Peble Creek Counseling Cemter
494 Bast 2400 North Suite B

Tooele, itk 84074

Fax {435} 249-0360

Patient Information and Consent for Services

Client lnfom?fion s :
Client Name: | DOB: Gender | | 88N 7
Address: City: stete: | Zip: B
! Home Phone: | cell: | Work: Ermail
Emérgency Contact: Phone: o
' Primary Physician: | | Phone: o

_Parent / Guardi |an Information (Leave blank i client is an adult. Loave address/phone numbers biark i they are the same as the client}

* Parent( )Name |

Home Address

City:

| Cel:

Home Phone

Work:

Emaaz

Responsible Party information [The person responsibie for paying the patient portion of the Gill fleave blank if same as ciient or parent sections)]

i\éame . DOB:
' Home Address: City; | State: Zip:
Heme Phone ‘ Cell Work: Email:

_Insurance Informatmn {Primary Insurance)

Primary insurance: Policyholder Name:
Company Address: . Policyholder DOB: - T
City: | | State: |  Zip: | Subscriber |D#: T
Company Phone: Group # T
Employer: SSN#:
Insurance Information (Secondary Insurance) | - e
anary insurance: Policyholder Name:
: Csmpar)g_f\dd;ess_._ _ Policyholder DOB: B
Cw N "'§T"State: | E Zip: | Subscriber [D#: . h
__Compan{( Phone: Group #: o
ég_gpp?oyen | SSN# ‘ m B i

The intent of Pebble Creek Counsefing is to provide the best possible services based upon a collaborative assessment of your nieeds and goals. The
treatment or services you receive are intended to improve your heaith and overall quality of life. Because of 2 variety of factors, & certain outcome or
benefit cannof be guaranteed. You have the right to raise questions about services or fo seek 2 second opinion at your expense. You also have the
right to withdrawal from services at any time. In signing ihis form you agres to participate in your freatment and you authorize payment for these
services. i you have any questions regarding this form at any point, please discuss this with your therapist.
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Pebble Creek Counseling Center
494 BRLC 2400 Morth Suite B

Toovele, Utah gaeo74

Fox (435} 249-0360

Patient Information and Consent for Services

Billing and Payment
Payment is required et the time of service. f we will be billing your insurance provider for services, co-pays and co-insurance are required at the time

of service. If you have 3 high deductibie that has not besn met, you agree to make payment of expected bill at he fime of service. You are
encouraged to contact your insurance provider to undsrstand your benefits and to obtain any required authorizations for mental health, We will bit
your insurance provider for services, work fo obtain authorizations as needad, and work to cbtaln reimbursement from your insurance or ofher
funding sources, However, please be aware that some services may niot be coverad by your insurance. In alf cases payment is your final
responsibility. if your insurance denies payment for services, you will be responsible. Iif insurance is covering part or all of YOUr services, you agree o
notify us of any insurance changes when they oocur,

Your appointment time is reserved for you. If ¥ou cannot make a scheduled appointment please call to cance! or re-schedule at least 24 hours in
advance. If you do niot callf or call less than 24 hours in advance 1o caricel or re-schedule you will be billed a missed appoiniment fee, which must be
paid prior to scheduling another appeintrent ¥ you miss two appointments without cafing fo cancel, or i you consistently cali fo cancel or
reschedule appointments, we reserve the right to ferminate services.

If you have guestions regarding payment or billing, please discuss these with us and we will work o &y to help you in whatever way we can: By
signing this authorization, you are acknowledging and agreeing to the following: Should collection become necessary, | agree fo pay all attomsy
fees, court costs, filing fees, and all collection costs not o axceed 40% of the amount owing which may be assessed by any collection agency
retained to pursue the matfer. | further agree fo pay a finance charge of 1.5% per month {annual percentage rate of 18% per year) of the unpaid
balance. | authorize this agency to call on any phone number | provide for any lawfuf purpose.

Fee Schedule
{ inifial Evaluation 175 hr
individual / Farnily Therapy $130/hr | $100/45 min $60 7 30 min
Group Therapy 240/ hr
Court Letfers $80/ b
Court Apoearances , $20G { br (inctuding travel time, watt time and actual time in court)
Missed Appointment Fee $25
Retumned Check or Declined Cradit Card Faa $25
Privacy Policy

** | acknowledge that | was offered a copy of Pebble Creek Counseling’s Privacy Policy. 1have read and understand this privacy nofice, and
lunderstand my rights conceming the use and disclosure of protected health information. {Inifial)

Text ! Email Authorization
You have the right to receive or ransmit Personal Health information (Pt} via unsecure methods, such as text messages and emails, though itis

not advisable, as information may be accessed by third parties. i you would like to communicate via text or email regarding scheduling
appointments or for other issues, you may authorize it

o

% | understand that text messages and emails, reiated fo the scheduling of appoiniments and cther issues, are unsecyre and e privacy of
information transmitted cannot be guaranteed, | understand that | may ferminate this authorization at any fime.
< {Initial] | authorize the use of texts, ol {Initial} 1 authorize the use of emails.

By signing befow, | hereby acknowledge that | have read, understand and agree to these terms and consent io mental health treatment.

Client Signature (if over 18); Date:

Parent/Guardian Signature {if under 18):; Date;

2015Feb
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Pebble Creek Counseling Center

Notice of Patient Privacy Policy

This notice describes how medical information about you may be used and disclosed and how you can get access to this
information. Please review this notice carefully.

Your health record contains personal information about you and your health. This information about you that may identify you and that relates to your past, present
or future physical or mental health or condition and refated health care services is referred te as Protected Heaith Information ("PHI"). This Notica of Privacy Policy
describes how we may use and disclose your PH! in accordance with applicable law. [t also deseribes how you may aceess and contral your PHE

We are required by law to maintain the privacy of PHI and {o provide you with notice of our legal duties and privacy practices with respect to PHI. We are required to
abide by the terrns of this Natice of Privacy Practices. We reserve the right to change the terms of our Nefice of Privacy Praciices at any time, Any new Notice of
Privacy Practices will be effective for all PHI that we maintain at that time. We wili provide you with a copy of the revised Notice of Privacy Practices providing one to

you at your next appeiniment.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU
For Treatment Your PHI may be used and disclosed by those who are involved in your care for the purpose of providing, coordinating, or managing vour health
care treatment and retated services. This includes consultation with clinical supervisors or other treatment team members. We may disclose PHI to any other

consultant only with your authorization,

For Payment. We may use and disclose PHI so that we can receive payment for the treatment services provided (o you. This will only be done with your
authorization. Examples of paymentvelated activities are: making a determination of efigibility of coverage for insurance benefits, processing claims with your
insurance company, reviewing services provided to you to determine medical necessily, or undertaking utilization review activities. If it becomes necessary fo use
collection processes due to lack of payment for services, we wili only disclose the minimum amount of PRI necessary for purposes of collection,

For Health Care Operations. We may use or disclese, as needed, your PHI in order to support our business activities including, but not limited fo, appointment
reminders, qualily assessment activities, employee review activities, licensing, and conducting or arranging for other business aciivities. For example, we may
share your PHI with third parties that perform various business activities {e.g., bifling cr typing services) provided we have & written contract with the business
that requires it to safeguard the privacy of your PHL.  For training or teaching purposes PH! wili be disclosed only with your authorization.

Required by Law. Under the law, we must make disclosures of your PH to you upon your request. In addifion, we must make disclosures to the Secretary of the
Departrment of Health and Human Services far the purpose of investigating or determining our sompliance with the requirements of the Privacy Rule.

Without Authorization. Applicable law and ethical standards parmit us to disclose infarmation about you without your authorization only in & limited number of other
situations. The types of uses and disclosures that may be made withaut your authorization are those that are:
= Required by Law, such as the mandatory reporting of child abuse or neglect or mandatory government agency audits or investigations {such as the social
work licensing board or the health department)
»  Required by Court Ordar
=  Necessary to prevent or lessen & serigus and imminent threat to the health or safety of a person or the public. if information is disclosed to prevens or
lessen & serious threat it will be disclosed to a person or parsons reasonably able to prevent or lessen the threat, including the target of the threat.

Verbal Permission. We may use or disclose your information to family members that are directly invoived in your treatment with your verbal penmission.
With Authorization. Uses and disclosures not specifically permitted by applicable law will be made only with your written authorization, which may be revoked.

YOUR RIGHTS REGARDING YOUR PHI
You have the following rights regarding PHI we maintain about you. To exercise any of these rights, please submit your request in writing to our Privacy Officer:

¢  Right of Access to Inspect and Copy. You have the right, which may be restricled osly in excepfional circumstances, to inspect and copy PHI that may
be used to make decisions about your care. Your right to inspect and copy PHI will be restricted only in those situations where there is compelling
evidence that access would cause serious harm to you. We may charge a reasonable, cost-based fee for copies.

+  Right to Amend. if you feel that the PHI we have about you is incomect or incomplete, you may ask us to amend the information although we are not
required fo agree to the amendment.

=  Right to an Accounting of Disclosures. You have the right to request an accounting of certain of the disclosures that we make of your PHL. We may
charge vou a reasonable fee i you request more than cne accounting in any 12-month period.

*  Right to Request Restrictions. You have the right to request a restricticn or limitation on the use or disclosure of your PHI for treatment, payment, or
health care operations. We are not required o agree {o your request.

=  Right to Request Coniidential Communication. You have the right to request that we communicate with you about medical matters in a certain way or
at a certain location.

=  Right to a Copy of this Notice. You have the right to a copy of this notice.

COMPLAINTS

I you believe we have victated your privacy rights, you have the right to file a complaint in writing with our Privacy Officer, Michelle Main at {435) 248-0380, or with
the Sacretary of Heafth and Human Services at 200 Independence Avenue, S.W., Washington, D.C. 20201, or by cafling (202) 619-0257. We will not retaliate
against you for filing & complaint.

Signature cf understanding Date




PHQ-9: Modified for Teens

Name: Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the
past two weeks? For each symptom put an “X” in the box beneath the answer that best
describes how you have been feeling.

0} 1 2 &
NotAtAll | Several | MoreThan| Nearly
Days Half the | Every Day

Days
1. Feeling down, depressed, irritable, or hopeless? |___[
2, Little interest or pleasure in doing things? |

3. Trouble faliing asleep, staying asleep, or sleeping foo
much?

4. Poor appetite, weight loss, or overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

[]

[

[

o (ol o oo
0 |O|l o ogooo
O (o EIDFDD’ZI

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of
hurtingg yoursel¥ in some way? L1 L] L]
In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
] Yes [ INa
If you are experiencing any of the problems on this form, how difficult have these problems made it for you fo
do your work, take care of things at home or get along with other people?

[l

[ ] Not difficult at all [ ] Somewhat difficult [ ] Very difficult [ ] Extremely difficult

[ Has there been a time in the pst month when yo have had serious theughts about ending your life? |
[] Yes [] No

Have you EVER, in your WHOLE LIFE, tried to kil yourself or made a suicide attempt?
' [ ] Yes No

*If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go to a hospital emergency room or calf 911,

Modified with permission by the GLAD-PC team from the PIIQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A. (Yohnson,
2002}, and the CDS (DISC Development Group, 2000)

Use with Permission. Guidelines for Adelescent Dapression in Primary Care, Version 2, 2010, 71



Severity Measure for Generalized Anxiety Disorder—Child Age 11-17

Name; Age: Sex: Male 0 FemaleQ Date;

Instructions: The following questions ask about thoughts, feelings, and behaviors, often tied to concerns about family, health
finances, school, and work. Please respond to each item by marking (v or x) one box per row.

1

=1, Clinician

O use

: A[I of ‘Item
. the'time | ‘the time | store

felt moments of sudden terror, fear, or

1. ) ! ao a1 a2 a
_| fright 1 7
-2, | felt anxious, worried; or hervous, [ = S E a4

had thoughts of kad things happemng, such

3. | asfamily tragedy, ill health, loss of a job, or Oo a1 a2 a3 a4
acudents 1
T | '

5 elt tense muscles, feton edge or restless, a0 a1 Qs 03 Qa
or had trouble re[axmg or trouble sleeplng _ - 1 ] _

tuatmnsaboutwhlchlworry i DR ; "‘D_jg i a 4
7. left situations early or participated only Qo 01 a2 a3 Qa

mmlmally due to Worrles

.7 Total/Partial Raw Score: | =
Pr rated Total Raw Score. (lf 1-2 |tems left unanswered) ‘|- - -

S : E : S - Average Total Score: :
Craske M Wlttchen U, Bogels §, Stein M Andrews G, Lebeu R. Copynght @ 2013 Amerlcan Psychiatric Association. Al rights reserved
This material can be reproduced without permissicn by researchers and by clinicians for use with their patients.




Youth Quteome Questonnaire (Y-0Q%2.61)

Name

Date

FURPOSE: The Y-0Q® \

2.01 is designed to
describe a wide range of
iroublesome situasions,
behaviors, and moods that
are common i chiidren
and adolescents. You may
discover that some of the
items do ot apply to your
child’s current situation, If
50, please do not leave
these jtems blank but
check the “Never or almost
never” category. When
vou begin to complete the
Y-0%2.01 vou will see
that you can easily make
your chiid lock as healthy
or unhealthy as you wish.
Please do not do that. 1
YOu are as acCUrale as
possibie it is more likely
that you will be able to
receive the kelp that vou
are seeking for your child.

DIRECTIONS:

* Read each statement
carefully

= Decide how true this
statement is for your
child during the past
7 days.

* Completely fili the
circle that most
accurately describes
your child during the
past week.

= Fill in orly one
answer for each
statement and erase
unwanted marks

\ clearly. j
6eveioped by

Gary M. Barlingame, Ph.D.,
Gawain Wells, PhB. and
Michael J. Lambert, Ph.I.

© Copytighi 1996 American
Professional Credentialing
Services L1.C.

All Rights Reserved. License
Required For AHl Uses

For Maore Information Contaci:

AMERICAN PROFESSIONAL
CREDENTIALING SERVECES
LLC

PO Box 970354

Orem, Utah 840970354

E-MAIL:
APCS@OQFAMELY.COM

WEB:
WWW.OQFAMILY.COM
TOLL-FREE: 1-888-MB
SCORE, (1-888 647-2673)
FAX: 1-801-434-9730
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1. My child wants to be alone more than other children of the same age

2. My child complains of dizziness or headaches.............occevvvaennnnn.

Never or
Almest
Never

0O

. O

3. My child doesn’t participate in activities that were previcusly enjovable O

4. My child argues or is verbally disrespectftl. ....ooovivniiininriciiciaennns
5. My child is more fearful than other children of the same age ...
6. My child cuts school ords tmuant. ...
7. My child cooperates with rules and expectations. ... ... ..............

8. My child has difficulty completing assignments, or completes .............

them carelessly

5. My child complains or whines about things beirg unfair ...

10. My child experiences trouble with her/his bowels, such as.....ooveeee...

constipation or diasthea

11. My child gets into physical fights with peers or family members............

12. My child worries and can™t get certain ideas off hisfher mind.. . ..ooooe.

16. My chiid communicates in a pleasant and appropriate manner.............
17. My child seems tense, easity startled.................c. .o iieenne.
18. My child soils or wers Sel. ... o.oo oo
19. My child is aggressive toward adulfs........cooeeeeiomneiie e,
20. My child sees, hears, or believes things that are not real. ..._..........

21. My child has participated in self-harm (e.g. cutting or scratching self, .

attempting suicide)
22. My child uses aleohol or drugs. ..o
23. My child seems unable to get organized. .. ..ooooooiviiiiiiiiiaieana,
24, My child enjoys relationships with family and friends..._...................
25. My child appears a0 OF UBhPTY - eeemueeemeeeeeeereers e e i ceemee e

26. My child experiences pain or weakness in muscles or joints...............

27. My child has a negative, distrustful attitude toward fijends, .....o..o......

family members, or other adults.

28. My child believes that others are trving te hurt hit/her even...............

when they are not

29. My child threaicrs to, or has rin away from home......ooooeeeeeeeeoo..

30. My child experiences rapidly changing and strong emotions.............

. O

. O

O O

O 00 0O

Almost

Rarely Sometimes Frequently Always

OO0 O 000000 0O0O0O0DO0OO0CODOO0O O OO0 DOODOOOO O

OO0 O 0000000 0ODO0OO0OO0DO0OO0ODO0OODOO0O 0O OO0 ODODODOO0OOO0 0O

ARENT | GUARDIAN

OO0 O 000000 ODOOOOQOCOOOO 0O 00O OOO0OO0OOO0 OO0

or Always

OO0 0 000000 0ODO0OO0OO0OOODOO0O0O0 0O 00O OO O0OO0OO0OO0OO0 O
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PRRENT | GURRDIRN

Youth Qutcome Questionnaive {V-0Q® 2.61) Naver or Almaost
Almest  Rarely Sometimes Frequently Always
Name Drate Never or Always
e ~, 31, My child deliberately breaks rules, laws, or expeciations.....o.c.cooevee, 9] O O 0O O
PURPOSE: The Y-0Q% } 37 Wy child appears happy With her/Aimself....—.ooovoemeoeerresrrron. O 0 O 0 0
201 1s designed to
describc awiderange of | 33 My child sulks, pouts, or cries more than other children of the same age. O O O O O
ircublesome siteations, .
behaviors, and moods that | 34, My child pulls away from family or fIends. .eeeiereeceiiieseneeene G 0 C O O
are common in children
! and adoleszenss, Youmay | 35, My child complains of stomach pain or fesfing Sick 018, vvverevvv. O O @] O 0]
discover that sote of the than other children of the same age.
itzrs do not apply to your
chitd’s carrent sitiation. I ! 36 My ehild doesn’t have orkeep friends. ... oooooceeeeieeaereeeen. O 0 O 0 O
¢, please do not leave
these iterns blank but 37. My child has friends of whom I don’t approve....oveeevenvieeeeeeeee, O O O 0 @]
cheek the “Never or almost
nevet” category. When 38. My child believes that others can hear her/his thoughts................... O O O O Q
vou begin to complete the or that s'he can hear the thoughts of others
Y-0Q%2.61 you will see
that you can easily make 39. My child engages in inappropriate sexual bebavior (e.g_ sexually active, O O O ] O
your child look a5 healthy exhibits self, sexual abuse towards family members or ofhers)
or unthealthy as vou wish.
Please do not da that. If 40. My child has difficulty waiting his/her nwn jn activities or conversations 0 O O O 0
yOou aTe as accurate as
possible it Is more likely 41. My child thioks about suicide, says s/he would be better . vvveeneeeeee. O O O O O
that you will be able to off if s/he were dead
recetve the help that yvou
are seeking for your child. | 43 My child complains of nightmares, difficulty getting to steep, ............ C O O O @]
DIRECTIONS: oversleeping, or waking up from sleep too early
* Read each statement | 43, My child complaius about or ¢hallenges rules, expectations... ... O O 8] O O
carefully or responsibilities
= Decide how true this
staternent is for your | 44, My child has times of unusua! happiness or excessive energy.............. o O O O O
child during the past
7 days. shep 45. My child handles frustration or boredom appropriately_.........coceeeerean. O O O O O
* Completely il the | 46 My child has fears of GOING STEZY.vvevereeserssieeeese oo, O O 0 O O
circle that most
accurately describes | 47, My child feels appropriate guilt for wrongdoing. . __._..._.................... C ] O O O
rour child during the
astworte. TE | 48 My child is unusually demmanding. .. ... oo eeeeeeeeroreeeeereeeeen. O O O 0 ©
* Check oniy one 49. My child 5 FTHABIE. - e.ooooo oo e o o 0 © 0
answer for sach
statement and erase 30. My child vomits or is nauseous more that other children of the same age. O O O O O
unwanted marks .
clearly. 51. My child becomes angry encugh to be threatening to otherS..eeevenensnens 8] o O 8] 0
32. My child seems $o stir up trouble when bored. ..o eeeeeeen. O O O O O
e ™ 33. My child is appropriately hopeful and optimistic. ..__.._...._................. O O O 9] C
Develaped by
Gary M. Burlingame, PRI), 34. My child experences twitching muscles or jerking movement. ............. O O O 18] @]
Gawain Wells, Ph.D. and in £ B
Michael J. Lambert, PhB. in face, arms, or body
© Copyright 1996 American | 53 My child has deliberately destroyed PrOPEILY - oo eeeen s 0 0 O O O
Professional Credentialing } : X
Services LLC, 36. My child has difficulty concentrating, thinking clearly, or attending..___ O O O O @]
All Rights Reserved. License to tasks
Required For Al Uses
For More nformation Concact: | 37~ My child talks negatively, as though bad things were all bisher fault.... O O O O O
AMERICAN PROFESSIoNAL | 38 My child has lost significant amounts of weight without medical reason.. O @] O O O
CREDENTIALING SERVICES . ] . . .
LLC 59. My <&ild acts impulsively, without thinking of the consequences......._. O O O O O
PO Box 970354
Orem, Utah 84897-0354 60. My child 15 0SURILY CaIN. 1 oeieeeeeeececn e e O 0] O O 0O
E-MATL: 61. My chitd wili not forgive her/limself for past mistakes. ......voeeo ... O O 0 O @]
APCS@OQFAMILY.COM
WEB: 62. My child IackS eRergy ... oo oo @) O O 0 O
TOLL_';:)RQEIE?_L%;%M 3. My child feels that hefshe doesn’t have any fifends, or that..........ooeeee. O O O O O
SCORE, (1-B88-647-2673) no one likes him/her
FAX: 1-801-434-9730
\ /64, My child gets frostrated and gives up, or gets upset easily.oee e, O O O O O




PARENT
(50 ARDI AN

Pleass used gummed label if available Patient or Clien Identifier:

Area Logo
PC1 Sumame:

QOther names:
Parent Report Measures far
Children and Adolescents Date of Birth: Sex:
SDQ(P)O4'1O { / o Male O, Female 0O,
Facility Name: Address:

Code: | 11

Instructions: For each item, please mark the box for Not True, Somewhat True or Certainly True. It would help us if you
answered all items as best you can even if you are not absolutely certain. Please give your answers on the basis of your
child’s behaviour over the last six months.

Strengths and Difficulties Questionnaire Not True | Somewhat | Certainly
True True
‘Cohsiderate'ot’other:;i [ < Y R
2 Restless, over'actrve cannaot stay strll for Iong o} "O O.
4. Shares readily with other children, for example tays, treats, pencils O O

5. Often Ioses temper
6. Rather solltary, prefers to p[ay alone
7. . Generally wel! behaved usua]ly does what adults request

8. Many worres or often seems worried

9. Helpful If someone is hurt, Upset o feeling il =
10. Constantly fidgeting or squirming

12.

13._ Oﬂen unhappy;
14, Generally llked by other chlldren

15, E

¥

15 Nervous or clmgy in new srtuatmns easny loses confi denoe
17.:: Klnd to youngerchl[dren L
‘t 8 Often Iles or cheats

19 Proked on ¥ billied

20. Oﬁen volunteers to help others (parents teachers other chlldren)

21, Thlnks thlngs out before actmg

t
i

22, Steals from home, school or elsewhere

Gets along better w1th adutts than wrth other \:hlidren

0,00 0,0 0 0:0{0.0.0 0 00 0 o|lcio 0 o
100 0000 00l006 00 0000|0000 0

24. Manyfears easr!y scared

.00 0:0 0 0.0 0 0000O00O0OC|lo.0 o0 0O

5 Good attentron span sees chores orhomework through to the end I e ' o : o

SQURCE: Mental Health Naticnal Qutcomes and Casemix Collection: Overview of Clinician-Rated and Consumer Self-Report Measures V1.50,
Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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PARENT
DURRDIAN

Please turn over — there are a few more questions on the other side

Do you have any other comments or congetns?

Qver the last six months, have your child’s teachers complained of: No A Little Alot
36. " Fdgetiness, restiessness or overacidly 1 o | o
37, Poor concentrahon or belng easﬂy dlstracted o} o] o]
38. . *Actmg w:thout thmkmg, frequeml ing'i : P - O o
"herlum o -
No Yes — Yes — Yes —
minocr definite severe

difficulties | difficulties | difficulties

26 -Overall, do you think that your'child has difficulties inany /| - |7 L
o of the following areas::émotions, concéntration, behawour EAERR S o DL © L RN « I o
. orbeing’ able o get alung W|th other people’? b EOR A ' : '

I you have answered “Yes”, please answer the following questions about these difficulties:

Less than 6-12 Overa
amonth | O MOMNS | nthe year
27" How long kave these difficulties been presents’ - [0 L e Y 00 | Lo
. Amedium | A great
Not at all Alittle amount deal
28  - Do the dlfﬁoultles upset or d|stress your chlld" o o o] ©
Do the difficulties interfere with your child's everyday life in the
following argas?
29. HOME LIFE © o © e
30 FRIENDSHIPS o. | .o
31. CLASSROOM LEARNING o o
_ 32. LEESURE ACTIVITIES o o o
x] Do the difficulties put a burden on you ¢r the famlly asa
whole? ) o o] (o}
Signature, Date

Mother/Father/Other (please specify):

Thank you very much for your help.
@ Robert Goodman 2002

SOURCE: Mental Health National Outcomes and Casemix Collection: Qverview of Clinician-Rated and Consurner Self-Report Measures V1.50,
Mental Health & Suicide Prevention Branch, Department of Health and Ageing
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