MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program
Date

Child's Name: Date of Birth:

Managed Care Orgaﬁizatién: Child’s Medicaid #:

Ages 6 - 9 years

Check all énswers that may apply, This form may be filled out by the parent/guardian or heal.
care provider,

Does your child often seem:

Distrustful of others? .....ocoviiiiii [JYes [JNo
Have trouble paying attention? ............ccocoovviivviiiiniinn, — [1Yes []No
| " BIENTE OUOISP 5um sviss 5 05,5555 s mnnns nomsmmmarmssmime s wrss T T [JYes []No
’ Do §/ou have concerns about your child’s: »
EatiNg? o [JYes [JNo
DIOODT coewsmmis s55. 85 st msrmmmcmmmmmsessssms o comansS Y R SIS [JYes [No
Weight? v, 5 S emainmmanssnss s SR LS [CJYes [JNo
‘Does your child often complain of “not feeling well™? ................... . [JYes [ONo
Does your child have problems getting along with: '
PETOITHSYR sussvoas Errusnsi ssbimmmmnen vusamsmmmosmsns s sxgaes 5 S5 0 85 ST [(JYes [INo
Other family members?.........c.occcvvvveoree oo [(JYes [JNo
FHENAST? 1o []Yes []No
School Mates? :...viiviiiiiiiiiie e [(JYes []No
Does your child have problems at school with:
Behavior? ... [JYes [JNo
GAABST 1.vvvevirviviinsvernoiss insisnermmnaerens veessnsessssssssssiessvanen v s oo, [1Yes [JNo
Not wanting to go to school? ..............ccoevevvvi Yes []No
Does your child often seem:
SEAD 5158 nermnnsn 0I5 31 snoocommmenmorevopTg: (63 ST Dhmeam smremsen s s [(JYes [JNo
ANGIY P ooy s sumemizas B i hummen vownmsmes g s e o e Yes [JNo
INBIVOUS-OF STREIE T s swosimmesns 551 atomsmomumnsrsibcms comissamnnn o Yes [ JNo
CTANKYP s sommms ppuin se50s smusmmmmensens osgaEs VLHSEEAERS 555 £ []Yes [JNo
Notinterested? ..o [JYes [JNo
Does your child often:
B eV o fol oL T A ———————— [JYes []No
LISR (ou susasmanemunsstn isoms sasssmensmssom e sn sy g R 5 Eamn s Yes []No
SEOAIP: v vmmiron <o SRS S oyt s Yes []No
Hurt animals or smaller children? .............ccoooovovvvvise [JYes [JNo

Continued on back —>
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MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program

Date
Page Two

Is there a historyu of injuries, accidents? ................o.oocvvvr oo [JYes [JNo

If yes, please specify:

Is there any history of maltreatment or abuse? ..........ccoociioi [JYes [INo

- If yes, please specify:

Is there a recent stress on the family or child such as: .
Birth of a child?.............. TSIV SN Samsaosmmese s S _lYes []No
MOVINGD, ...vessriiss in it nseerorenns v visessensssss sestostnn mmmens sones _]Yes []No
Divorce or separation? T assinnin el QTSRS S ey e _lYes []No
Death of a close relative?.................ccocoveeviiii | Yes []No
Fired orlaid off?...........ccoooiiiiii oo [JYes [JNo
Legal problems?...........c.ocivviiiiiiioisoi i [ 1Yes [|No
Others (Please specify):

Do you have other parenting concerns?...................... R — [JYes [JNo

Please specify:

Provider: Give details of all Positive findings,

Provider's Signature

Provider's Phone: (__ )/ /

Tt oy ———— — p— Sy

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: '
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