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General Information
Reason for screening:
Present Behavior
Caregivers are often the first to notice a problem with a child's behavior, emotions or learning. They may also be the first to notice improvement. You can help the child in your home get the best care possible by answering these questions. 
Please select the option that best describes this child. We want to know how this child is doing at the present time or within the past 2-4 weeks, and not about problems from long ago.
Assign the following point values to the appropriate responses by the caregiver.
         Scoring:  Never = 0; Sometimes = 1; Often = 2
Column 1
Column 2
Column 3
1. Fidgety, unable to sit still
2. Feels sad, unhappy
3. Daydreams too much
4. Refuses to share
5. Does not understand other people's feelings
6. Feels hopeless
7. Has trouble paying attention
8. Fights with other children
9. Is down on him or herself
10. Blames others for her or his troubles
11. Seems to be having less fun
12. Does not listen to rules
13. Acts as if driven by a motor
14. Teases others
15. Worries a lot
16. Takes things that do not belong to him or her
17. Distracted easily
Column Totals 1 - 17:
These next three questions are about violent, traumatic or upsetting events that may have happened
to this child or that the child witnessed at any time in their past. Please answer if these behaviors have occurred (not the event) within the past 2-4 weeks.
Scoring:  Never = 0; Sometimes = 1; Often = 2
Trauma 
18. Gets very upset if reminded of the events
19. More physical complaints when reminded of the events, such as headaches or       stomach aches
20. Can't seem to stop thinking about the events, even when she or he tries not to
Column Totals 18 - 20:
How much do the problems or difficulties you selected earlier interfere with this child's everyday life?
Not at all = None; Only a little = Once/week or less; Some = 2 to 4 times/week; Almost always = 5 or more times/week
21. Do the difficulties you selected earlier upset or distress this child?
22. Do the difficulties you selected earlier place a burden on you and your family?
23. Do the difficulties you selected earlier interfere with this child's home life?
24. Do the difficulties you selected earlier interfere with this child's friendships?
25. Do the difficulties you selected earlier interfere with this child's activities?
26. Do the difficulties you selected earlier interfere with school or learning?
27. Do you think this child might have a problem with alcohol or drugs?*
28. Does this child have a problem with sexual behavior?*
Child Functioning
29. Does this child talk about or attempt suicide?**
31(b). If yes, please list the agency providing services:
31(c). If yes, please list the name of the counselor providing services:
31(d). If yes, how many counseling or therapy sessions has this child attended in the past 4 weeks?
31(e). If yes, how many sessions either included you directly, or taught you things you could do to 	help, or assigned you homework?
31(f). If yes, how much is counseling, behavioral health services, or therapy helping this child?
32. Does this child take medication for attention deficit or hyperactivity?
32(a). If yes, how much is this medication helping with attention or hyperactivity?
33(a). If yes, how much are these medications helping this child?
34. Altogether, what is the total number of attention, hyperactivity, psychotropic, sleep or behavioral        medications that this child is currently taking?
Note:  Screening tool adapted from the Pediatric Symptom Checklist. See www.massgeneral.org/psychiatry/services/psc_home.aspx.  
33. 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.)       
31(a). If yes, what type of service is this child receiving?
31. Is this child currently receiving counseling, behavioral health services or therapy?
30. Has this child received a trauma-informed mental health assessment?
We want to find out about services and treatments this child is currently receiving. 
When further explanation is needed, document in KIDS contact.
Services
Caseworker Use Only - CBHS 4 - 17 years
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.  
When total is 7 or greater, this scale is elevated. When scale is elevated, please refer for a trauma-informed mental health assessment.
When total is 5 or greater, this scale is elevated. When scale is elevated, please refer for a trauma-informed mental health assessment.
When total is 7 or greater, this scale is elevated. When scale is elevated, please refer for a trauma-informed mental health assessment.
When total is 1 or greater, this scale is elevated. When scale is elevated, please refer for a trauma-informed mental health assessment.
*For questions 27 (Do you think this child might have a problem with alcohol or drugs?) and 28 (Does this child have a problem with sexual behavior?), if any reported, refer for a mental health assessment.
**For question 29 (Does this child talk about or attempt suicide?), if any reported, contact your supervisor and consult with child's mental health provider. If the child is in immediate danger of hurting him/herself, follow policy for acute psychiatric admission for children (OAC 317.30-5-95.25).
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