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Screening Information Form
Section I: Youth Information

Youth 1D Sex: D1 Female 1 Male

Age: Grade: 36 7™ 018™ 39" D 10% 311™ 312%™ 3 notin Schoot

Interview Date: S/ ! Interview Tumne:

Section I1: DPS Sumimary Report
Circle version:  Computerized  Paper/Pencil

Computer Used: Language Used: [ English £ Spanish

U ——————

Health Information: Clinically Significant Information:

Vision Problems O Yes TONo (223: Suicide Ideation {past 2 months): 1 Yes [INo
Dental Problems ™ Yes O No Q24: Suicide Attempt {last year): O Yes ONo
Hearing Problems M Yes 0O No Q48 Been to see someone at hospital/elinic: 0 Yes O No
Present {DPS Positive} Sympiom Screens: Impairment Information:

{3 Social Phobia £ PRESENT T ABSENT

{1 Panic 1 Aleohol Abuse (1 Feeling Anxious or Worried

(3 Generalized Anxiety 073 Marijuana Abuse 3 Feeling Sad or Depressed

O Obsessive Compulsive [ Other Substance Abuse 3 Your behavior

] Depression ¥ Aleohol or Drugs

£3 Other things you did
Total DPS Symptom Score: Total DPS Impairment Score:

Clinical Evaluation Is Indicated When:
s Either of the suicide items have been endorsed (*Clinically Significant Information” above; OR ...
» A Specific Disorder is PRESENT' in Symptom Scale AND Tutal DPS Impairment Score »=6* OR ...
»  The Total DPS Symplom Score >= 9 AND the Total DPS Impairmemnt Score >=6*
* Ymparment nzed not be taken into account for alcohol, marijuana or ather substances.

CHECK Screen Resulis/Next Steps:

1 POSITIVE DPS SCREEN/ Climical Interview Indicated > Complete Sections TIL IV & V
1 NEGATIVE DPS SCREEN/ Clinical Interview Not Indicated - Complete Secton {11
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Section 111 Post DPS Interview

During the mterview, did any thoughts, ideas, or concerns come up that you would like to talk about?
T Yes O No

*Optional ¥ Or any other requests or needs such as tutoring, after-school programs, mentoring programs, etc.?
{tailor according to resources available/profile of youth)

ADD DEBRIEFING LANGUAGE (SCRIPT) FOR DPS POSITIVE AND NEGATIVE YOUTH — i.e., Thank
you for participating, you are free to go back to class....invited back to speak with health specialist....a little
about the negative or positive resuits efc...

Post-DPS Interviewers Printed Name:

Post-DPS Interviewers Signature/Date:

STOP HERE IF YOUTH WAS NEGATIVE ON DPS SCREEN & DID NOT REQUEST
TO SPEAK WITH A CLINCIAN

HAVE CLINICIAN COMPLETE SECTION IV & V IF YOUTH WAS POSITIVE ON
DPS SCREEN OR REQUESTED TO SPEAK WITH A CLINICIAN

20f9



Section I'V: *Clinical Interview & Referral Date of Interview: /|
Momh Day  Yesr

Reason For Clinical Interview: Youth was seen by clinical staff as part of the TeenScreen Program due 1o
& Results on the DPS Screen

24 Request by the youth to see a chinician

a Other

Clinical Instructions

2 Review ‘YES’ Answers from Positive DPS (or Possibly Positive) symptom screen(s)
— AND --

o Fill out appropriate Symptom Checklist(s) to explore whether youth deems further
evaluation and/or treatment

Symptom Checklist for Clinician Evaluation

Please check Yes (Y) if present, No (N) if absent, or Dar't Know (DK) if vou didn't ask abour the sympiom or disorder

v |~ | bk | Criteria for Social Phobia:

Marked and persistent fear of »= 1 social or performance situations when exposedt 1o nofaritiar people or possible scrutiny

Fear occurs in peer setting, not just interactions with adulis.

Exposure 10 feared soctal situation provokes anxiety (may be expressed by crying. antrums. freczing or sheinking from sociad
situations.

Feared siations avoided or endured with intense anxizty and distress.

Avindance or distress from feared situation{s} interferes significantly with normal routine, acadermsc functioning, social activities
o relatienstups, or there is marked distress abowt having the phobia,

Sympioms present for ot 1east 6 months.

NOTES:

v | ~ | pg | Criteria for Panic Disorder: Both { and 2¢

P Recurrent unexpected Panic Attacks: Discrete period of intense fear or discomfort, i which = 4 of the following
sympioms develeped abrupidy and reached a peak within 10 minuces:

4} Palpitations, pounding heart, or avcelorated heart rate
bt Swealing

<) Trembling or shaking

dr Sensations of shormess of breath or smotheving

e} Feeling of choking

3 Chest pain or discomfont

£ Nauses or shdominal distress

hy  Feeling dizzy, unsleady, lightheaded or faim

i} Dersalization (feelings of unrenlity’ o depersonalization éheing detached from oneselN
1+ Fear of losing control or poing crazy

Ry Fear of dving

I Paresthesias (number or tingling sensations}

mi Chills or bt flushes
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21 Atleast one of U antacky has besn followed by at ieast | month or one or more of the following:

wl

ay  Persistent concern about having addidonal mracks

by  Worry ghout the impileations of the attack or its conseguences {g.g., losing conereld, “going crazy”)

¢) A sigpificant change 1 behavior related o the aitacks

The Parie Attacks are not due to a pensral medicad conditions {e.g., asthma)

we

NOTES
¥ | N | pk | Criteria for Generalized Anxiety:

Excessive anxiety and worry more days than not for at least ¢ months, about a numcher of evenss or activities.

The person finds i difficult to comrnt the worry,

The anxiety and worry are associated with >= 3 of the following symptoms (if over age 12) with at least some symploms present
for more days than not for the pust 6 months:

ab  Restlessmess or feeling keyed up or on pdge
b} Being easily fatigued

¢l Difficelty concentrating or mund going blank
&y muabiliny

e} Muscle tension

5 Sleep disturbanc

The anxiety, worry of pluysical symptosms cause clinically significant distress or impairment in social or academic functioning,

N

NOTES

v | ~ | px | Criteria for Obisessive Compulsive Disorder:-

Either ohsession or compulsions:

Obsessions defingd by 1, 2.3, and 4:

1} Recurrent aid persistent thoughts, impulses, or Bnages that are experienced as intrusive and inappropnate and that
cause marked anxisty o7 distress

23y The thoughs, impulses. or images are not simply excessive worties about real-life problems

ik

3 The person attempls (o 5gnore or suppress such thoughts, impualses, or images, ar {0 neutradize them with soms
otirer thought o action

4y The persen recognizes thal the absessional thoughts, impulses. or images are a product of their own rmind

Compulsions defined by 1 and 2

) Repedtive behavior {e.g., hand washing, ordering. checking) o7 1mental acts {e.g., praving. counting, repeating
words stentiy’ that the person feels driven to perform in response 1o an obsession. or according 1o rules that must
be applied rigidly

21 The behaviors or mental acts are asmed at preventing or reducing distress or preventing some dreaded event or
situation; howsever, they are not connected in a realistic way with whai they are designed to neutralize or prevent
or arg clearly excessive

The oBsessions or compulsions causa marked disiress, are time consuming ¢ take > 1 hour'days, or sigrificantly interfere with the
persoa’s sormal rowting, academic functioning, or usual social activiues or relationships.

Criteria for Depression:

Depressed mood most of the day, nearly every day.

britable tmood most of the day., nearly every day

Markedly diminished interest or pleasure in all, or almost all, aclivities most of the day, nearly every day.

Sagmificam weight loss when not dicting. o7 weight increase, or decrease oF increase in appatite nearly every day

4of 9



Insomnia or hypersomnia newrly cvery day

Pavchomotor agitation o retardation nearly every day (observable by others, not merely subjective feelings of restlessness or
being stowed down).

Fatigue or loss of energy nearly every day.

Dimnished ability 10 think or concentrate, o indecisiveness, nearly every day.

Recugrent thoughts of death (not just fear of dying), recurrent suicidal rdeation without a specific plan, or a suicide atiempl or a
specific plan for comumitting suicide.

Svmpteis have been present during the same 2-week period.

Symptoms represent o definite change from previous funetioning.

At least une of the symploms is either depressedfimitable mood or wnhedonia,

The symproms cause clinically significant distress of impairment in social. necupational, or sther important treas of Binctoning.

Criteria for Dysthymia:

Depressedzisritable mood for most of the day. for more days than not, for at least § vear,

While depressed, poor appetite or overeating.

While depressed, insomnia o hypersomnia,

While depressed, low energy or fatigue

While depressed, low self-csteem

While depressed, poor concentration or difficulty making decisions.

While depressed, feelings of hopsiessness.

During the 1-year period, the person has never baen without the symptoms for more than 2 mouths &t ot

The symptoms cause elimcally significam disteess ot impairient in social, occupational. or other Taportant arsas of functioning.

Psychobic features.

Aypical featares.

NO

-

TES

N

DK

Substance Use:

Aloohol {lifenms)

Aleohol ftast veary . Specify amount

Alvahol (ast 4 weoks) .. Specifv amount

Marijuana (lifetune)

Marijuana flast veary ... Specify amount

Marijuana (last 4 weeks) .. Specify amownt

Other Substance (ifetime) ... Specify which sibstancel(s)

Other Substance (st vear) . Specify amoin

Other Substance {last 4 wesks) ... Specify ameon

NO

Criteria for Abuse: Alcohol/ Marijuana/ Other Substance

A maladaplive pattern of substance use leading to clinteadly significant impairment or Gisiress within 2 12-month period.
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Recwrrent substance use resulting in a failure to fulfill major role obligations at school, or home {e.g.. repeated absences or poor
sehiool performance related to substance use; substance-related absences, suspension or expulsions).

Recurrent substance use in situations in which it is physically hazardous (e.g.. driving an automobile)

Recurment substance-telated legal problems (¢.g., arrests for substance related disorderly conduct}

Continued substance use despite having persistent or recumvent socsal or interparsonal problems caused or exacerbated by the
effects of the substance (e.g., arguments about consequences of intoxication, physical fights)

The symptoms have never met the criteria for Substance Dependence {or this class of substance.

NOTES:

Suicidality acknowledged during the clinical interview:

fdeation: [ No
Atterapt: (0 No

1 Yes
03 Yes

o If YES, Fill out SUICIDE CHECKLIST

Note: Parents must be informed of serious and recent suicide ideation and legitimate past attempts.

Suicide Checklist for Clinician Evaluation
Please check Yes (Y if present, No (N} if not present, and explain positive item
[please distinguish between current {past 4 weeks) and lifetime)

1. Serious thougﬁs about kiliing self

3. Significant swicide ideation (everyday for one
week) in the past year

a. onset {(when began/when ended/when last) & when
b. frequency (how often, daysiwk) b. frequency
. plan 4. Any other ideation
. intent (thoughts plus wish to die) a. when
2. Any thoughts about killing vourself b. frequency

4. onset {when hegan/when ended/when last)

¢. nature/ description

b, frequency

<. plan

Hras

d. intent (thoughts plus wish 1o die)

A

1. Tfmughts about death

a

i g K ;
desire to fall asleep and never wake

ST i

4. Wishor
up
a. onset {when began/when ended/when lasn a. onset{when began/whan ended/when last
b. frequency thow often, days/wk) b. duration

c. daration

¢. frequency (how often, days/wk}

(2]

. Thoughts about people who have died

5. Wish that you were dead

. opset {when began/when ended/when last)

a. onset{when beganswhen ended/when Jast)

b. frequency (how oflen. days/wk}

b. durafion

<. duration

3. Thoughts aboul the experience of being dead

a. onset {when began/when ended/when last)

b, frequency (how often, davsrwk)

©. duration

Past history

of su

. Number of attempts

attemy

i

1sc1<§srin.("0f' 'zh‘(;uéht:s o kil seiffv

. Date/time of last attempt

] b =

9. Specific plans

. Method employed {more than one?)

10, Attemnpts to concenl

death)

4. Intent (betief thay your action would have led o your

11, Preparation for death( token items, notes)
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v

3. Sressors/ Mood prior 10 attempt{same day/saine 12, Diclosurefdiscovery of failed auempt
week)

6. Subslance use ust prior W auempt 13 Lethality of attempt

7. Suicidal thoughts prior to attempt g

Summary of Suicide Risk Assessment:

History of Presenting Problem:

Current Psychosocial Stressors:

Past Psychiatric/Medical History (Include Medications):

Currently seeing a mental health professional? [J Yes 7 No
If yes, for what?

Family Psvchiatric History:

Diagnostic Impression:

CGAS score (at present):
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Referral Recommended for Clinical Reasons: £} Yes O No Emergency/Crisis: 0 Yes O No

Description of referral recommendation OR reason(s} for No Referrak:

Youth Response to Referral: T Accepted O Denjed T Undecided O Already In Treatment [ N/A

Summary:

Clinicians Printed Name:

Clinicians Signature and Date:
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Section V: Case Management & Follow-up Case Mgt. Date (begany: ___/__ /1 __

Month  Day  Year
Parent Response to Referral: [ Accepted O Denied (J Undecided O Youth Already In Treatment T N/A

=1 Appointment: Date of Appointment: Kept: (3 Yes O No

Referral Setting/Type of Treatment Environment(s) — Check atl thar apply since the Date of Case Mgt. Date:

T3 School-based Services T Community Mental Heaith Center (CMHC) Outpatient Services
T3 Private Outpatient Care 3 Inensive Quipatient Program (IOP)
3 Emergency Room 3 Mobile Crisis

0O Partial Hospital Program O Inpatient Unit
03 Hospital-based Psychiatric Clinic (outpatient)
3 Other - Specify:

Additional Case Management Notes:

Case Managers Printed Name:

Case Managers Signature and Date:
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