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Multidisciplinary Evaluation (MDE) Report
Must be completed within 30 Days of Placement

SECTION I - Background / History
	SECTION I - PART A:  Child / Adolescent Demographics

	TO BE COMPLETED BY DCF FASU (Foster Care and Adoptive Services Unit)

	Child / Youth
	     
	Date of Placement         

	Gender
	 FORMDROPDOWN 

	Age        Yrs.       Mos.
	LINK #       

	Legal Status
	 FORMDROPDOWN 

	If Other, Specify        
	DOB           

	Primary Language
	 FORMDROPDOWN 

	If Other, Specify        

	Ethnicity
	 FORMDROPDOWN 

	If Other, Specify        

	Biological Parent
	     

	Placement Type
	 FORMDROPDOWN 

	If Other, Specify        

	Placement Name & Contact Person
	     
	Phone #

Cell #
	     
     

	Address
	     

	DCF
	Worker
	     
	Phone #
	     

	
	ARG Nurse
	     
	Phone #
	     

	
	Supervisor
	     
	Phone #
	     

	
	FASU Support Worker
	     
	Phone #
	     


	SECTION I - PART B:  Insurance Information

	TO BE COMPLETED BY FASU - REVIEWED BY DCF HEALTH ADVOCATE

	Medicaid ID/T-19
	     
	Eligibility Date
(Health Advocate to provide)
	     

	Primary Medical Provider
	     
	Phone #
	     

	Dental Provider
	     
	Phone #
	     

	Health Advocate
	     
	Phone #
	     

	Health Advocate Notes
	     
	Date Ref Rec'd by OFAS
	     

	
	
	Date Ref Sent to Clinic
	     


	SECTION I - PART C:  Social History

	TO BE COMPLETED BY DCF SOCIAL WORKER

	Name of Social Worker
	     

	Special Reason(s) or Facts Leading to the Need for Placement
	     

	 FORMCHECKBOX 
  Unable to obtain child's history.

	

	Family History
	Have any of the following situations occurred in the child's former living environment?

Please provide details especially in terms of impact on child (e.g. child witnessed DV)

	
	 FORMCHECKBOX 
  Domestic Violence
	     

	
	 FORMCHECKBOX 
  Substance Abuse
	     

	
	 FORMCHECKBOX 
  Police Involvement
	     

	
	 FORMCHECKBOX 
  Mental Health Problems

           (parental / familial)
	     

	
	 FORMCHECKBOX 
  Other Trauma History

	Include any other pertinent issues in the child's environment that are not listed above. (For example, multiple placements)
     


	Child's History
	Please complete all sections.  If information is unknown or not applicable due to the child's age of circumstances, please note this.

                        Please provide details:

	
	Prenatal History

	
	Drug Exposure
	 FORMDROPDOWN 

	     

	
	Alcohol Exposure
	 FORMDROPDOWN 

	     

	
	Trauma History

	
	Physical Abuse 
	 FORMDROPDOWN 

	     

	
	Sexual Abuse 
	 FORMDROPDOWN 

	     

	
	Witnessed Violence
	 FORMDROPDOWN 

	     

	
	Other Potentially Traumatic Events (fire, auto accidents, etc.)
	 FORMDROPDOWN 

	     

	
	Substance Abuse

	
	Substance Abuse 
	 FORMDROPDOWN 

	 FORMCHECKBOX 
  Alcohol

 FORMCHECKBOX 
  Cocaine

 FORMCHECKBOX 
  Ecstasy

 FORMCHECKBOX 
  Heroin
	 FORMCHECKBOX 
  Marijuana

 FORMCHECKBOX 
  Methamphetamine

 FORMCHECKBOX 
  Others         

	
	
	Please note any information about use / abuse.

(How often?  Since when?  Previous treatment?)

     


	
	Trauma Stress Reaction

	
	Does child exhibit stress when reminded of trauma exposure?
	 FORMDROPDOWN 


	
	Does child avoid things that remind him or her of the trauma?
	 FORMDROPDOWN 


	
	Did negative mood or thoughts begin or worsen after a trauma exposure?
	 FORMDROPDOWN 


	Child's Strengths & Interests
	     


	SECTION I - PART D:  Behavioral Health History

	TO BE COMPLETED BY DCF SOCIAL WORKER

	 FORMCHECKBOX 
  Unable to obtain child's history.

	

	Previous DSM IV Diagnoses
	Please provide details:
	Diagnosed by

(if known)
	Date Assigned

(if known)

	
	 FORMCHECKBOX 
  AXIS I
	     
	     
	     

	
	 FORMCHECKBOX 
  AXIS II
	     
	     
	     

	
	 FORMCHECKBOX 
  AXIS III
	     
	     
	     

	
	 FORMCHECKBOX 
  AXIS IV
	     
	     
	     

	
	 FORMCHECKBOX 
  AXIS V
	     
	     
	     

	Previous DSM 5 Diagnoses

(if applicable)
	     

	     
	     

	
	     

	     
	     

	
	     

	     
	     

	
	     

	     
	     

	
	     

	     
	     

	Previous Treatment
	 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Hospitalization

Residential Tx

PHP/IOP/EDT

Outpatient TX

SA Tx

Intensive In-Home Services

(FFT, MDFT, MST, IICAPS, ACRA)

Other       
	Please provide details:
     

	Is Child Currently in Treatment?
	 FORMDROPDOWN 

	If yes, Provider Name:
     
	Please provide details:
     


	SECTION I - PART E:  Medical Health History

	TO BE COMPLETED BY DCF SOCIAL WORKER

	 FORMCHECKBOX 
  Unable to obtain child's history

	

	Information obtained from:  
	 FORMCHECKBOX 
  Patient 

 FORMCHECKBOX 
  Parent 

 FORMCHECKBOX 
  Foster Parent
	 FORMCHECKBOX 
  Safe Home Staff 

 FORMCHECKBOX 
  Provider 

 FORMCHECKBOX 
  Other:  

	Primary Medical Provider
	     
	Date of Last Health Exam:       
 FORMCHECKBOX 
  Unknown

	Dental Provider
	     
	Date of Last Health Exam:       
 FORMCHECKBOX 
  Unknown

	Known Allergies (drug, food, etc.)
	Please list allergy and type of reaction (if known).  Please indicate in narrative if unknown.
     


	Current Medications
	Please include medical and psychotropic medication

     


	Past

Medications
	Please include medical and psychotropic medication

     


	Birth History
	Consistent Prenatal Care
	 FORMDROPDOWN 

	Please provide details:
     

	
	If Known
	Gestational Age:

      weeks
	Birth Weight:

      lbs,       oz

      kg

 FORMCHECKBOX 
  Not Reported
	Birth Height:

      inches

      cm
 FORMCHECKBOX 
  Not Reported
	Type of Delivery:
 FORMDROPDOWN 


	
	Birth History Problems
	Please provide details (e.g. premature, prolonged labor, c-section, born blue, breech birth):
     

	Hospitalizations
	 FORMDROPDOWN 

	Please provide details:
     

	Surgeries
	 FORMDROPDOWN 

	Please provide details:
     

	Lead Level 

(if known)
	 FORMCHECKBOX 
 Yes - Level:       - Date:      
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Not Applicable (Age 7 & Older)

	Developmental Concerns
	 FORMDROPDOWN 

	Please provide details:
     

	Known or Suspected Developmental Delays, Disability or Learning Problems
	Please provide details:
     

	If < 36 Mos. Developmental Screening
	 FORMDROPDOWN 

	If Yes, please provide results:
     

	Immunizations 

Up-To-Date?
	 FORMDROPDOWN 

	Please provide details:
     

	Other Pertinent Medical Information
	     


	SECTION I - PART F:  Educational History

	TO BE COMPLETED BY DCF SOCIAL WORKER

	 FORMCHECKBOX 
  Unable to obtain child's history

	

	School

     
	District
     
	Nexus District if Different
     
	Grade

     

	How many days has the child been absent?        
Of those, how many are unexcused?        
	Has the child been retained?    FORMDROPDOWN 

If yes, which grade(s)?        

	Has the child been suspended?    FORMDROPDOWN 

Number of suspensions:        
	Total number of days suspended?
	 FORMCHECKBOX 
 In school days       
 FORMCHECKBOX 
 Out of school days       

	What grade level is the child functioning at?

     
	Does the Child have an IEP in place?
	 FORMDROPDOWN 


	
	Does the Child need an IEP?
	 FORMDROPDOWN 


	Is the child receiving instruction in Tier 2 or Tier 3?
	 FORMDROPDOWN 

	If yes, which tier in which areas; i.e. literacy, numeracy?

     

	Does the child receive accommodations under Section 504?
	 FORMDROPDOWN 

	If yes, list accommodations:
     

	For those students with 504 accommodations and any other regular education student, has there been a referral made requesting an evaluation for special education and related services?
	 FORMDROPDOWN 

	If yes, date of referral:       

	Does the child receive special education services:
	 FORMDROPDOWN 

	If so, what is the child's primary special education disability category?

     

	If yes to special education, then date of most recent evaluation or re-evaluation:
	     
	Next re-evaluation date:       
	Date of annual review:       

	Evaluation study consisted of the following measures:       

	Evaluations
	Date
	Provider
	Results

	 FORMCHECKBOX 
  OT Evaluation
	     
	     
	     

	 FORMCHECKBOX 
  Psychological Evaluation
	     
	     
	     

	 FORMCHECKBOX 
  PT Evaluation
	     
	     
	     

	 FORMCHECKBOX 
  Speech / Language Evaluation
	     
	     
	     

	 FORMCHECKBOX 
  Academic Achievement Evaluation
	     
	     
	     

	 FORMCHECKBOX 
  Other Type of Prior Evaluation:
      Type       
     Type       
	     
     
	     
     
	     
     

	Does the child receive related services?
	 FORMDROPDOWN 

	If yes, please check all that apply:

 FORMCHECKBOX 
  Speech and Language

 FORMCHECKBOX 
  Counseling

 FORMCHECKBOX 
  PT

 FORMCHECKBOX 
  OT

 FORMCHECKBOX 
  Other       


	Does the child participate in extra-curricular activities?

 FORMDROPDOWN 

	Does the child have access to academic support in after school programming?

 FORMDROPDOWN 

	Does the child have access to school based transportation after extra-curricular activities or school based academic support?

 FORMDROPDOWN 



SECTION II - Behavioral HEALTH / DEVELOPMENT / trauma
	TO BE COMPLETED BY MD, APRN, OR MENTAL HEALTH CLINICIAN

	MDE Conducted At:       
	Date of MDE:         
Date Referred:       


	SECTION II - PART A:  Developmental (Ages Birth Through 5)

	Developmental Assessment Completed By:        
	Title:        



	SECTION II - PART A.1:  The Ages & Stages Questionnaire

	Setting for the ASQ:  MDE Clinic and/or Foster Placement

	ASQ Completed By:        


	Screening Summary Used / Questionnaire Interval (i.e. 12-month questionnaire):      


	Domain
	Score
	Cutoff

	Communication
	     
	     

	Gross Motor
	     
	     

	Fine Motor
	     
	     

	Problem Solving
	     
	     

	Personal - Social
	     
	     

	Summary of Findings

	The ASQ consists of questions related to different domains which the examiner is able to administer to the child.  The examiner also uses caregiver report to confirm or deny the presence of a specific ability if it is not observed during the evaluation.  On the ASQ, a score below the cutoff score for each domain suggests potential developmental delays in these areas and may necessitate referral for additional evaluation.
     



	SECTION II - PART A.2:  The Ages & Stages Questionnaire:

Social-Emotional Development

	ASQ:SE Completed By:        


	Questionnaire Interval
	Cutoff Score
	Child's ASQ:SE Score

	     
	     
	     

	Summary of Findings

	

	On the Ages and Stages Questionnaire of Social-Emotional Development (ASQ:SE), a score above the cutoff score suggests potential delays and may necessitate referral for additional evaluation.

     



	SECTION II - PART A.3:  Battelle Developmental Screening (BDI-2)*

	* To be completed at evaluator's discretion if Ages & Stages not felt to be valid or complete.

	Domain
	Raw Score
	Cutoff Score
	Pass / Refer

	Adaptive
	     
	     
	     

	Personal-Social
	     
	     
	     

	Communication
	     
	     
	     

	Motor
	     
	     
	     

	Cognitive
	     
	     
	     

	     Total Screening Score
	     
	     
	     

	
	Age Equivalent:       
	
	

	Summary of Findings

	The BDI-2 utilizes structured administration, observation and caregiver report / interview as sources of information for the test screen.  On the BDI-2, a raw score that falls below the cutoff score within each domain suggests potential delays in these areas and may necessitate referral for additional evaluation.

     



	SECTION II - PART A.4:  Modified Checklist for Autism in Toddlers (M-CHAT)

	 FORMCHECKBOX 
   N/A - Child not in age range of 16-30 months at time of MDE

	Child's Age:        Yrs.       Mos.


	Language:   FORMDROPDOWN 

	If Other, Specify        

	Summary of Findings

	M-CHAT is a screening tool for toddlers between the ages of 16-30 months and is used to assess the risk of Autism Spectrum Disorders (ASD).  Further clinical assessment of children who fail 3 or more total items of 2 or more critical items should be considered.

Please note:  Children who have not had a stable caregiver and / or who have experienced a trauma or chaotic environment tend to have a very high positive M-CHAT screen rate so re-screening in 3-6 months may be appropriate.

     


	Total Items Failed:

     
	Total Critical Items Failed:

     
	Further clinical assessment should be considered:

 FORMDROPDOWN 



	SECTION II - PART B:  Peabody Picture Vocabulary Test (PPVT)

	Chronological Age:

     
	Standard Score:  (Average - 85-115)

     
	Age Equivalent:
     

	Summary of Findings

	The PPVT-4 is an individually administered measure of single-word, receptive, standard English vocabulary that requires no reading, writing, or verbal expression on the part of the subject.  It can be used to estimate intelligence and learning aptitude.  Standard scores between 85 and 115 are considered average.
     


	SECTION II - PART C:  Test of Nonverbal Intelligence-Fourth Edition (TONI-4)

	Chronological Age:

     
	Index Score:  (Average - 90-110)

     
	Age Equivalent:

     

	Administrative Method:
 FORMDROPDOWN 

	Language if Oral Administration:
 FORMDROPDOWN 

	If Other, Specify 

     

	Scoring Form Used:   FORMCHECKBOX 
 A   or    FORMCHECKBOX 
 B

	Summary of Findings

	The TONI-4 is an individually administered, language-free measure of intelligence, aptitude, abstract reasoning, and problem solving that requires no reading or writing on the part of the subject.  Scores between 90 and 110 are considered average.

     



	SECTION II - PART D:  Behavioral Assessment Scale for Children, 

Second Edition (BASC-2)

	Parent / Caretaker Rating

	Date of Test:
	     

	Scored By:
	     

	Rater's Name
	     

	
	Normal

At Risk

Clinical
	
	Normal

At Risk

Clinical
	
	Normal

At Risk

Clinical
	Composite Scores

	Normal

At Risk

Clinical

	Hyperactivity
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Aggression
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Conduct

Problems*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Externalizing Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Anxiety
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Somatization
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Internalizing Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Atypicality
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Withdrawal
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Attention Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Behavioral Symptoms Index
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Adaptability


	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Social Skills
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Leadership*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Adaptive Skills


	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Functional Communication
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Activities of Daily Living
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	
	
	

	CONTENT SCALES *

	Anger Control
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Bullying
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Emotional Self Control
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Developmental Social Disorders
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Executive Functioning
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Negative Emotionality
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Resiliency
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	

	* Scale not included in the Preschool version.

	Summary of Findings

	On the Behavioral Assessment System for Children, 2nd Edition (BASC-2), scale scores in the Clinically Significant range suggest a high level of maladjustment.  Scores in the At-Risk range may identify a significant problem or may identify the potential of developing a problem that needs careful monitoring.

	Comments, Critical Items, Interpretations:

     



	SECTION II - PART E:  Behavioral Assessment Scale for Children, 

Second Edition (BASC-2)

	Self-Report Version

	Date of Test:
	     

	Completed and Scored by:
	     

	
	Normal

At Risk

Clinical
	
	Normal

At Risk

Clinical
	
	Normal

At Risk

Clinical
	Composite Scores


	Normal

At Risk

Clinical

	Attitude to School
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Attitude to Teachers
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Sensation Seeking *
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	School Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Atypicality
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Locus of Control
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Social Stress
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	

	Anxiety
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Depression
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Sense of Inadequacy
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	

	
	
	Somatization
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Internalizing Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	
	Attention Problems
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Hyperactivity
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Inattention/

Hyperactivity
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Relations with Parents
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	
	
	Emotional Symptoms Index
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	Interpersonal Relations
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Self-Esteem
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Self-Reliance
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Personal Adjustment
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	CONTENT SCALES **

	Text Anxiety*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Anger Control*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Mania*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 

	Ego Strength*
	 FORMCHECKBOX 
  FORMCHECKBOX 
  FORMCHECKBOX 


	* Scale not included in the children's version (ages 8-11).

	Summary of Findings

	On the BASC-2, scale scores in the Clinically Significant range suggest a high level of maladjustment.  Scores in the At-Risk range may identify a significant problem that may not be severe enough to require formal treatment or may identify the potential of developing a problem that needs careful monitoring.

	Comments, Critical Items, Interpretations:

     



	SECTION II - PART F:  Global Appraisal of Individual Needs -

SHORT Screener (GAIN-SS) Ages 12 and Up

	Child's Score
	     


	Summary of Findings

	The substance abuse subscale of the Global Appraisal of Individual Needs-Short Screener (GAIN-S) assesses specific substance abuse behavior.  Unless clinical judgment suggests otherwise, based on information gathered during the MDE, GAIN scores of 1-2 indicate the need for further evaluation.  Scores 3 or above suggest a need for substance abuse treatment.
     



	SECTION II - PART I:  Mental Status Exam

	Apparent Age:
	     


	1.  Dress
	2.  Grooming/Hygiene
	3.  Arousal/Consciousness
	4.  Psychomotor

	 FORMCHECKBOX 
 Casual

 FORMCHECKBOX 
 Neat

 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
 Other:       
	 FORMCHECKBOX 
 Neat

 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
 Unkempt / Dirty

 FORMCHECKBOX 
 Other:       
	 FORMCHECKBOX 
 Alert

 FORMCHECKBOX 
 Drowsy

 FORMCHECKBOX 
 Sleeping

 FORMCHECKBOX 
 Other:       
	 FORMCHECKBOX 
 Normal

 FORMCHECKBOX 
 Impulsive

 FORMCHECKBOX 
 Motor Tics

 FORMCHECKBOX 
 Awkward

 FORMCHECKBOX 
 Hyperactive

 FORMCHECKBOX 
 Other:       


	5.  Speech/Language
	6.  Orientation
	7.  Attitude/Affect
	8.  Memory

	 FORMCHECKBOX 
 Normal

 FORMCHECKBOX 
 Tangential

 FORMCHECKBOX 
 Vague

 FORMCHECKBOX 
 Perseverative

 FORMCHECKBOX 
 Neologisms

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 Person

 FORMCHECKBOX 
 Place

 FORMCHECKBOX 
 Time

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 Cooperative

 FORMCHECKBOX 
 Appropriate

 FORMCHECKBOX 
 Flat

 FORMCHECKBOX 
Suspicious

 FORMCHECKBOX 
 Restricted

 FORMCHECKBOX 
 Anxious

 FORMCHECKBOX 
 Hostile / Angry

 FORMCHECKBOX 
 Relaxed

 FORMCHECKBOX 
 Defensive

 FORMCHECKBOX 
 Labile

 FORMCHECKBOX 
 Sad

 FORMCHECKBOX 
 Elated

 FORMCHECKBOX 
 Other:       

	 FORMCHECKBOX 
 No Impairment

 FORMCHECKBOX 
 Impaired Immediate

 FORMCHECKBOX 
 Impaired Recent

 FORMCHECKBOX 
 Impaired Remote

 FORMCHECKBOX 
 Dissociative Episodes

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age

	9.  Thinking/Perceptions
	10.  Mood
	11.  Fears / Anxiety
	12. Attention / Concentration

	 FORMCHECKBOX 
 Normal

 FORMCHECKBOX 
 Grandiose

 FORMCHECKBOX 
 Thought Broadcasting

 FORMCHECKBOX 
 Hypersexual

 FORMCHECKBOX 
 Worries

 FORMCHECKBOX 
 Tangential

 FORMCHECKBOX 
 Circumstantial

 FORMCHECKBOX 
 Somatic

 FORMCHECKBOX 
 Flashbacks

 FORMCHECKBOX 
 Confabulations

 FORMCHECKBOX 
 Obsessions

 FORMCHECKBOX 
 Guilt

 FORMCHECKBOX 
 Illogical

 FORMCHECKBOX 
 Hallucinations

 FORMCHECKBOX 
 Paranoia

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age


	Does current mood reflect a change?   FORMDROPDOWN 

 FORMCHECKBOX 
 Euthymic

 FORMCHECKBOX 
 Loss of Pleasure

 FORMCHECKBOX 
 Hopelessness

 FORMCHECKBOX 
 Irritability

 FORMCHECKBOX 
 Mood Lability

 FORMCHECKBOX 
 Mania

 FORMCHECKBOX 
 Low Self Esteem

 FORMCHECKBOX 
 Low Energy Level

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 Fears / Phobias
 FORMCHECKBOX 
 Worries / Anxiety

 FORMCHECKBOX 
 Panic Symptoms

 FORMCHECKBOX 
 Compulsive Behaviors

 FORMCHECKBOX 
 Trauma Symptoms

 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 Age Appropriate
 FORMCHECKBOX 
 Hyper-focused

 FORMCHECKBOX 
 Inattentive

 FORMCHECKBOX 
 Poor Concentration

 FORMCHECKBOX 
 Other:       

	13.  Insight
	14.  Judgment
	15.  Sleep
	16.  Appetite / Eating

	 FORMCHECKBOX 
 Age Appropriate

 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 Age Appropriate

 FORMCHECKBOX 
 Poor

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	 FORMCHECKBOX 
 No Problem
 FORMCHECKBOX 
 Difficulty Falling Asleep

 FORMCHECKBOX 
 Frequent Waking

 FORMCHECKBOX 
 Early Morning Awakening

 FORMCHECKBOX 
 Nightmares

 FORMCHECKBOX 
 Other:       
	 FORMCHECKBOX 
 No Problem
 FORMCHECKBOX 
 Excessive

 FORMCHECKBOX 
 Low Appetite

 FORMCHECKBOX 
 Weight Gain or Loss

 FORMCHECKBOX 
 Food Hoarding

 FORMCHECKBOX 
 Bingeing / Purging

 FORMCHECKBOX 
 Other:       

	17.  Elimination
	18.  Identity

	 FORMCHECKBOX 
 No Problem

 FORMCHECKBOX 
 Daytime Wetting

 FORMCHECKBOX 
 Nighttime Wetting

 FORMCHECKBOX 
 Encopresis

 FORMCHECKBOX 
 Constipation

 FORMCHECKBOX 
 Leakage

 FORMCHECKBOX 
 Other:       
	Child identifies as primarily:
 FORMCHECKBOX 
 Heterosexual
 FORMCHECKBOX 
 Homosexual

 FORMCHECKBOX 
 Bisexual

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	Child identifies as primarily:

 FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female

 FORMCHECKBOX 
 Transgender

 FORMCHECKBOX 
 Other:       
 FORMCHECKBOX 
 N/A due to age
	Does child identify with any religious group?:

 FORMCHECKBOX 
 Yes - Describe:       
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 N/A due to age



	19.  Social Behavior

	 FORMCHECKBOX 
 Age Appropriate

 FORMCHECKBOX 
 Attachment Problems

 FORMCHECKBOX 
 Inappropriate Sexual Behavior

 FORMCHECKBOX 
 Socially Immature

 FORMCHECKBOX 
 Social Withdrawal
	If other than age appropriate, describe:

     

	20.  Dangerous Behavior

	A. Impulse Control

	 FORMCHECKBOX 
 Age Appropriate

 FORMCHECKBOX 
 Impulsive

 FORMCHECKBOX 
 Verbal Aggression

 FORMCHECKBOX 
 Physical Aggression Toward People

 FORMCHECKBOX 
 Physical Aggression Toward Animals

 FORMCHECKBOX 
 Destructive to Property

 FORMCHECKBOX 
 Other:       

	B.  Suicidality

	 FORMCHECKBOX 
 N/A due to age
	
	If yes, please provide details:

	Has child ever considered suicide?
	 FORMDROPDOWN 

	     

	Has child ever engaged in any self-harm? 
	 FORMDROPDOWN 

	     

	Has child ever attempted suicide?


	 FORMDROPDOWN 

	     

	Does child have current / recent suicide ideation?
	 FORMDROPDOWN 

	     

	If child has current / recent suicidal ideation, does child have a plan?


	 FORMDROPDOWN 

	     

	If child has a plan, does child have access to means to carry out plan?


	 FORMDROPDOWN 

	     

	C.  Homicidality

	 FORMCHECKBOX 
 N/A due to age
	
	If yes, please provide details:

	Does child have current / recent homicidal ideation?
	 FORMDROPDOWN 

	     

	If child has current / recent homicidal ideation, does child have a plan?
	 FORMDROPDOWN 

	     

	If child has a plan, does child have access to means to carry out plan?
	 FORMDROPDOWN 

	     

	If yes, who is the intended victim?
	     

	Other Pertinent Interview Information - Report if child exhibits stress reactions when discussing traumatic events

	     


SECTION III - Trauma screening

	to be completed by md, aprn, or mental health clinician

	SECTION III -  Connecticut Trauma Screen:  Child Report (Age 7+) - Attached

	 FORMCHECKBOX 
  N/A - Child is under 7 years of age

	Date of Completion:       
	Age of Child:       
	Completed By:       

	Connecticut Trauma Screen (CTS)

The CTS is a brief, empirically-derived screen for child traumatic stress for children ages 7 and above.  The goal is to identify children who would benefit from a more comprehensive trauma focused assessment by a trained clinician.  The child report is administered directly with children age 7 and older.



	Scoring

	The event items (#1-4) may be summed to indicate the number of different types of potentially traumatic events a child has experienced (Event Total).  The Reaction items (#5-10) are summed to provide a Reactions Total Score ranging from 0-18.

Reaction Score:        (Add items #5 - 10)

Score of 5 or more indicates "at-risk" and trauma assessment is recommended
Disposition:

 FORMCHECKBOX 
 No referral recommended

Indicate reason

 FORMCHECKBOX 
 Score of less than 5

 FORMCHECKBOX 
 Other:  
 FORMCHECKBOX 
 Trauma assessment/treatment recommended

 FORMCHECKBOX 
 Other mental health assessment/treatment recommended

 FORMCHECKBOX 
 Other, specify      


	Summary of Findings

	For trauma related recommendations, please identify any child or youth that has had an exposure to a traumatizing event within the last 30 days, including the disclosure of an earlier sexual or physical abuse that has resulted in a forensic or CPS system response (investigation).  These children/youth are considered in a peri-traumatic phase and could potentially benefit from early intervention and secondary prevention to reduce risk.
     



	Connecticut Trauma Screen

Child Report (Age 7+)

MDE Version



	LINK Case ID:       

	Child's Gender:   FORMCHECKBOX 
 M      FORMCHECKBOX 
 F
	Child's Age (years):        

	Clinic where MDE was completed:       

	Date of Completion:       

	EVENTS:  "Sometimes, scary or very upsetting things happen to people.  These things can sometimes affect how we think, what we feel, and what we do.  I am going to read off a list of things that may have happened to you in the past, and then I'd like you to tell me if each happened to you."
	
	

	
	Yes
	No

	1. Have you ever seen people pushing, hitting, throwing things at each other, or stabbing, shooting, or trying to hurt each other?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. Has someone ever really hurt you?  Hit, punched, or kicked you really hard with hands, belts, or other objects, or tried to shoot or stab you?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. Has someone ever touched you on the parts of your body that a bathing suit covers, in a way that made you uncomfortable?  Or had you touch them on the parts of their body that a bathing suit covers?


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. Has anything else very upsetting or scary happened to you (loved one died, separated from loved one, been left alone for a long time, not had enough food to eat, serious accident or illness, fire, dog bite, bullying)?  What was it?       
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	REACTIONS:  "I would like to know how you have been feeling and thinking recently.  I'm going to read some statements and I'd like you to tell me how often these things happened to you over the last 30 days."



	None = Never or rarely;
	Little = 1=2 times per month;
	Some = 1-2 times per week;
	A lot - 3+ times per week

	
	None
	Little
	Some
	A Lot

	5. I have strong feelings in my body [when I remember what happened] (sweating, heart beats fast, feel sick).
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3

	6. I try to stay away from people, places, or things [that remind me about what happened].
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3

	7. I have trouble feeling happy.
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3

	8. I have trouble sleeping.
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3

	9. It's hard for me to concentrate or pay attention.
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3

	10. I feel alone and not close to people around me.
	 FORMCHECKBOX 
 0
	 FORMCHECKBOX 
 1
	 FORMCHECKBOX 
 2
	 FORMCHECKBOX 
 3


Staff Only

	Reactions Score:        (Add items #5-10).  Score of 5+ indicates at-risk and trauma assessment is recommended.

How valid do you consider this screen?   FORMCHECKBOX 
  Not at all        FORMCHECKBOX 
  Somewhat        FORMCHECKBOX 
  Mostly

	Disposition:
	 FORMCHECKBOX 
  No referral recommended, indicate reason:   FORMCHECKBOX 
  Reactions Score <5    
	 FORMCHECKBOX 
  Other      

	
	 FORMCHECKBOX 
  Trauma assessment/treatment recommended

	
	 FORMCHECKBOX 
  Other mental health assessment/treatment recommended

 FORMCHECKBOX 
  Other, specify:      

	Summary & Recommendations:  

     


Send completed forms to Carrie Shaw via fax (860-679-0195) or secure email (cashaw@uchc.edu)
Lang, Cloud, Stover, & Connell, 2014. Permission is granted to use for non-commercial purposes.  Funded in part through the Department of Human Services, Administration for Children and Families, Children's Bureau, Grant #0169, Rev. 9/2/14
SECTION IV - MEDICAL

	TO BE COMPLETED BY PHYSICIAN / NURSE PRACTITIONER DURING MDE

	SECTION IV - Medical Evaluation

	Individual Providing Information:
	 FORMDROPDOWN 

	If Other, specify:       

	Health Passport of PCP Medical Records:
	 FORMDROPDOWN 


	Current Medical Diagnoses / Problems:
	     

	Current Medications (psychotropic and medical):
	     

	Allergies 
(food, drug, insect and / or environmental:
	     

	Questions / Concerns:
	     


	Recent Lead Level:
	 FORMDROPDOWN 

	If Yes, specify Level:  
     

	Recent Hgb / Hct:
	 FORMDROPDOWN 

	Details:  
     

	Hospitalizations:
	 FORMDROPDOWN 

	Details:  
     

	Surgeries:
	 FORMDROPDOWN 

	Details:  
     

	Asthma:
	 FORMDROPDOWN 

	Details:  
     

	Sexually Active:
	 FORMDROPDOWN 

	Details:  
     

	Immunization Record:
	 FORMCHECKBOX 
 Available

 FORMCHECKBOX 
 Up-to-Date
	If not, what shots are needed:
     

	SECTION IV - Physical Examination

	Weight: 
	         FORMDROPDOWN 

	Percentile:       

	Height:
	    ft.       in.

      cm
	Percentile:       

	BMI:
	     
	Percentile:       

	
	NORMAL
	ABNORMAL
	
	

	Head Circumference:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	         FORMDROPDOWN 
  Percentile:       
	     

	Blood Pressure:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	    /    
	     

	Vision (Snellen):
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Left Eye       /20 Vision

Right Eye     /20 Vision
	     

	Audiometry:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Nutritional Status:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Elimination:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Sleep:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Genitalia/Hernia:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Skin:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Head:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Eyes::
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ears:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Throat:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Nose:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Neck:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Lungs:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Heart:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Abdomen:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Hips:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Extremities:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Neurological:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Developmental Screen:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Notes from MDE Physician / APRN:
	     

	Medical Problems Identified:
	     


SECTION V - DENTAL

	TO BE COMPLETED BY DENTIST / DENTAL HYGIENIST OR PROVIDER CERTIFIED IN

OPEN-WIDE PROGRAM DURING MDE

	SECTION V - Part A - Dental Evaluation

	Hygiene
	 FORMDROPDOWN 

	3rd Molar Evaluation
	 FORMDROPDOWN 


	Occlusion
	 FORMDROPDOWN 

	Gross Skeletal Abnormality
	 FORMDROPDOWN 


	Eruption
	 FORMDROPDOWN 

	Indications of Dental Trauma
	 FORMDROPDOWN 


	Decayed Teeth
	 FORMDROPDOWN 

	Emergent Care Needed
	 FORMDROPDOWN 


	Fluoridated Water
	 FORMDROPDOWN 

	If Yes:
	 FORMDROPDOWN 


	Fluoride Supplement
	 FORMDROPDOWN 

	Soft Tissue
	 FORMDROPDOWN 


	Orthodontal Evaluation
	 FORMDROPDOWN 

	Pain Reported
	 FORMDROPDOWN 


	Last Dental Visit
	     
	 FORMCHECKBOX 
 Unknown
	

	Notes:

     


Multidisciplinary Evaluation (MDE) Report
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