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DRAFT

INITIAL ASSESSMENT

	Referred Child’s Name:
	     

	D.O.B:
	     

	State I. D. #
	     

	Grade:
	     

	School:
	     

	Worker:
	     

	Date Initial Assessment Completed:
	     


If the answer to any of the following questions is “yes”, further information is needed.

	QUESTIONS TO IDENTIFY RISK  BEHAVIORS
	YES
	NO

	1.
	Has this child engaged in fire-setting activities, at home or at school (including playing with fire, setting fires, excessive fascination with fire)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
	Has this child talked about or attempted to harm himself or herself (including comments about dying or wanting to die or self-injurious behavior, such as head-banging or cutting)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	Has this child talked about or attempted to seriously harm others (including family members, peers, teachers and pets)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	Is this child physically aggressive toward peers, school personnel, or family members?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
	Has this child engaged in serious destruction of property (such as breaking furniture, damaging walls or doors, etc.)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6.
	Does this child demonstrate excessive and/or severe temper tantrums that require isolation or physical restraint?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.
	Does this child engage in unusual, odd, or inappropriate behaviors?

Specify.


	 FORMCHECKBOX 

	 FORMCHECKBOX 



INITIAL ASSESSMENT

	QUESTIONS NEEDED TO ADDRESS OTHER SIGNIFICANT CLINICAL ISSUES


	YES
	NO

	 1.
	Has the child experienced significant disruptions in his or her family situation or home life (such as death, divorce/separation, significant moves)?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 2.
	Has this child been exposed to domestic violence, neglect, or abuse (physical, emotional, sexual)?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 3.
	Does this child wet the bed or have sleep difficulties?


	 FORMCHECKBOX 

	 FORMCHECKBOX 



	QUESTIONS TO DIFFERENTIATE ATTENTIONAL DIFFICULTIES FROM OTHER BEHAVIORAL DIFFICULTIES
	YES
	NO
	BOTH

	 1.
	Does this child experience difficulty concentrating and/or have a short attention span, to the extent that it interferes with his/her ability to complete tasks? A home, in school, or both?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2.
	Does This child have difficulty sitting still or controlling impulses to the extent that it interferes with his/her ability to complete tasks? At home in school, or both?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	QUESTIONS NEEDED FOR ASSESSMENT OF CHILD’S NEEDS AND APPROPRIATENESS FOR PROGRAMS AND INTERVENTIONS
	YES
	NO

	 1.
	Is this child in special education?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 2.
	Does this child appear to be functioning consistently with his or her age and grade level?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 3.
	Has this child received outside therapeutic services in the past?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 4.
	Is this child currently receiving outside therapeutic services?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 5.
	Has this child previously been active in the Early Intervention Program?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 6.
	Does this child have any serious medical conditions or developmental delays?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 7.
	Is this child currently on medication?
	 FORMCHECKBOX 

	 FORMCHECKBOX 
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