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General Information
Reason for screening:
Developmental Milestones
1. Names at least one color
0                                               1                                              2
2. Tries to get you to watch by saying "Look at me"
0                                               1                                              2
3. Says his or her first name when asked
0                                               1                                              2
4. Draw lines
0                                               1                                              2
5. Talks so other people can understand him or her most of the time
0                                               1                                              2
6. Washes and dries hands without help (even if you turn on the water)
0                                               1                                              2
7. Asks questions beginning with "why" or "how" - like "Why no cookie?"
0                                               1                                              2
8. Explains the reasons for things, like needing a sweater when it's cold
0                                               1                                              2
9. Compares things - using words like "bigger" or "shorter"
0                                               1                                              2
10. Answers questions like "What do you do when you are cold?" or "...when you are sleepy?"
0                                               1                                              2
These questions are about this child's development. Please tell us how much this child is doing each of these things. Please be sure to answer ALL the questions.
Assign the following point values to the appropriate responses given by the caregiver. 
Scoring:  Not yet = 0; Somewhat = 1; Very much = 2
Preschool Pediatric Symptom Checklist (PPSC)
These questions are about this child's behavior. Think about what you would expect of other children the same age, and tell us how much each statement applies to this child.
Assign the following point values to the appropriate responses given by the caregiver. 
Scoring:  Not at all = 0; Somewhat = 1; Very much = 2
11. Does this child seem nervous or afraid?
12. Does this child seem sad or unhappy?
13. Does this child get upset if things are not done in a certain way?
14. Does this child have a hard time with change?
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
15. Does this child have trouble playing with other children?
16. Does this child break things on purpose?
17. Does this child fight with other children?
18. Does this child have trouble paying attention?
19. Does this child have a hard time calming down? 
20. Does this child have trouble staying with one activity?
21. Is this child aggressive?
22. Is this child fidgety or unable to sit still?
23. Is this child angry?
24. Is it hard to take this child out in public?
27. Is it hard to keep this child on a schedule or routine?
0                                               1                                              2
28. Is it hard to get this child to obey you?
0                                               1                                              2
25. Is it hard to comfort this child?
26. Is it hard to know what this child needs?
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
0                                               1                                              2
Services
We want to find out about services and treatments this child is currently receiving.   When further explanation is needed, document in KIDS contact. 
29. Has this child received a trauma-informed infant mental health assessment?
30(a). If yes, what type of service is this child receiving?
30(b). If yes, please list the agency providing services:
30(c). If yes, please list the name of the counselor providing services:
30. Is this child currently receiving counseling, behavioral health services or therapy?
30(d). If yes, how many counseling or therapy sessions has this child attended in the past 4 weeks?
30(e). If yes, how many sessions either included you directly, or taught you things you could do to help, or assigned you homework?
30(f). If yes, how much is counseling, behavioral health services, or therapy helping this child?
31. Does this child take medication for attention deficit or hyperactivity?
31(a). If yes, how much is this medication helping with attention or hyperactivity?
33. Altogether, what is the total number of attention, hyperactivity, psychotropic, sleep or behavioral 	       medications that this child is currently taking?
32. Does this child currently take any other kind of psychotropic, behavioral, or sleep medication?                   (This includes any kind of antidepressant, tranquilizer, mood stabilizer or medication to calm the       child down or help sleep.)       
32(a). If yes, how much are these medications helping this child?
Caseworker Use Only - CBHS 29 months, 0 days - 34 months, 31 days
29 months - when total is 9 or less, this scale indicates the child needs a referral to SoonerStart.
30 months - when total is 10 or less, this scale indicates the child needs a referral to SoonerStart.
31 months - when total is 11 or less, this scale indicates the child needs a referral to SoonerStart.
32 months - when total is 12 or less, this scale indicates the child needs a referral to SoonerStart.
33 months - when total is 13 or less, this scale indicates the child needs a referral to SoonerStart.
34 months - when total is 13 or less, this scale indicates the child needs a referral to SoonerStart.
When this is the initial screening, and a referral to SoonerStart has not been made, make a referral per policy regardless of the results of the screener.
If a SoonerStart referral has previously been made for this child and the scale warrants a need for referral, notify your designated SoonerStart Regional Coordinator of the results. 
When total is 9 or greater, this scale is elevated.
When scale is elevated, please call the Department of Health Warmline (1-888-574-5437) to refer for a trauma-informed infant mental health assessment.
Instructions
Ensure you have gone over the results with the caregiver during your face-to-face contact and if any scores on the CBHS warrant a referral, ensure a referral per guidance above has been made. 
Referral Instructions:
Enter a contact into KIDS with the Purpose field “Referral for Services” to document a referral was made. In the Purpose/Comments tab document the agency name, address, and phone number to whom the referral was made. Upload the referral form into the KIDS file cabinet. 
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