Sphinx Healing Services LTD

Screen/Intake Pre-Assessment


Client Information

Name of Child / Youth: _________________________
Preferred Name: ___________________	
Gender: Male ____ Female _____	
Date of Birth: Y ______ M ______ D_____
Gender Identification/Sexual Orientation: _______________________________________
Height___________________ Weight____________ Eye Color_____________________
Hair Color____________________________ Hair Length__________________________
Allergies_________________________________________________________________
Home Community: _____________________Band_______________________________ 
Spiritual Belief: ________________________Ethnicity: ___________________________       
Does the child/youth attend School?___________________________________________________       
Grade completed_____
Status of Youth:   TGO __ PGO __ Other __

REASON FOR REFERRAL OF SERVICE   
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Degree of risk youth is presently at: 
 Low	Med. 	High
1 2 3 4 5 6 7 8 9 10
Urgent Needs (including suicide and violent risk): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Concerns re: Restraints/restrictive procedures, fire setting, cruelty to animals, life stress, attachment, self harm, development, cognitive level, others: ________________________________________________________________________________________________________________________________________________________________________________________________________________________


Was the youth exposed to pre-natal drinking by mother? Yes ____ No ____
Any history of depression? Yes ____ No ____
Any history of self-harming thoughts? Yes ____ No ____
Any history of self-harming behaviour? Yes ____ No ____
If yes – How many times: ______
Date of the most recent: year _____ month _____ day _____
If yes to the above is a Safety Plan in place: Yes ____ No ____
Self:
Has the youth experienced difficulty in any of the following areas?
1. Poor social skills. Yes ____ No ____
2. Low self-esteem Yes ____ No ____
3. Pregnancy Yes ____ No ____
4. Developmental delays. Yes ____ No ____
5. Aggressive behavior Yes ____ No ____
6. Eating problems. Yes ____ No ____
7. Conflict with parents Yes ____ No ____
8. Prostitution Yes ____ No ____
9. Sleeping problems. Yes ____ No ____
10. Problems with anger. Yes ____ No ____
11. Running away Yes ____ No ____
12. Neglect Yes ____ No ____
13. Trauma Yes ____ No ____
14. Physical abuse Yes ____ No ____
15. Sexual abuse Yes ____ No ____
16. Grief issues. Yes ____ No ____
17. Self-mutilation Yes ____ No ____
18. Attention deficit concerns. Yes ____ No ____
19. Bullying Yes____ No ____
20. Being Bullied Yes ____ No ____

Special Needs/accommodations: ________________________________________________________________________________________________________________________________________________________________________________________________________________________
HEALTH:
Is there a past history of physical illness? Yes ____ No ____
If Yes - Please explain: _____________________________________	_____________
_____________________________________				_____________
_____________________________________				_____________
Are there any present developmental delays, handicaps or health problems ie; seizures, diabetes, ? 
Yes ____ No ____
If Yes – Please explain: ____________________________________	_____________
____________________________________				_____________
____________________________________				_____________

SOCIAL/LEISURE:
What sporting activities does the child/ youth enjoy?
________________________________________________________________________
________________________________________________________________________
What hobbies does the child/youth engage in?
________________________________________________________________________
________________________________________________________________________
What food likes and dislikes does the child/ youth have: ________________________________________________________________________________________________________________________________________________
ADD CHILD Does the youth develop friendships easily? Yes ____ No ____
Does the youth have a lot of friends? Yes ____ No ____
Does the youth have any close friends? Yes ____ No ____
Does the youth argue with peers? Yes ____ No ____
Does the youth get into fights easily? Yes ____ No ____
Does the youth hang out with friends who get into trouble? Yes ____ No ____
Has the youth engaged in sexual activity? Yes ____ No ____
Is the youth in need of social supports? Yes ____ No ____
CULTURAL:
Is the youth aware of his/her cultural heritage? Yes ____ No ____
Does the youth participate in cultural activities? Yes ____ No ____
Does the youth’s family practice their cultural beliefs? Yes ____ No ____
Are there any specific restrictions about cultural teachings the program should be aware of? Yes ____ No ____
If Yes – Please explain:
_____________________________________________________________________

LEGAL:
Does the youth have a history of legal charges or arrests? Yes ____ No ____
If Yes – Please list:
1. ______________________________________________________________________
2. ______________________________________________________________________
Is there any present involvement with the police or legal system? Yes ____ No ____
If Yes – Please explain:
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
Probation Order: Yes ____ No ____
If Yes - What are the conditions: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Probation Officer: ______________________________ Phone: ___________________
Does the youth have any legal charges against them at the present time? Yes ___ No ___
If Yes – Please list:
1. ______________________________________________________________________
2. ______________________________________________________________________
Next Court Date: _________________________________________________________
At what age did the youth start demonstrate delinquent behavior? Age ____
Is the youth prone to peer pressure? Yes ____ No ____

DRUGS, ALCOHOL AND TABACCO:
How many times has the youth used drugs?      Never   1-2      3-5      6-9    10-19    20 +
How many times has the youth used alcohol? Never 1-2      3-5     6-9   10-19     20+ 
Does the youth smoke? Yes ____ No ____
Does the youth E-smoke/Vapor? Yes ____ No ____
How often does the youth abuse substances?
Daily ___ Weekends ___ Times/Month ____ Minimal ____
Which of the following would you classify the youth with regards to their substance use?
Experimenter ____ Has a Substance Problem ____ Substance Dependent ____
Type of substance used: ________________________________________________________________________________________________________________________________________________
Intravenous drug use Yes ____ No ____
Risk taking behaviors Yes ____No ____
Do members of the youth’s family abuse substances? Yes ____ No ____
If Yes – Please list who does: Family Member          1. ____________________________
2._____________________________
3. ____________________________
Any other comment: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Has the youth received counseling or is currently receiving counselling/support services? Yes ____ No ____
If Yes Please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


How does the youth feel about being in care and coming to Edmonton?, Will they know they are being placed in Edmonton?
________________________________________________________________________________________________________________________________________________________________________________________________________________________

	
__________________________________________________
	
_______________________________________________

	Caseworker


Acceptance or Not, into program                  

Date:


	Agency Director Signature
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