Date:     



       JUVENILE FACILITIES







                           MEDICAL/MENTAL HEALTH SCREENING AND REFERRAL FORM                                               


                                                                    ( box if “yes”

Building:      
                                      



JC tasks:  FORMCHECKBOX 
Youth interviewed   FORMCHECKBOX 
SW/PO Called   FORMCHECKBOX 
Parent Called    FORMCHECKBOX 
No Parent Call (abuse hold)                                                                                                                                                                            

	Youth’s Name:      
	DOB:     
	County:     

	Program:      
	Date:      

	

	TREATMENT FOCUS/GOALS:    
	 FORMCHECKBOX 
Anger        FORMCHECKBOX 
Victimization    FORMCHECKBOX 
Negative Peers  FORMCHECKBOX 
Life Skills            

	
	 FORMCHECKBOX 
Independent Living    FORMCHECKBOX 
Criminal Thinking     FORMCHECKBOX 
COG    FORMCHECKBOX 
Transitional Planning     FORMCHECKBOX 
 Safety & Security

	Comments:      

	

	EDUCATIONAL:
	School:       
	Grade:     

	         FORMCHECKBOX 
Attendance Problem   FORMCHECKBOX 
Behavioral Problems    FORMCHECKBOX 
Special Education Services:         

	Comments:      

	

	CHEMICAL USE:   FORMCHECKBOX 
Uses-What:               
	 FORMCHECKBOX 
Problem        FORMCHECKBOX 
Worker informed 

	Comments:       

	

	LEGAL HISTORY:   
	Current Offense/Status:      

	       FORMCHECKBOX 
VOP      Prior Charges:             Placement History (e.g., foster care, ACJC):     

	Comments:      

	

	FAMILY:  Parents:        
	Phone:     

	    Youth:      FORMCHECKBOX 
Single  FORMCHECKBOX 
Married       Number of children (if applicable):              FORMCHECKBOX 
  Living with family of origin

	    Parents:    FORMCHECKBOX 
Never Married     FORMCHECKBOX 
Married     FORMCHECKBOX 
Separated     FORMCHECKBOX 
Divorced
 FORMCHECKBOX 
Parent’s significant other in home       

	     FORMCHECKBOX 
Domestic violence in family    Legal Custody (who?):             Degree of parental involvement: 1  2  3  4  5

	Comments:      

	

	ABUSE HISTORY – VULNERABILITY:                                                                                      

	     Victim of:           FORMCHECKBOX 
Abandonment   FORMCHECKBOX 
Emotional   FORMCHECKBOX 
Neglect    FORMCHECKBOX 
Physical   FORMCHECKBOX 
Sexual   Other:           

	     Perpetrator of:  FORMCHECKBOX 
Physical   FORMCHECKBOX 
Sexual     Victim’s gender:  FORMCHECKBOX 
Male   FORMCHECKBOX 
Female  Relationship to perpetrator:      

	      FORMCHECKBOX 
Special precautions or staffing patterns needed       FORMCHECKBOX 
Report needs to be filed?               FORMCHECKBOX 
Roommate Restriction

	Comments:      

	

	CULTURAL/ETHNIC/GENDER CONCERNS:    Importance to family/youth:   FORMCHECKBOX 
Very    FORMCHECKBOX 
Somewhat   FORMCHECKBOX 
Not                 

	     Race:   &Race&               Indian-tribal affiliation:         Other:     

	      FORMCHECKBOX 
Language Difficulty:         FORMCHECKBOX 
 Hispanic:  FORMCHECKBOX 
Spiritual Affiliation:      USA born:  FORMCHECKBOX 
yes   FORMCHECKBOX 
no

	     Preferred Staff:   FORMCHECKBOX 
Male   FORMCHECKBOX 
Female   FORMCHECKBOX 
Either      Peer compatibility:   FORMCHECKBOX 
Male   FORMCHECKBOX 
Female   FORMCHECKBOX 
Either

	     Sexual preference:  FORMCHECKBOX 
Male   FORMCHECKBOX 
Female   FORMCHECKBOX 
Both

	Comments:      

	

	YOUTH ASSETS:      FORMCHECKBOX 
Employment   FORMCHECKBOX 
School      FORMCHECKBOX 
Positive peers     FORMCHECKBOX 
Positive family relationships   

	      FORMCHECKBOX 
In structured activities:    FORMCHECKBOX 
Spiritual organization    FORMCHECKBOX 
Recreational activities      FORMCHECKBOX 
Has adult mentors/support

	Comments:      

	

	COLLATERAL INFORMATION:    FORMCHECKBOX 
Court Order    FORMCHECKBOX 
Social History         FORMCHECKBOX 
Releases   FORMCHECKBOX 
Co. Adj. Report 

	                                  FORMCHECKBOX 
Psychological    FORMCHECKBOX 
YLS/CMI       FORMCHECKBOX 
Placement Reports  FORMCHECKBOX 
Petition     FORMCHECKBOX 
CD Evaluation

	     SW/PO restricted no contact/visitors:            

	      FORMCHECKBOX 
Y  FORMCHECKBOX 
N Off Ground CS/activities                    FORMCHECKBOX 
Y  FORMCHECKBOX 
N Parents may transport                


                                                                                                                            Youth Name:      
	MENTAL HEALTH – BEHAVIORAL/EMOTIONAL CONCERNS:   

	Maysi/Posit completed:  FORMCHECKBOX 
by PO  FORMCHECKBOX 
at JC

	     
	Therapist/Counselor/Psychologist:         Location:     

	
	 FORMCHECKBOX 
Aggression/Threats         

	
	 FORMCHECKBOX 
Emotional Outbursts       

	
	 FORMCHECKBOX 
Self Harm       

	
	 FORMCHECKBOX 
Suicidal History       

	
	 FORMCHECKBOX 
Current Suicidal Ideation RISK

	
	 FORMCHECKBOX 
Sexuality: Active, perpetrator, prostitution, pregnant, etc.     

	
	 FORMCHECKBOX 
Confused/Disorganized Thinking (observations-identify specifics)     

	
	 FORMCHECKBOX 
Disorders (e.g., ADHD, EBD, Eating, Depression, Anxiety, etc.):     

	
	 FORMCHECKBOX 
Other (e.g., mental health problems in family):     

	
	Rate:  FORMCHECKBOX 
none   FORMCHECKBOX 
other   FORMCHECKBOX 
SED                  

	Comments:      

	

	MEDICAL:
	Insurance Plan:        
	Policy Numbers (copy card):     

	
	Primary Doctor/Physician:        

	Clinic:     

	
	 FORMCHECKBOX 
Allergies:        
	 FORMCHECKBOX 
Head Injury:     
	 FORMCHECKBOX 
Dental Problems:         

	
	 FORMCHECKBOX 
Chronic Illnesses:         
	 FORMCHECKBOX 
Lice Check Completed:        
	 FORMCHECKBOX 
Physical injuries/problems:     

	
	 FORMCHECKBOX 
Current Immunization:     
	 FORMCHECKBOX 
Prior Hospitalizations:      

	
	 FORMCHECKBOX 
Medications:     

	
	 FORMCHECKBOX 
Parent approval to give current prescriptions and OTC (cough syrup, Ibuprofen, etc) meds

	
	    Date approval given or denied:       (3) Attempt date:        Attempt date:        Attempt date:      

	Comments:                                                              

	

	TB SCREENING:

	
	 FORMCHECKBOX 
Has your child ever had a positive TB skin test?

	
	 FORMCHECKBOX 
Has a person living with you ever had TB?

	
	 FORMCHECKBOX 
Was your child born in another country?

	
	Has your child had any of the following symptoms for more than the past 3 weeks?

	
	 FORMCHECKBOX 
Persistent cough
	 FORMCHECKBOX 
Chest pain
	 FORMCHECKBOX 
Anorexia
	 FORMCHECKBOX 
Chills

	
	 FORMCHECKBOX 
Unexplained weight loss
	 FORMCHECKBOX 
Low-grade fever
	 FORMCHECKBOX 
Night sweats
	 FORMCHECKBOX 
Bloody sputum

	
	 FORMCHECKBOX 
Hoarseness
	 FORMCHECKBOX 
Fatigue
	
	

	
	If yes to any of the above:

1. Put youth’s name on “Sick Call” list with reason as “screen for TB”

2.   Nurse will complete a more thorough screening

	Comments:       

	

	Staff completing form:                                          Phone#:          (needed on referrals)


Distribute copies to:   Primary Counselor/File      

M.H. Assessor      

Nurse  
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