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INSTRUCTIONS

Please check Yes or No for the following questions. Then, follow

the arrow by your answer to go to the next guestion.

: have you had trouble seeing
(even with glasses)?

O ves P 1 A Have you seen a dector about this?
O weo O res
v | O e

O ves P LB Wove you sévn s dotor shait this?

O ne Q ves

v @LL]
During the past 3 month

have u had trouhls with
your testh or gums! O s B 33 Have you saen a deditist abaut this?

O e QO res
v ' O wo

... GO ON
TO THE NEXT PAGE |
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INSTRUCTIONS
™~

Please answer the following questions using the vating scalé provided.
Chack the circle that best describes your answer. T hen, follow the

ATTOW MEXL L0 your answer to go o the next quesrian.

ne the past 3 months, how much of a problem
have you had with feeling nervous or afraid?

PROBLEM

sushr O
o PROBLEWM

g weowm O
@Y ProsLiM |
BAD
pnamm

i NO (| P G0 BN TD THE NEXT PAGE

Please answer guestions 4a vhroagh 4e. -

~ Are you so concerned about this tiat you
'@ think you should get help? O vis

O e

4 Have you seefl a'mental 'haﬁﬁi*ﬁrn‘fusiroﬂal

h like a eounselor, sticial worker, psychalogist,
or psychiatrist for-hetp with this prabliem
during the past 3 months? O vEs

QO v

VERY BAD
PROBLERM

4 Do you have aﬁ"appniﬂ?fm'ent--'sEﬁﬁd‘uTe-d to
see a professional about this? O ts

GO OK
TO THE NEXT PABE
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Buring the past 3 manths, how much ef a prablem have you
had with doing less with other pecpie and withdrawing more
and more inte yourself?

1

3

2

NQ O

PROBLEM

SLIBHT O
PROBLEM

MEDIUM O
PROBLEM

4

m O

PROBLEM

S A |

VERY BAD O

PROBLEM

P GD ON TO THE NEXT PAGE

Please answer guestions 5a shrough Se.

think you shenld get help?

during the past 3 months?

see a professional about this?

5 Are you sa cancerned abent tiis that yau
a

QO ves
O %

5 Have you saen & mental haalth prﬁiess{ﬁnal
b ~like a connselor, secial worker, psychilagist,
ar psychiatrist for heip with this problem

O ves
O no

5(: Bo you have an appaintment sche ﬂjt'arl:eﬂ to

O s
O %o
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GO ON
TO THE NEXT PAGE
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yau ‘h d.'mth feel'ingmhaap? or sad?

wa O
| i PROBLEM
_________w—————————

1

i om—

B very sap O
PROBEEM

2 SLIGHY O
PROBLEM 1

3 .

W propiem |

|W

8o O
PROBLEM

P GO OR TO THE NEXT PAGE

hew much ef a prablem have

| Please answer guestions 6a through 6r.

L Are you so coneerned about this rhht you
LFA think vou should gat help?

6 . Have you seen a mental heatth protessional
| b Jike a coupselor, social worker, psycholngist,
or psychiatrist far help with this‘probism
. during the past 3 months?

5 ~ Do you have an appointment schedaled to
€ soe 2 professional about this?

O i
O s

O ves

O N

O ves
Qo

CALUMEIE HEALTH SGAETH

GO OR
TO THE NEXT PABE



3 months, how much of a problem have you

had with I-usmg your temper, being in a bhad meod, or having
little things make you mad or upset?

1 ND O
B rrosLEm

e e

sugnt O
PROBLEM

3 meoium O |
PROBLEM ] -

4 BAD O
PROBLEM

|

. VERY BAD O
PROBLEM

P GO0 ON TO THE NEXT PAGE

Please answer guestions 7a through 7e.

Are you so toncernsd about tis lﬁh-ﬁ'ﬂnu
8 think you showli get halp?
' O Yes

O we

7 Have yon séén a meital health professienal
h like a counselor, sacial worksr, psychologist,
or psychiatrist for hielp with this problem
during the past 3 months?
O ves

O &

Do you have an appointment sshediiled to
'€ see a professional about this?

O ves
O W

GO ON
TO THE NEXT PAGE
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ring the past 3 months, how much-of a problem haﬂfe
yau hatl wﬂh drugs or alcshol or bath? '

I - QO | » 5o on To THE NEXT PARE

PROBLEM
.

| sigar O
PROBLEM
® minon O |
J Propiewm | |

Please answer giesrions 8a through 8¢,

. Are you so ¢oncarned ah unﬂﬁis t’lﬁi you

S a think-you should get help? -
O ii;'r.-'s
BAD O | F.
PROBEEM O ko
r.—..—_m
5 :i%:&in? -t ; b Have you seen a-mental hes ;m“;prnfaasmnai

like a counseler, social wirksr, psychulogist,
or psychiatrist for help with this prohlem
tluring the past 3 manths?

O ves

O na

' . Do you have an appointmentscheduled to
D C see a professional abeut this?
O s

O o

@0 oN }
TO THE NEXT PAGE
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9 During the past 3 menths, how much of a problem
have you had with getting aleng with your friends?

4
3

ND O

PROBLEM

1

sueny O
PROBLEM

MEDIUM O
PROBLEM

P> GO ON TO THE NEXT PARE

4
3

BAD O

PROBLEM

VERY BAD O
PROBLEM

Please answer guestions 9a through 9r.

- Are you ss concerned about this that you
J A think you shoutd get hatp? ,
. O vEs

O #o

- Have you seen a mental health professienal
o * h tike a connselar, social worker, psychologist,
‘or psychiatrist for help with this problem
daring the past 3 months?
O vEs

O no

(M Do you have an appointment scheduled to
JC see a professional ahput this? '
O tes

O no

&0 ON

TO THE NEXT PAGE ’
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INSTRUGTIONS

N
Please gheck Yes or No for the following questions. Then,

follow ihe arrow néxt to your answer o go to the next question.
10 b e .past 3.meaths, have you thought of killing yourseif?
O YES (O ND ) £0 ON TO THE NEXT PARE
v

Please answer guestions 102 through 10g.

1B
§ et Are you still thinking of killing yourseli?

Cvyes O no
b‘ Have you often thought of kitBng yoursalf?
' Oves OnNo

E
c Have you thaught seriously about killing yoarself?

Oy¥es O no
Have you been thinking about killing yanrseld

i far a long time?
O YESs O WD

Are you s cancerned about these thoughts that
yoo think you should getfelp?

O YES C ko

Have you sezn a mental health professional Uke
a ceunselor, social worker, psychelugist, or
psyehiatrist for hieip with these thoughts during

the®past 3 months?
| Ovs Qwno

: Do you have an appintment scheduied to see
@ a professional far help with these thoughts?

O YES O N

GO BN
TO THE NEXT PAGE
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11 Have you gver tried to Kifl yoursel?
QO YES (O NO P 0 ON TD THE NEXT PAGE
v _

Please answer guestions 11a through 114,

1 13 Have you tried to do this in tie last 3 months?

OYEs QO No

1 " b Ara you so concerned about this that you think

you should get help?
OYes QO Ko

'I ‘l Bave you seen a mental health professionat
C like a counselor, social worker, psychelogist,
or psychiatrist for help with this during the

past 3 months?
OvYESs (O NoO

‘l ‘I Do you have an appointment schaduled io
tl see 2 professional for help with this?

O YES O No

GO ON
TO THE NEXT PAGE
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INSTRUCTIONS
™~

Thank you for compieting the Columbia Health Screen. Please sell
us what you thought of the sereen by answering the following questions.
Check the circle that best describes your answer.

1 Do you think this questionnaire is too long,
too short, or just about right?

TE0 jusT Tﬂﬂ O
I.GHG RIBHT SHORT

‘I ) Do you think this guestionnaire is interesting,
¥ horing, or neither one?

1.of2..03..0
INTERESTING {l-fheg MEITHER &0 BORING

'l. ‘Now that you finished this questiannaire, do you
feel more comfortable, more upset, or about the
same as you did befere you started this questioanaire?

MDRE Asouro & wore O
GUMFEIRTABI.E THE SAME || @t

sToP SR
YOU'RE DONE! Y

COLUMEBIA HEALTH BLHEEN b 11



L

Section V: Clinical Interview & Referral Date of Interview: _ /  /

Reason For Chnical Interview:
O Positive CHS Screen
L Youth request
O Referred as a result of debriefing interview
L3 Other

1  Assess depression and suicidality for every youth
3 Follow-up screening results using Symptom Checldist{s) as guides to explore
whether youth needs further evaluation and/or treatment

\
Depression:  Ask about duration, persistence, and severity of symptoms
Low Maod: - Guilt / Worthlessness:
Irritability: Hopelessness:
Lack of pleasure / Interest: Fatigue / Loss of ensrgy:
Sieep Disturbance: Decreased concenttation / Indecisiveness:
Appetite / Weight change: Agitation / Retardation:
Suicidal Ideation
Thoughts of killing self: Onset, frequency, recency:
suicide plan / Methods associated with thoughts: Strength of infent / Wish to die:
recipitants/ Triggers of suicidal ideation: Deterrents to suicidal actions:

“houghts of death (e.g., Wish were dead, never wake up): Onset, frequency, recency:

2704



g Columbpia University
@ TeenScreen Program

Merstal Healih Check-ups for Vouth

Screening Summary Ferm (CHS)

Section I: Youth Information

Youth 1D:
Age:
Date: / /

Sex: [ Female ) Male
Grade: O 6" O7 gt Do
010" 311" 012" O NotinSchoa!

Section Il: CHS Summary Report

1 Vision problem / 1 Hearing problem / 03 Dental problem /
hasn’t seen doctor hasn’t seen doctor hiasn’t seen dentist
Q.4 Nervous Q.9 Friends O Want Hélp (é)

0 BadProb. [ Very Bad Prob. [0 Want Help (a)

Q.5 Social Withdrawal
3 BadProb. [ VeryBadProb. 0 Want Help (a)

Q. 6 Unhappy
0 BadProb. (3 VeryBadProb. O WantHelp (a)

Q. 7 Irritable
3 BadProb. {3 VeryBadProb. {0 WantHelp (a)

Q. 8 Drugs/ Aleohol
3 BadProb. [1 VeryBadProb. {3 WantHslp (a)

Q.14 Reaction I More upset

Q.10 Suicidal Ideation (3 Yes O No
Q.11 Suicide Attemptever [ Yes [J No

Section Il: Screening Results & Next Steps
Positive screen if any one of these is checked:
Q. 10 or Q.11 = YES (Suicide [deation or Aftempt)
Any Question Qs. 4a thru 9a = Want Help ()

3 Qs. from Qs. 4 thru 8 = Bad or Very Bad

Q. 14 = More Upset

QQaOooaa

Youth refuses to answer Q(s).

927104

Youth requests / program staff recommends clinical interview

n#aaclo.l...!.i.....lllotolin--
Screen Results/Next Steps:
O Positive screen:
Requires clinical
mterview

O

Negative screen;
Does aot require clinical
inferview

l.....'..l'i...."..'.l.'
AFEH A BLEHLDREORIPOPOINRPE

..l‘..ll.‘l...........l.....'I...-




Suicidal Bebavior

Number of attempts / self-injurious acts in Lifetime: o

Most RECENT Suicide Attempt Mogst SERIOUS Suicile Attempt
Date Date
Method: Method:
Planned / Impulsive: Planned / Impilgive: .
Ceriainty action would result in death (Intent): Certainty action wauld result in death (Intent):
Disclosure / Discovery / Stopped self: Disclosure / Discovery / Stopped self:
Lethality / Medical attention: Lethality / Medical attention:
Stressors / Mood just prior ta attempt: Stressors / Mood just prior to attempt:
Substance use just prior to attempt: Substance use just prior jo.attempt:

Summary of Sujcide Risk Assessment:

Notes on Other Problem Areas:

Current Psychosoeinl Stressors:

Current Medieal Conditions / Medications :

Psychiatric History / Significant Medical History:

Diagnostic Impresgions:

S2THOA



Currently seeing a mental health professional? (O Yes [ No Future appt. scheduled? (J Yes O No

If yes, for what?
Referrsl Recommended: [ Yes (JNo Emergency/Crisls: [ Yes I No

Reasons for Referral or Non-Referral:

Youth’s Response to Referral: (3 Accepted [ Denied [J Undecided O Already In Treatment [J N/A

Clinician’s Printed Name:

Clinician’s Signature: Date:

Section VI: Case Management & Follow-up

Date of Initial Contact with Youth:___ / / ____ Date of Initial Contact with Parent.___ /

Parent’s Response to Referral: [J Accepted (0 Denied (I Undecided (3 Youth Already In Treatrnent

Initial Appointment Scheduled? 0O Yes O No Date Scheduled:

Youth Kept At Least One Appointment? [JYes O No Date First Seen: _ _/

— e e e —

Initial Treatment Provider:

Services Recelved Check all that appiy:

3 School-Based Services 0O Community Mental Health Center (CMHC) Outpatient Services
3 Private Qutpatient Care O Intensive OQutpatient Program (IOP)

() Emergency Room 0O Mobile Crisis

03 Partial Hospital Program (3 Hospital-Based Psychiatric Clinic (outpatient)

T3 Inpatient Unit 3 Other-Speeify:
Date Case Closed: /[ Date Closing Latter Sent to Parents:  / /

Reason for Closure:

Additional Case Management Notes:

Case Manager’s Printed Name:

Case Manager’s Signature: . _Date:

N



