Pediatric Symptom Checklist Youth Report

Name (Y-PSC)
DOB: Date
Please mark under the heading that best describes you: Never | Sometimes | Often

_Spend more imealone | | | |
Fidgety, unable to sit still I |
6| Lessinterestedinschool | | |
8 | baydreamtoomuych | | | |
__

Are irritable, angr I N
| |
Have trouble concentrating | |

(16 | Fight with other chidren | | | |
___
__-
___
___
___
___

Do not show feelings I
| |
32 |Teaseothers | | | |
| |
Take things that do not belong to you ]

Do you have any concerns that you need to have addressed? ( )Y ( )N
If yes, describe

Address Phone
School Grade Homeroom

Family Services of Chemung County, Inc., 1019 E. Water St., Elmira, NY 14901

website



YOUTH EMOTIONAL HEALTH SCREENING PROGRAM

Screening Consent Form

IF CHILD IS ALREADY RECEIVING EMOTIONAL HEALTH SERVICES,
DO NOT COMPLETE THIS FORM

| DOWANT MY CHILD TO PARTICIPATE IN THIS SCREENING

I , give permission for my child to participate in the
Please Print Your Name

Family Services Y outh Emotional Health Screening Program.

Parent/Guardian Signature: Date:

Please Complete All Of The Following Information
PLEASE PRINT CLEARLY

Child’s Name Student Date of Birth
Age Male/Female Home Address
School City, State, Zip
Grade County
Home Phone
Child Lives: With Parent_ ; InFoster Care __ ; With Guardian____

FAMILY SERVICES OF CHEMUNG COUNTY, INC.,1019 EAST WATER ST. ELMIRA, NY 14901
607-733-5696
website




