Mental Health and Medical Functioning

Check all that apply and provide some information regarding symptoms:


 FORMCHECKBOX 

Tantrums______________________________________________________________________________
 


 FORMCHECKBOX 

Engages in Power Struggles_______________________________________________________________


 FORMCHECKBOX 

Controlling/Bossy_______________________________________________________________________


 FORMCHECKBOX 

Withdraws/Isolates______________________________________________________________________


 FORMCHECKBOX 

Aggressive/violent______________________________________________________________________



 FORMCHECKBOX 

Has used a weapon or item as weapon_______________________________________________________



 FORMCHECKBOX 

Destructive____________________________________________________________________________



 FORMCHECKBOX 

Defiant/oppositional_____________________________________________________________________


 FORMCHECKBOX 
 
Difficulty following directions_____________________________________________________________


 FORMCHECKBOX 

Uses profanity__________________________________________________________________________


 FORMCHECKBOX 

School refusal/homework difficulties________________________________________________________


 FORMCHECKBOX 

Difficulty telling the truth/Lies_____________________________________________________________


 FORMCHECKBOX 

Starts/preoccupied w/fire or plays w/matches_________________________________________________


 FORMCHECKBOX 

Shoplifts/steals_________________________________________________________________________



 FORMCHECKBOX 

Cruel to animals________________________________________________________________________


 FORMCHECKBOX 
  Self-abuse/self-destructive________________________________________________________________


 FORMCHECKBOX 

Suicidal or homicidal thoughts/statements____________________________________________________


 FORMCHECKBOX 
  Runs away____________________________________________________________________________


 FORMCHECKBOX 

Sexually provocative_____________________________________________________________________


 FORMCHECKBOX 
  Instigates/provokes others________________________________________________________________


 FORMCHECKBOX 

Legal problems_________________________________________________________________________


 FORMCHECKBOX 

Trouble falling asleep____________________________________________________________________


 FORMCHECKBOX 

Wakes during the night__________________________________________________________________


 FORMCHECKBOX 

Wakes too early________________________________________________________________________


 FORMCHECKBOX 

Nightmares/bad dreams__________________________________________________________________


 FORMCHECKBOX 

Somatic complaints (headaches/stomachs)____________________________________________________


 FORMCHECKBOX 

Wetting (day/night)______________________________________________________________________


 FORMCHECKBOX 

Soiling (day/night)______________________________________________________________________


 FORMCHECKBOX 

Unusual weight gain or loss_______________________________________________________________


 FORMCHECKBOX 

Changes in eating patterns________________________________________________________________


 FORMCHECKBOX 

Eats too little/too much/hoards food/purges or restricts food_____________________________________


 FORMCHECKBOX 

Overly concerned or obsesses about body image ______________________________________________


 FORMCHECKBOX 

Nervous habits (e.g., nail biting)____________________________________________________________


 FORMCHECKBOX 

High energy level (e.g., can’t sit still)________________________________________________________


 FORMCHECKBOX 
  Impulsive_____________________________________________________________________________

   FORMCHECKBOX 

Concentration/Attention problems__________________________________________________________


 FORMCHECKBOX 

Over alert/over tired_____________________________________________________________________


 FORMCHECKBOX 

Hospitalization/surgery___________________________________________________________________


 FORMCHECKBOX 

Rashes/skin problems____________________________________________________________________


 FORMCHECKBOX 

Vision/speech/hearing problems____________________________________________________________


 FORMCHECKBOX 

Neurological problems (e.g. tics)___________________________________________________________


 FORMCHECKBOX 
 
Head injury with unconsciousness__________________________________________________________


 FORMCHECKBOX 

Seizures/Epilepsy_______________________________________________________________________


 FORMCHECKBOX 

Asthma_______________________________________________________________________________


 FORMCHECKBOX 

Allergies______________________________________________________________________________


 FORMCHECKBOX 

Diabetes_______________________________________________________________________________


 FORMCHECKBOX 

Frequent colds__________________________________________________________________________


 FORMCHECKBOX 

Diagnosed with failure to thrive____________________________________________________________


 FORMCHECKBOX 
 Other_________________________________________________________________________________



______________________________________________________________________________________

