Central Intake Form 2011


[image: image1.png]MSP ~ CAN

Mountain State Parent-Child Adolescent Network




“WV’s Voice on Children’s Mental Health”

Referral Date: _______________________________________________________________
How Did You Hear About Us? _______________________________________________

Child Information:

1. Child’s Name: _______________________________________________
2. Age: ________________________________________________________
3. County: _____________________________________________________
4. Gender:       __________Male                          ___________Female
5. What is the Child’s Race?  Circle Below.
White
Black/African American
Asian
Hispanic

American Indian

Bi-Racial


Other
Insurance Information:

1. What Funding Helps Pay for the Child’s Mental Health Expenses?  Circle All that Apply.
Medicaid
              

       SSI
                      


CHIP


       Caregiver’s Insurance                             Other_______________

System Involvement:

Please Mark All Systems the Child is Involved with Below:
	Check Mark
	System
	Where
	Who

	
	Mental Health
	
	

	
	Social Services (CPS, Youth Services)
	
	

	
	Educational (School Child Attends
	
	

	
	Health (Pediatrician, Family Doctor)
	
	

	
	Substance Abuse Treatment
	
	

	
	Juvenile Probation
	
	

	
	After School Programs, Clubs, Camps, 4-H, Etc.
	
	

	
	Vocational (Training or Schools)
	
	

	
	Other
	
	


Caregiver and Family History:

1. Who is the Child’s Legal Guardian? __________________________________
Address: __________________________________________________________________________________________________________________________________________

Phone: _____________________________________________________________

2. Who Does the Child Live with?   If the Same as Above, Leave Blank:_______________________________________________________________
Address: __________________________________________________________________________________________________________________________________________

Phone: _____________________________________________________________

3. What is the Caregiver’s relationship to the child? _____________________
In the Child’s Biological Family (Biological Should be Considered to Include Parents, Siblings, as well as Grandparents, Aunts, Uncles, and Those Related by Blood, NOT Marriage).  Has any of the Following Occurred?  Circle all That Apply.

	Domestic Violence in a Home Where the Child has Lived.
	Mental Illness of a Biological Parent
	Mental Illness of Another Biological Family Member

	Biological Parent has been in Jail or Prison
	Another Biological Family Member has been in Jail or Prison
	Biological Parent has Problems with Alcohol or Drugs

	Other Biological Family Member has Problems with Alcohol or Drugs
	Other:
	Other:


4. Is the Child Currently at Home, in a Hospital, in a Residential Treatment Facility, or in another Out-of-Home Placement?
Please Circle:

HOME   

PLACEMENT OUTSIDE OF HOME:_____________________

If Out-of-Home, how long has the Child Been out of Home? ______________
Presenting Problems:

1. Circle all of the Problems Your Child is Experiencing Now:

	Sad or Depressed
	Anxious/Nervous
	Hurts Self
	Suicidal Ideations
	Suicide Attempt

	Physically Aggressive
	Verbally Aggressive
	Physically Hurts Others
	Has Sexually Hurt another Child
	Cruel to Animals

	Hyper-Active
	Inattentive
	Problems at School
	Truancy
	Low Self-Esteem

	Psychosis
	Sexually Acting Out
	Eating Disorder
	Sleep Disorder
	Avoids Social Situations

	Problems with Peers
	Runaway
	Fire Setting
	Crime with Police Contact
	Drugs/Alcohol

	Other:
	
	
	
	


2. Has Your Child EVER Experienced any of the Following?  Circle all that Apply.

	Psychiatric Hospitalization
	Neglect
	Physical Abuse
	Sexual Abuse
	Verbal Abuse from Someone Else

	Attempted Suicide
	Sexually Abused another Child
	Runaway
	Other:
	


3. What is/are Your Child’s Diagnosis/Diagnoses? ____________________________________________________________________________________________________________________________________

Date of Diagnosis/Diagnoses: ____________________________________

4. Has Your Child Ever been diagnosed with Intellectual or Developmental Disabilities?

YES______

NO _______

If yes, is it:
MILD


MODERATE


SEVERE

5. Has Your Child Ever been diagnosed with Autism?   YES____  NO____

6. Does Your Child Have Any Physical Problems such as Asthma, Migraines, etc.?


YES ________

NO________
List Problems: ____________________________________________________________________________________________________________________________________
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