionnaire Modlfied for Teens (PHO-Q) (Author: Drs. Rabert L. Spitzes, Janet B.W. Willlams, Kurt Hraenke, and colleagues) PC/PHQ-9 Mad/6.7.07/2000




A Survey From Your Healthcare Provider — PSC-Y

TeenScreen"_JPrimory Care

Name

| Date

)}

Please mark under the heading that best fits you or circle Yes or No

Never O Sometimes 1

Often 2

1. Complain of aches or pains

2. Spend more time alane

3. Tire easily, little energy

4. Fidgety, unable to sit stili

5. Have trouble with teacher

6. Less interested in scheol

7. Act as If driven by motor

8. Daydream too much

9. Distract easily

10. Are afraid of new situations

1. Feel sad, unhappy

12. Are irritable, angry

13. Feel hopeless

14. Have trouble concentrating

15. Less interested in friends

16. Fight with other children

17. Absent from school

18. School grades dropping

19. Down on yourseif

20., Vislt doctor with doctor finding nothing wrong

21. Have trouble sleeping

22. Worry a lot

23. Want to be with parent more than bafore

24. Feel that you are bad

25, Take unnecessary risks

26. Get hurt frequently

27. Seem to be having less fun

28, Act younger than children your age

29. Do not listen to rules

30. Do not show feslings

31. Do not understand other people’s feelings

32. Tease others

33. Blame others for your troubles

34. Take things that do not balong to you

35, Refuse to share

36. During the past three months, have you thought of killing yourself?

Yes

No

37. Have you ever trled to kill yourself?

Yes

No

@=A-7 A=i-5 BM=E=7

Note — the sub scores do not impact the overall score;
they are for interpretation purposes only.

FOR OFFICE USE ONLY

Pfan for Follow-up [] Annualscreening  [] Returnvisitw/PCP [ ] Referred to counselor
["] Parent daclined ] Already in treatment [ ] Referred to other professional

TS

Q360rQ37=Y ¢

TS = 30

Source: Pedlztric Symptom Checklist

— Youth Report (PSC-Y)

PC/PSC-Y/8.711/2000



MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire
Anemia Screening ) Date Date Date Date Date Date Date
(Starting at 14 years of age and annually thereafter) - .

1. {FEMALES AND MALES) Does the child/adolescent's diet include iron-rich foods such as Y/N Y/N Y /N Y /N Y/N ° Y/N Y/N
meat, eggs, iron-fortified rereals, or beans? )

2. (FEMALES AND MALES) Have you ever been diagnosed with iron deficiency anemia? Y/N Y/IN Y/N Y/N Y/IN Y/N Y/N
3. (FEMALES ONLY) Do you have excessive menstrual bleeding or other blood foss? - Y/N Y /N Y/N Y/N Y/N Y/N Y/N
4. (FEMALES ONLY) Doegs your period fast more than 5 days? Y/N Y/IN Y/N Y/N Y/N Y/N YIN

Date Date Date Date Date Date Date

Heart Disease/Cholesterol Risk Assessment:
(2 years through 20 years}

1. s there a family history of parents/grandparents under 55 years of age with a heart attack, Y /N Y/N Y/N Y/N Y/N Y/N Y/N
heart surgery, angina pr sudden cardiac death?

2. Has the child's mother|or father been diagnosed with :6: cholesterol {240 mg/dL or highen)? Y /N Y /N Y/IN Y/N Y /N Y /N Y/N
3. Is the child/adolescent|overwelght (BMI > 85t %)7? Y /N Y /N Y /N Y/N Y/N Y/N Y/N
4, Andis H:.ma a persona history of: . -
Smoking? YI/N Y /N Y/N Y /N Y/N Y /N Y/N
Lack of physical actjvity? Y /N Y /N Y/N Y/IN Y/N Y/N Y/N
High blood pressura? Y/N Y/N Y/N Y/N Y/N Y/N Y /N

Y /N Y /N Y/N  Y/N Y/N Y/IN Y/N
Y/N Y/N, Y/N Y /N Y /N Y/N Y/N

High chalesterol?
Diabetes meflitus?

{Refer to the AAP Clinical Guidelines for Childhood Lipid Screening) ‘ . Date Date Date Date Date Date Date
STIHIV Risk Assessment: , —
(71 years through 20 years) .

1. Are you sexually active? i , Y /N Y/N . Y/N Y/N Y/N Y/N Y/N
2. If sexually active, have you had more than one partner? Y/N YIN Y/N Y/N Y/N Y/N Y/N
3. It sexually active, have you had unprotected sex, with opposite/samea sex? Y/N YIN Y/N Y/N Y/N Y/N Y/N
4. Have you ever been spxually molested or physically attacked? Y/N Y/N Y/N Y/IN Y/IN Y/N Y/IN
5. Have you ever been diggnosed with any sexually fransmitted diseases? Y/N Y /N Y/IN Y/N Y/N Y/N Y/IN
6. Any body tattoos or body piercing of ears, navel, etc., including any performed byfiends?  Y/N Y/N Y/N Y/IN Y/IN.  YIN Y/N
7. Have you had a blood ﬁ.m.:wemaz or are you a Hemophiliac? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
8. Any history of IV drug use by you, your sex partner, or your birth mother during pregnancy? Y /N Y/IN- Y/N  Y/N Y /N Y/N Y/N

A “yes” rasponse or “don’t know" to any question indicates a positive risk)

Patient Name: , . Birth Date:

hitos/mmep. dhmh.marviand qov/epsdt/Pages/Home.aspx Updated 12/17
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TeenScreen?J’Primory Care

CRAFFT

Please answer all questions honestly;
your answers will be kept confidential.

Name.
Medical Record or 1D Number Date
Part A
During the PAST 12 MONTHS, did you: No Yes
fyou If you
1. Drink any alcohol {more than afew sips)? ] answeared [ answered
NOto ALL YES to ANY
2. Smoke any marijuana or hashish? ] (A1, A2,A3) ] {ATto A3),
answer answer
. \ only Bl below, | - BitoBS
3. Use anything else to get_hlgh? f___l then STOP. ] below.
“anything else” includes illegal drugs, over the counter and

prescription drugs, and things that you sniff or “huff”
Part B No Yes
1. Have you ever ridden in a CAR driven by someone (including U (1] R S

vourself) who was “high” or had been using alcohol or drugs?

2. Do you ever use alcohol or drugs to RELAX, feel better ] [[] -

about yourself, or fit in?
3. Do you ever use alcohol or drugs while you are by yourself, ] [ =

or ALONE?
4. Do you ever FORGET things you did while using alcohol ] [] -

or drugs?
5. Do your FAMILY or FRIENDS ever tell you that you should .| []

cut down on your drinking or drug use?

8. Have you ever gotten into TROUBLE while you were using ] ]

alcohol or drugs?

CONFIDENTIALITY NOTICE: The information on this page may he protected by speclal federal confidentlality rules (42 CFR Part 2}, which prohibit disclosure of this
information unless authorized by specific written consant, A general authorization for release of medical information Is NOT sufficient. © Children's Hospital Boston, 2009.

Reproduced with permission from the Center for Adolescent Substance Abuse Resaarch, CeASAR, Chlidren's Hospital Bestan.
CRAFFT Reproduction produced with support from the Massachusstts Behavioral Health Partnership. PC/CRAFFT/S.71172000







Maryland Heaithy Kids Program
Medical/Family History Questionnaire

Patient Name: Date of Birth: [Sex: (circte) |
3 ‘ — _ e 218 Female
| Form Completed By: Today’s Date Relationship: ;

| PREGNANCY AND BIRTH HISTORY | PSYCHOSOCIALHISTORY |

| Name of Hospital: Who lives in household?
linesses during pregnancy? Nol Yes[O
i Medications during pregnancy? No O  Yes [
Alcohol/Drug Abuse? Noll Yes(d
Problems at birth? Noll YesO
| Describe:
Type of delivery? L1 Vaginal O C-section
Birth Weight Discharge Weight

Did baby receive Hepatitis B vaccine? No O Yes O
Date of Hepatfitis B immunization:
Newborn Hearing Screen? Noll Yes[

~ FAMILY HISTORY |

Has anyone in the family {parents, grand-parents,
| aunts/uncles, sisters/brothers) had:

How many?
O Rent? 1 Own? L1 Shelter?
Who cares for child?
Date of Birth? Mother
Father
Are parents working? Mother No [ Yes [
Father No [J Yes [
Foster Care? Dates:
Other Languages?

MEDICAL HISTORY |

_ Hs your child ever had:

Who? [ Allergies (List) No [0 Yes L[] §
| Aliergies {List) No &0 Yes[ = '
I Asthma Mo O J G
Asthma No [0 YesO Chicken Pox (Year) __ Ne O O
il TB/l.ung Disease No [ YesOd il Fre¢uent Ear infections No [ 0
| HIVIAIDS No O Yes[d {| Vision/Hearing Problems No O 0
Suicide Attempts - Noe OO Yes[ | SKin Problems/Eczema No O 7 §
Heart Disease No 1 Yes [ TB/Lung Disease No O O §
High Blood Pressure/Stroke No [ Yes O Seizures/Epilepsy No [] O
§ High Cholesterol No [ YesO | High Blood Pressure No [] T3
| Blood Disorders/Sickle Cell No O Yes [ Heart Defects/Disease No [ il
| Diabetes No O YesDd | Liver Disease/Hepatitis No [J O
| Seizures No O YesO | Diabetes No O O
| Mental lliness No [J Yes[] | Kidney Disease/Bladder Infections No [ |
| Cancer No O YesO | Physical or Learning Disabilites  No O my
fl Birth Defects No 00 Yes(d Bleeding Disorders/Hemophilia No OO g
j| Hearing Loss No [0 Yes[d | Sexually Transmitted Diseases No L[] 0§
| Speech Problems No O YesDO | Emotional or Behavioral Problems No O ull
| Kidney Disease No OO0 Yes[l [ Depression/Suicidal Thoughis No £ ul
| Alcohol/Drug Abuse No 1 Yes[] | Hospitalizations/Surgeries No O I
Hepatitis/Liver Disease Physical/Emotional/ Sexual Abuse No [ O §
Thyroid Disease No O Yes[ Bone or Joint Injuries No O 0|
| Learning Problems/Attention No [J] Yes [ Obesity/Eating Disorders No O il
Deficit Disorder No [0 YeslL] Other: No [ (]
| Family Violence : No 0 Yes[] ;

Other:

Reviewed by: | II Date of Review: . " l

2/06

| Current Medication(s): (List)




Maryland Healthy Kids Program
Cuestionario de Historial Médico Familiar

Nombre del Paciente: ~ [ Fecha de Nacimiento: ll Sexo: M F |
; — N . _ | (circule —

Rlain con el Paciente::
_— " HISTORIAL PSICOSOCIAL |

ll Persona que lend el | Fecha Hy: :
Formulario: - !
£ Quién vive en el hogar?

| HISTORIAL DURANTE EMBARAZO Y AL NACER

il Nombre del Hospital:
i Enfermedades durante el embarazo No O SiJ
| Medicamentos durante embarazo No [l Sill
il Abuso de Alcohol o drogas Ne O SiOd
| Problemas al Nacer No O SiO
| Describa:

il Tipo de Parto [ Vaginal U Cesarea

| Peso al Nacer Peso al darle de alta

| El behé recibi6é vacuna para Hepatitis B No[J Si [
il Fecha de la vacuna de Hepatitis B:
| Examen Auditivo para recien nacidos No [ Sil]

HISTORIAL FAMILIAR _

j| Hay alguien en la famifia (padres, abuelos, tios/as, | Alguna vez su nifio/a ha tenido:
hermanos/as) que haya fenido: '
|| Alergias {a qué) ‘ iQuien?

¢ Cuantas personas viven en ¢l hogar?

O Alguilan F1 casa propia [ refugio

¢ Quién cuida el nifio/a?

Fecha de Nacimiento Madre
Padre

Trabajan jos Padres Madre No [ Si

Padre No [1 Si
Hogar Sustituto Fecha:
¢ Gué otro idiomas se hablan en la casa?

|

_HISTORIALDESALUD ]

| Alergias {a queé)

No O Si O il Asma Ne O Si O

| Asma ‘ No O Si [I il Varicela (afio) No O Si O

| TB/Enfermedad del Pulmon No O Si @O | Infecciones frecuentes de oido No I Si 0O ¢

| VIH/SIDA No O S8iI 0O | Problemas de Audiciénfinfecciones No [J Si 11 §

| Intentos Suicidas/Problemas No O S8i 0O | de la Vista Ne O Si 0O §

| Mentales No 01 S8i O | Problemas de la Piel/Eczema Ne I 8i [0 ]

| Enfermedad de! Corazén No [l Si O | AsmalAlergias ‘ No I Si O]

| Presion alta/Derrame No 1 S 0O | TB/Enfermedad del Pulmén No DO si O]

l Colesterol Alto Ne O Si O | Convulsiones/Epilepsia No [0 Si I[1 f

|| Desodrdenes de la Noe O Si O | Hipertension/Presion Alta Noe O 8i 0O

| Sangre/"Sickle Cell” No O Si [ § Enfermedad del Corazén/Defectos No O Si O
Diabetes No O Si O Hepatitis/Enfermedad del Higado NoDO Si O
Convulsiones No [0 Si O Diabetes No O Si O
Alergias/Asma No [0 S O Enfermedades del Rifidn/Vejiga No O Si 1 |
Desdrdenes Mentales No O Si O Problemas Fisicos o de Aprendizaje No [0 Si (1]
Céancer No O SI O Desérdenes de la Sangre/Hemofilia No O Si O |

| Defectos de Nacimiento No O 8i O Enfermedades Transmitidas )
Pérdida de Audicion Noe O Si [ Sexualmente : No O Si O

| Probiemas de habla Ne O S O Problemas Emocionales o de
Enfermedades Renales Noe O Si [ Comportamiento Ne Bl si O |
Abuso de Alcohol/ Droga Mo O 8i [______ [ Depresién/Pensamientos Suicidas Ne O Si O §

il Hepatitis/Enfermedad del No OO Si O Hospitalizaciones/Cirugias No O Si 0O

| Higado No O Si O Abuso [Fisico/Emocional/ o Sexual No O S8Si O
Enfermedad de la Tiroide No O S O Problemas en las Coyunturas/Huesos No O S8i OO
Problemas de Aprendizaje/ No DO Si O Obesidad/Trastornos Alimenticios No O Si O
Deficit de Atencion (“ADD”} No O Si 0O Oftras:

Lista de Medicamentols que
toma:

echa qgue fue Revisado: o :

Violencia Doméstica
Oftras:

) _isado por:

Updated: 4/06



