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Youth Name:  












Enrollment Date:


/

/


Interviewer:
























Respondent:
























I.
Enrollment Information

1.
Date of Birth:


/

/




2.
Gender:
 FORMCHECKBOX 

Female

 FORMCHECKBOX 

Male

3.
Race / Ethnicity: (Check all that apply.)

 FORMCHECKBOX 

White


 FORMCHECKBOX 

Black / African American
 FORMCHECKBOX 

American Indian
 FORMCHECKBOX 

Hispanic / Latino

 FORMCHECKBOX 

Asian


 FORMCHECKBOX 

Other (Specify):










If Latino, which group describes her/his cultural background?


 FORMCHECKBOX 

Mexican / Mexican-American



 FORMCHECKBOX 

Puerto Rican

 FORMCHECKBOX 

Cuban


 FORMCHECKBOX 

Dominican


 FORMCHECKBOX 

Central American
 FORMCHECKBOX 

South American



 FORMCHECKBOX 

Other (Specify):




















4.
Zip code where youth currently lives:  





5.
Agency or individual who referred the youth to SOC (from referral form):

 FORMCHECKBOX 

Juvenile Justice




 FORMCHECKBOX 

Mental Health

 FORMCHECKBOX 

School System




 FORMCHECKBOX 

Physical Health Care

 FORMCHECKBOX 

Child Welfare




 FORMCHECKBOX 

Substance Abuse

 FORMCHECKBOX 

Caregiver / Family / Friend

 FORMCHECKBOX 

Self

 FORMCHECKBOX 

Family Court
 FORMCHECKBOX 

Other (Specify):  




















6.
If the referral originated with an agency or individual other than the one identified above, please indicate the original referral source:
 FORMCHECKBOX 

Juvenile Justice




 FORMCHECKBOX 

Mental Health

 FORMCHECKBOX 

School System




 FORMCHECKBOX 

Physical Health Care

 FORMCHECKBOX 

Child Welfare




 FORMCHECKBOX 

Substance Abuse

 FORMCHECKBOX 

Caregiver / Family / Friend

 FORMCHECKBOX 

Self

 FORMCHECKBOX 

Family Court

 FORMCHECKBOX 

Other (Specify):  

















7.
What were the problems leading to <Enrolled Youth> being referred for services? (Select all that apply.)

 FORMCHECKBOX 

Suicide problems (self injury, suicide attempt, suicide ideation)

 FORMCHECKBOX 

Depression related problems (eating disorders, sleep disorders, sadness, anxiety)

 FORMCHECKBOX 

Anxiety related problems (including fears and phobias, generalized anxiety, social avoidance, obsessive-compulsive behavior, post traumatic stress disorder)

 FORMCHECKBOX 

Hyperactive and attention related problems (impulsive difficulties)

 FORMCHECKBOX 

Conduct related problems (physical/verbal aggression, non-compliance, sexual acting out)

 FORMCHECKBOX 

Delinquency related problems (property damage, theft, runaway, assault, substance abuse, truancy, police contact)

 FORMCHECKBOX 

Adjustment related problems (social contact avoidance, inappropriate bowel movements, poor peer interaction, over-dependence on adults, bladder difficulties, academic problems, poor self-esteem)
 FORMCHECKBOX 
 Substance use, abuse, and dependence-related problems

 FORMCHECKBOX 
 Adjustment-related problems (including changes in behaviors or emotions in reaction to a significant life stress)

 FORMCHECKBOX 
 Psychotic behaviors (including hallucinations, delusions, strange or odd behaviors)

 FORMCHECKBOX 
 Pervasive developmental disabilities (including autistic behaviors, extreme social avoidance, stereotypes, perseverative behavior)

 FORMCHECKBOX 
 Specific developmental disabilities (including enuresis, encopresis, expressive or receptive speech and language delay)

 FORMCHECKBOX 
 Learning disabilities

 FORMCHECKBOX 
 School performance problems not related to learning disabilities
 FORMCHECKBOX 

Other problems (life threat, strange behavior; Specify):
8.
Is <Enrolled Youth> in foster care or another type of out-of-home placement due to a family court decision (do not include placement as a result of juvenile justice charges)?
 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes

9.
During the past 6 months, was <Enrolled Youth> the recipient of benefits from:  (Select all that apply.)

 FORMCHECKBOX 

Medicaid

 FORMCHECKBOX 

SCHIP


 FORMCHECKBOX 

SSI


 FORMCHECKBOX 

TANF


 FORMCHECKBOX 
Private Insurance

 FORMCHECKBOX 

Other (Specify):  

















10.
Agencies with which the youth is involved:  (Select all that apply.)

 FORMCHECKBOX 

Juvenile Justice



 FORMCHECKBOX 

Child Welfare
 FORMCHECKBOX 

Schools





 FORMCHECKBOX 

Substance Abuse
 FORMCHECKBOX 

Mental Health



 FORMCHECKBOX 

Family Court
 FORMCHECKBOX 

Primary Care 



 FORMCHECKBOX 

Other (Specify):  










___
11.  If <Enrolled Youth> was chosen for the national evaluation, will the family participate?

 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes

 FORMCHECKBOX 

Not selected for National Evaluation
If not, indicate why below:

II.
Diagnostic Information
1.
Has a diagnostic evaluation been done as part of enrollment in OSOCI?
 FORMCHECKBOX 

No

 FORMCHECKBOX 

Yes

2.
Date of most recent multiaxial diagnostic evaluation:


/

/


3.
Site of diagnostic evaluation:  













4.
Who provided the diagnosis?


 FORMCHECKBOX 

Child psychiatrist

 FORMCHECKBOX 

General psychiatrist

 FORMCHECKBOX 

Licensed mental health professional
 FORMCHECKBOX 

Child psychologist

 FORMCHECKBOX 

General psychologist
 FORMCHECKBOX 

Licensed clinical social worker
 FORMCHECKBOX 

Primary care physician 
 FORMCHECKBOX 

Other (Specify):
  
























5.
DSM-IV Diagnoses:






Code




Description
Axis I Primary





















Axis I Secondary




















Axis I Tertiary





















Axis II Primary





















Axis II Secondary





















Axis III – General Medical (ICD-9 name)














Axis IV – Psychosocial and Environmental Problems (Select all that apply.)
 FORMCHECKBOX 

Primary Support




 FORMCHECKBOX 

Housing

 FORMCHECKBOX 

Social Environment




 FORMCHECKBOX 

Economic
 FORMCHECKBOX 

Educational






 FORMCHECKBOX 

Health Care Access

 FORMCHECKBOX 

Occupational





 FORMCHECKBOX 

Legal System
 FORMCHECKBOX 

Other (specify)



















Axis V – GAF Score




*************************

Sources of information used to complete this form:  (Select all that apply.)
 FORMCHECKBOX 
 
Caregiver

 FORMCHECKBOX 
  Youth

 FORMCHECKBOX 
 
Staff

 FORMCHECKBOX 
 
Case record review

Oklahoma Systems of Care
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