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

MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Ages 13 — 20 years

Check all answers that may apply. This form may be filled out by the patient, parent/qguardian or health

care provider.
Do you have trouble paying attention? ............. SR TURUURIR 4 Yes
Do you often:
Feel distrustful of others? ...........ccccocovee o, [] Yes
Have strange thoughts? .............ovviiiiiie oo, 1 Yes
HEAr VOICES? ..o, [ Yes
Have to do things the same way or keep repeating them? .......... [ Yes
Do you have problems at school with:
BERAVIOI? ... i e [1Yes
GrAUES? . eeiiiiviiiie et e et []Yes
SKIPPING ClasSeS? ....ccoiiiiiiiiiieect et [] Yes
Do you worry about your: :
EatiNg? ..o [] Yes
SIBBD 7 o [] Yes
VBIgNt? e [] Yes
Do you have trouble making or keeping friends? .......... e []Yes
Do you often feel: A
SAU? e e []Yes
ANGIY? oo e s [ ] Yes
Nervous or afraid? .............oceeeeveneeeennnnn, et e, [ ] Yes
Have you.thought about or done any of the following: :
DeStroy Property? ..oooevociveii e [ ] Yes
HUr @nimals? ..o..ii e e [1Yes
SEEfITB? oottt [ Yes
Listen to music with violent message'? ....................................... ] Yes
USE @ICON0IT 1ouviee ettt e ] Yes
USE IUGS? .o eeeeievi ettt et et ] Yes
Smoke Cigarettes? ........cooiiiiiiiiiie e [ Yes
Sex without protection? ...........cocovvveeveeeeiiiieeee i) s []Yes
Suicide attempt? ... e ] Yes

Continued on back —>

MARYLAND HEALTHY KIDS PROGRAM
Maryland Department of Health and Mental Hygiene HealthChoice and
Acute Care Administration, Division of Children's Services

https://mmep.dhmh.maryland. gov/epsdt

1 No

[ JNo -
[JNo
CINo
[ 1No

[INo
[TNo
[ INo

[INo
[ INo
[INo

[ No

I No
[ INo
[ No

[TNo
[JNo
[ INo
[1No
[INo
[INo
] No
I No
[JNo

2014



MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program

Page Two
Is there a history of injuries, 8cCIdENtS? ........c.vvvvvieeeeeeieeiereenernnns .. [1Yes [INo
If yes, please specify:
Is there any history of maltreatment or abuse? ..........covooeiviiiiveeeiinnn, [JYes [JNo

If yes, please specify:

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

Birth of @ child? ..o e e e [JYes [JNo
MOVING? <ottt e e e [JYes [JNo
DIvVOrce or Separation? ..........c.cooevroe oo e e eecer e [JYes [JNo
Death of @ close relative? .........c.oeevivuee e [JYes [ ]No
Fired orlaid off? ......oooviiee e [(JYes [INo
Legal problems? ..o [(JYes [INo

Others (Please specify):

Do you have other parenting CONCEIMS? ...ovevveriv e [lYes [[JNo
Please specify:

Provider: Give details of all Positive findings.

Provider's Signature Date
Provider's Phone: (_ )/ / :

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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