Healthy Kids

MENTAL HEALTH WELLNESS QUESTIONNAIRE

Child’s Name: Date of Birth:
Managed Care Organization: Child’s Medicaid #:

Ages3-5

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

Does your child often wet or soil his pants? ..........ceeeeuireriieeiiiiinniinininnnnen [JYes [JNo
Does your child have problems at day care or school? ...........ccoeeieiiiiiiiann. []Yes [JNo
Do you have any concemns about your child:
Daydreaming .........ccuueeueeermeuiiireirieettnrenie ettt e naearans [(] Yes []No
Paying ttention ......cceeuerrreeueurertnieeerierereeeerenneeseraraastanesinersan [[]Yes []No
SHNE Sl .. eeviieerireeeeeneee e et e et et e e eea e rar e ees []Yes []No
Does your child :
REfUSE t0 ODEY ..evuueiiiiiiiiiiiie et e et eeiin vt s e [JYes [JNo
Refuse to play with Others ...........ccouviiiiiiiiiiiiiiiiiiiiiiie e, []Yes []No
Does your child get tired €asily? ........cc.vveueeuniiineiniriieiiireieenie e e [JYes []No

Does your child often seem:

SAA ..ttt ee e et e et a e [JYes [JNo

ADGTY oottt ettt e ea e aanas [JYes []No
NErvous OF ff@id ......uueeunneiiriiiieeii ettt e eenieee e e eneeraiaene [JYes [JNo
CIANKY +.eeeeeeeiutiiiniieeeeeeeeeeeeecetueiaaeeeeeeannsnnnnaaeseeernnanessssenans [JYes [No
Not interested ........cooeiiuiiiiiiiiiiiiiiiiii e e [JYes []No
Does your child have trouble sleeping? .........coveueiniiiiiiiiiiciiieeiieeeeneeneenns []Yes [JNo
Does your child have problems with eating? .........c...coooiiiviiiiiiiii [JYes [JNo
Is your child often mean to animals or smaller children? ............................... []Yes [JNo
(Continued on back)



Healthy Kids

Is there a history of injuries, 8cCidents? ..............cvvuviueiruiinreneenernererneaennns [JYes [JNo

If yes, please specify:

Is there any history of maltreatment or abuse? ...........cc.cecuvevieninienrenrnennennnn. [JYes [JNo

If yes, please specify:

Is there a recent stress on the family or child such as :
Birth of @ child .....cceuiiiiiiiiiiiiiiiiiiirice e cerecrs e ereseaesas [[] Yes []No
MOVIDE +..eeteeiiiiiieeerieiieeee i te et tata s s e eea e seereansssennnsesseanasen [JYes [JNo
DiVOITE OF SEPATAtION -.....ueueuiireiiiiiieeiennenieeeeeenaeereerannsssemeseseanen [J Yes [JNo
Death of 2 CloSe TElatiVe .......cccvvueeniiiriuuiiriieenerere e eeeaeeraen e [CJYes [JNo
Fired or 1aid off .......cvvniiriiiiieiie e e e [JYes [No
Legal Problems . ....ovevieeeeerrrerieeeriiiiiieeireeetitreeeeraneererennneseennnes [JYes [JNo
Others (Please specify): [JYes [JNo

Do you have other parenting cOnCemS? ...........ovevuveirnienernienienieneieeeernnes [JYes [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:
Reason for Referral:

I




