[image: image1.png]



Washington County Juvenile Justice Center

REGIONAL JUVENILE CENTER

885 CLYDESDALE ROAD

FAYETTEVILLE, ARKANSAS 72701

PHONE:  (479) 444-1670 

FAX:  (479) 445-6903
Jean E. Mack, Director, ext. 3




 Educational Services, ext.5

Social Work Dept, ext. 7
Please take a few moments to complete this questionnaire and checklist to provide information to assist us in caring for your child. Please use the back of the page, if needed. The information that you provide will not be used to bring new charges or to evoke further legal action against your child. The information you provide may be utilized as collateral information if your child receives an assessment with the SWIP program. 

Child’s Name: ___________________________________

Social Security Number: ___________________________

Date of Birth: ____________________________________

Your Name and Relationship? ___________________________________

Phone number(s) ______________________________________________

Is the child adopted and if so, at what age? __________________________

Who has legal guardianship? ____________________________________

What were the events that led to your child obtaining charges to be detained? _____________________________________________________________

_____________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any concerns/problems you are having with your child. Please include when the problems began / when you first noticed a change in your child's behavior / how long has your child been having behavior and/or emotional problems? Also, please describe any interventions that you have utilized to help your child so far. __________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

(please use back of page if needed)

Does your child have health insurance?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  

If so, with whom ? ________________________________________

Does your child currently take any medications?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  

If yes, please list:

	medication
	dosage
	frequency
	prescribing doctor / clinic
	reason for medication
	date of last dose
	does jdc have medication to administer?
	date prescribed

	example:

ritalin
	10 mg
	x2 day
	dr smith
	adhd
	today
	yes
	Oct 2004

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Is you child currently in counseling?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If Yes:

	with whom
	reason
	date services began
	date of last appointment
	Initial here if you give permission for clinician to be contacted

	Ex: joe smith school based
	aftercare
	10/1/05
	10/20/05
	MJS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Has your child received clinical (including medication management) or counseling services in the past (either outpatient or inpatient treatment)? 

  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If Yes:

	with whom
	reason
	date of services began
	date of last appointment
	Initial here if you give permission for clinician to be contacted

	Ex:  ocean view residential
	depression
	9/5/05
	10/15/05
	MJS

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Does your child have any previous developmental, behavioral, or mental health diagnoses (Ex: depression, bi-polar, ADHD, Anxiety, ODD, PTSD, Conduct Disorder, PDD-NOS, Aspergers, Autism, mental retardation, etc)?    FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If so, please list:

	diagnosis
	who diagnosed them?
	when was the diagnosis made?
	what prompted the evaluation for the diagnosis?
	medication

	Ex: Depression
	Ocean view
	9/05
	behavior
	zoloft

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Do you suspect that your child is using or has ever used drugs or alcohol?  FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  

If so, what do you think they are using and why do you suspect this? _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(please use back of page if needed)
Has your child ever made statements of, attempted to, or received treatment related to killing themselves? Have they ever engaged in any type of harm to themselves – cutting, carving, burning, etc? Please list all approximate time frames and behaviors.
 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If so, please list:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________

(please use back of page if needed)

Does your child have any previous physical or medical problems (including allergies, asthma, etc)? 

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If so, please list:

	diagnosis
	who diagnosed them?
	when was the diagnosis made?
	what prompted the evaluation for the diagnosis?
	medications

	Ex: allergic to milk
	dr pate
	6/1993
	reaction
	none

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list all educational services (resource, special ed, ALE, ALLPS, ESL) that your child receives.     FORMCHECKBOX 
 NONE - my child is in regular education 

	educational service
	reason 

(learning disorder, etc)
	what grade did this service begin?
	iep or 504
	IQ 

if known
	Initial here if you give permission for cclinicianto be contacted

	Ex: special ed / resource
	dyslexia / adhd 
	3rd / 5th 
	iep / 504
	89
	MJS

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please describe any concerns/problems your child is having in school. Please include problems with poor grades, peer relationships, etc.

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

(please use back of page if needed)
Has your child ever been the victim of physical, emotional, or sexual abuse?

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If so, please describe what happened:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(please use back of page, if needed)

Has your child recently had any major stressors in his/her life (please include family moves, death/loss of family, pet, or friends, divorce of parent, remarriage of parent, family crisis, bullying, etc)?

 FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes  If so, please describe what happened:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(please use back of page, if needed)
What would you like to see happen with your child as a result of  involvement with the juvenile justice system?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(please use back of page, if needed)
What would you say is the best thing about your child? What do they have going for them? What are their strengths, talents, etc?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________

(please use back of page, if needed)
What is the plan for your child’s placement upon discharge from JDC? 

 FORMCHECKBOX 
 Return to my home (Name)________________________________

 FORMCHECKBOX 
 To be placed with a relative who has agreed to take the child, is drug   

      free, and will pass the criminal and child abuse background check.

List Name, Phone number, and Relationship of Relative:________________

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

 FORMCHECKBOX 
 To be placed into DHS/DCFS custody (foster care)

 FORMCHECKBOX 
 Other, please list (Permanent placement at JDC is not an option):______

__________________________________________________________________________________________________________________________

_______________________________________________________________________
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