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II. Claims- Kyra Houston
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III. Children’s Initiative Department- Cassandra Phipps
• DHHS Foster Care / Access Screening Updates-- Memo and Presentation (pages

2-16)
• Summer Prevention Activities (pages. 17-20)

https://www.surveymonkey.com/r/DWIHNSTEAM
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• Credentialing Process
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VII. Managed Care Operations- June White
• Service Delivery Expansion Survey- Jacquelyn Davis
• Contracting/Credentialing- Sharon Matthews
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Memo 
  
To:       Children’s Initiatives Network (SED and I/DD)   
 
From:  Cassandra Phipps, Director of Children’s Initiatives  
 
Date:    June 17, 2022  
 
Re:      Department of Human and Health Services Foster Care Screening   
 
CC:      Melissa Moody (Chief Clinical Officer), Ebony Reynolds (Clinical Officer), Jacquelyn Davis (Clinical     
              Officer) 
_____________________________________________________________________________________________ 
 
This correspondence is to inform of a new collaborative effort between Detroit Integrated Health Network (DWIHN) 
and Wayne County Department of Health and Human Services (DHHS).  Research indicates that children involved in 
child welfare have higher rates of mental and behavioral health needs compared to children in the general 
population.1 For children in out-of-home placements, the trauma of being removed from their parents’ care and 
custody can exacerbate these needs and lead to placement disruptions or placement in residential settings. The goal 
of this collaboration is to ensure that children in DHHS care are connected to mental health services that meet their 
needs early in a new case or placement to prevent disruptions and better support their wellbeing.  
 
Effective 7/1/2022, DHHS child welfare specialists from the North Central Regional Office will contact DWIHN Access 
Department to provide a Trauma Screening Checklist and request a community mental health screening for children 
ages 7 to 17.  After the screening has been completed an intake appointment will be scheduled with a children 
provider.  All other Wayne County DHHS child welfare specialists will continue to contact children providers directly 
for community mental health screenings as usual.   
 
This new process will be discussed further during the Children System Transformation meeting on 6/24/2022 @ 
9:00am to 10:30am virtually.  If you are interested in attending the meeting or have any questions please contact Kim 
Hoga at Khoga1@dwihn.org or Monica Hampton at Mhampton@dwihn.org.  
 
Thank you for your assistance, 
 
Cassandra Phipps LPC, LLP, CAADC 
 
Cassandra Phipps LPC, LLP, CAADC 
Director of Children’s Initiatives 

                                                           
1 https://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx  

http://www.dwmha.com/
mailto:Khoga1@dwihn.org
mailto:Mhampton@dwihn.org
https://www.ncsl.org/research/human-services/mental-health-and-foster-care.aspx


Early Connections to Mental 
Health Services Initiative

North Central Wayne DHHS Staff Training, June 2022



• Welcome
• Purpose of new initiative
• Overview of changes to expect
• Walk-through of key steps in new DWIHN referral process
• Questions
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Agenda



Why is it important to screen children for trauma & connect 
them to services early in a new placement? 

Children in foster care have disproportionately high rates of mental health needs, 
which can be exacerbated by the trauma of being removed from their parents’ care.

Unmet needs often contribute to behavioral challenges that make children more 
difficult to care for and can lead to placement disruptions and placement into 
residential settings. 

Compared to children in the general population, children in foster care are:
• 7x more likely to experience depression
• 6x more likely to exhibit behavioral problems
• 5x more likely to feel anxiety
• 3x more likely to have attention deficit disorder
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Goal of North Central Wayne mental health connections initiative: 
Screen children for trauma & connect them to mental health services earlier in a 
new placement to prevent disruptions & better meet children’s needs 

Key changes that you can expect: 

1. New guidelines for staff to ensure that all children are screened for trauma & referral to 
services early in a new case or placement. 
a) CPS completes trauma screening checklist for all children prior to 5-day transfer 

conference
b) Foster Care/ Ongoing CPS refers all children ages 3 to DWIHN within 14 days of a new 

placement or transfer to Ongoing CPS
2. New tracking system managed by HLOs to monitor and follow-up on children’s connection to 

services
3. New central referral point at DWIHN that will simplify the referral process for staff, children, & 

caregivers
4. Improved coordination with DWIHN to better meet the mental health needs of children in care
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Overview of new referral process
Trauma screening

• CPS specialist 
completes trauma 
screening checklist 
prior to 5-day 
transfer 
conference

• FC/ CPS Ongoing 
specialist reviews 
checklist with 
caregiver and/or 
child w/in 14 days 
of placement/ case 
transfer

Referral
• FC/ Ongoing CPS 

specialist completes 
online DWIHN 
trauma checklist 
submission form to 
initiate referral for 
any child age 3+

• Specialist contacts 
Access together 
with caregiver to 
make referral to 
DWIHN w/in 14 
days of placement/ 
case transfer

Intake & first 
therapy session

• Access schedules 
intake with provider

• Specialist attends 
intake along with 
child and caregiver

• Prior to first 
therapy session, 
specialist 
establishes 
communication with 
therapist

Ongoing services
• Specialist informs 

therapist about any 
upcoming court 
dates & 
TDMs/FTMs

• Therapist shares 
regular progress 
updates with 
specialist

Other changes to the mental health referral process:
• HLOs will track trauma screening, referrals, and connections to services and may reach out for details about 

cases if they are missing information
• Specialist are expected to be present for the initial call to Access and initial intake appointment to share 

important details about the child’s history and case
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Step 1: Complete trauma 
screening checklist

CPS: 
1. Complete trauma screening checklist 

prior to CPS-FC/CPS-CPS Ongoing 
transfer conference. 

FC/ Ongoing CPS: 
1. Meet with parent and/or caregiver and the 

child to review and update trauma 
screening checklist within14 days of 
placement/ transfer for Ongoing CPS.

2. Upload completed trauma screening 
checklist to the Person Profile/ Scanned 
Documents section of MiSACWIS.
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Step 2: Complete referral to DWIHN

For Youth Ages 3 – 6 For Youth Aged 7 and Older
a. Call Access (1-800-241-4949) and explain 

that you are looking for a referral to Infant 
Mental Health (IMH) services. Access will 
provide a referral to an IMH provider.

b. Call IMH provider for an initial screening and 
intake appointment. Complete call along with 
parent/caregiver.

a. Call Access (1-800-241-4949) for initial 
screening. Complete call along with parent/ 
caregiver. Access will schedule an intake 
appointment directly with a mental health 
provider. 

3. Following referral:
a. Document date of referral in a Social Work Contact and complete a Case Service.
b. Email the assigned HLO with 1) the trauma screening checklist and 2) the referral and intake 

date for tracking purposes. 

FC/ Ongoing CPS: 
1. Within 14 days of removal or transfer to Ongoing CPS, refer any child 3 years old and older to 

DWIHN for a mental health screening.
2. Complete DWIHN trauma screening submission form (more details on next slide).

https://app.smartsheet.com/b/form/f12ca442f9964489801905e2e446f9e3


8

How to complete DWIHN trauma screening submission form

The purpose of this form is to provide DWIHN with key pieces of information about the child, including their trauma history 
and current legal status, prior to referral and intake. 
• Specialist completes the form prior to contacting DWIHN Access Department. 
• DWIHN Access Department will gather any supporting documents from the form and upload into MHWIN system. 
• Both DWIHN Access and DWIHN Children’s Initiative Department will have access to the results.
For questions, contact Monica Hampton mhampton@dwihn.org or Kim Hoga khoga1@dwihn.org. 

1. Fill in details about the 
child’s current caregiver 

(i.e. foster parent, relative 
caregiver, or custodial 

parent for Ongoing CPS 
cases)

2. Fill in the child’s name, 
date of birth, and 

Medicaid/ Recipient ID 
Number if known

3. Fill in your own contact 
details and the name of your 

agency (i.e. North Central 
Wayne DHHS). 

Note the district office of 
origin and select the current 
legal status of the child from 

the drop-down menu.

4. Upload the trauma 
screening checklist and any 
legal documents available. 

Select “send me a copy of my 
responses” and submit.

https://app.smartsheet.com/b/form/f12ca442f9964489801905e2e446f9e3
mailto:mhampton@dwihn.org
mailto:khoga1@dwihn.org
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Step 3: Support intake & start of services

1. Within 30 days of removal/ case transfer to Ongoing CPS:
 Complete intake appointment. Attend appointment along with child and caregiver to 

share information about the child’s trauma history and current circumstances.

2. Upon completion of intake appointment:
 Obtain name and contact information for child’s assigned therapist.
 Document intake appointment, therapist’s contact information, and any delays/barriers 

to intake date and/or service begin date in a Social Work Contact.
 Email HLO to provide the therapist’s contact information and date of first appointment 

for tracking purposes.

3. Before first therapy session, contact child’s assigned therapist to:
 Share information and answer any questions related to the case.
 Obtain the schedule of appointments.
 Request a copy of the child’s treatment plan.
 Inform therapist of upcoming court dates and upcoming FTMs/ TDMs.
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Step 4: Support ongoing engagement in services
1. Complete the following at the given intervals:

 Monthly: Check in with therapist to ask for treatment progress and to share case updates; 
document in a Social Work Contact.

 Attend once monthly Child and Family Team meetings if child is in wrap-around services.
 Quarterly: Complete case service review and upload supporting documentation including therapy 

progress reports.

2. Communicate with the youth’s therapist or provider at the following touchpoints:
 Court dates: Inform therapist of upcoming court dates and request progress update.
 FTMS/TDMs: Invite therapist to FTM/TDMs at least a week before the meeting.
 If a placement change occurs: Work with DWIHN, the therapist, and the child’s new caregiver to 

determine whether the child will be able to continue with the same provider.
 If case transfers to a new FC or CPS Ongoing specialist: Contact therapist to provide contact 

information for new case worker.

A new Trauma Screening Checklist should be completed in the following circumstances:  
 At 180 days in the placement
 At the caregiver’s report of behavioral changes in the child
 At a placement change
 Prior to case closure



Resources available to you:
• Children’s MH services checklist – provides a detailed overview of the trauma 

screening and referral process
• Monthly CMH/SED meetings hosted by Monica Hampton – to ask questions 

about specific cases or referral process more generally
Other things to note:
• HLOs may reach out to you if they don’t hear from you about each step in the 

process to ensure that children have been screened for trauma and 
connected to services to meet their needs.

• Providers may contact a central inbox monitored by HLOs to notify DHHS if 
children are consistently missing appointments or at risk for termination of 
services (MDHHS-NCDHHS-MHServices@michigan.gov) 
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Anticipated Pilot Launch Date: Wednesday, June 15

mailto:MDHHS-NCDHHS-MHServices@michigan.gov


Appendix
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Detroit Wayne Integrated Health Network:
Access Department:
• Yvonne Bostic (Access Call Center Administrator) / ybostic@dwmha.com
If you have any questions or concerns regarding the DWIHN Access Call Center, please send an email 
to: accesscenter@dwihn.org. Also, the DWIHN Helpline is also always available 24/7 at 800-241-4949.
Website:  https://www.dwihn.org/DWIHN-Access-Call-Center

Children’s Initiative Department:
• Cassandra Phipps (Director of Children’s Initiative) / cphipps@dwihn.org
• Kimberly Hoga (Clinical Specialist) / khoga1@dwihn.org
• Monica Hampton / mhampton@dwihn.org
Website:  https://www.dwihn.org/childrens-initiatives

DHHS:
Your assigned HLO can answer questions about specific cases or internal expectations for staff
• Rachelle Dia Dia, DiaR@michigan.gov
• Chantell Goodwin Goodwill, Chantell (DHHS) GoodwillC@michigan.gov
• Kenyatta Hawthorne HawthorneK@michigan.gov
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Contact Information

mailto:ybostic@dwmha.com
mailto:accesscenter@dwihn.org
tel:8002414949
https://www.dwihn.org/DWIHN-Access-Call-Center
mailto:cphipps@dwihn.org
mailto:khoga1@dwihn.org
mailto:mhampton@dwihn.org
https://www.dwihn.org/childrens-initiatives
mailto:DiaR@michigan.gov
mailto:GoodwillC@michigan.gov
mailto:HawthorneK@michigan.gov
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Supporting documents
Description Link or embedded document
Children’s mental health services checklist

CSA trauma screening checklists

DWIHN trauma screening submission form https://app.smartsheet.com/b/form/f12ca442f99644
89801905e2e446f9e3

DWIHN Access Department clinical screening form – note that this 
is provided for specialists to preview prior to calling Access

DWIHN Infant and Early Childhood Mental Health Brochure

DWIHN Children’s Initiative Website (Wayne County Services 
Flyer, Children Crisis Flyer, Children Services Guidebook): 

https://www.dwihn.org/childrens-initiatives

CAFAS / PECFAS / DECA handbook

MH Services 
Checklist

Access Screening 
Form

Screening 
checklist 0-5

Screening 
checklist 6-18

IMH Brochure

CAFS PECFAS 
Guidebook

https://app.smartsheet.com/b/form/f12ca442f9964489801905e2e446f9e3
https://www.dwihn.org/childrens-initiatives

		NC Youth MH Referral ChecklistWITHIN 14 DAYS OF CPS TRANSFER – Complete Trauma Screening Checklist and make referral to CMH  







To ensure that youth are assessed for trauma and screened for mental health needs upon coming into care, Foster Care and CPS Ongoing specialists will complete the following steps for all children coming into DHHS care.

1. Complete trauma screening:
☐  Prior to the CPS-FC/CPS-CPS ongoing transfer conference, CPS will complete the Trauma Screening Checklist

for all children entering care. Attendees will review the checklist at the conference.

☐ Within 14 days of removal or case transfer to Ongoing CPS, the FC/ CPS Ongoing specialist will meet with the

parent and/or caregiver and the child, if age-appropriate, to review the trauma screening checklist and

make any needed updates.
☐ Upon review, the FC/ CPS Ongoing specialist will upload the completed trauma screening checklist to the

Person Profile/Scanned Document section of MISACWIS.


2. Complete and document mental health referral:
Within 14 days of removal or transfer to Ongoing CPS, the FC/ CPS Ongoing specialist will refer any child 3 years old and older to CMH for a mental health screening by following the steps below:Additional notes about the referral process:

· If the child is already receiving mental health services, the specialist will contact the current mental health provider to provide an update to the child’s circumstances and supply that provider with the current Trauma Screening Checklist.

· If the child’s case is managed by a private agency with in-house therapy services, the specialist may decide to refer the child to those services rather than to CMH. In this case, the specialist should refer the child directly to in-house services and follow the additional steps outlined in this document. 

· Prior to calling Access or to be prepared for a call-back, specialists may want to review the Access Clinical Screening Form linked below, which outlines information needed to complete the initial 30-minute screening. 









		Referral Process for Youth Ages 3 – 6 

		Referral Process for Youth Aged 7 and Older



		To complete referral:

☐ Complete the trauma screening submission form to provide basic information and submit the Trauma Screening Checklist and a copy of a court order. 

☐ Call Access (1-800-241-4949) and explain that you are looking for a referral to Infant Mental Health (IMH) services for a child that is aged 6 or younger. Access will provide a referral to an IMH provider.

☐ Call IMH provider for an initial screening and intake appointment along with whoever has the most information about the child’s history (i.e. parent or caregiver).



Following referral:

☐ Document date of referral to IMH provider in a Social Work Contact and complete a Case Service.

☐ Email the assigned HLO with 1) the trauma screening checklist and 2) the referral and intake date for tracking purposes. 

		To complete referral:

☐ Complete the trauma screening submission form to provide basic information and submit the Trauma Screening Checklist and a copy of a court order.

☐ Call Access (1-800-241-4949) for an initial screening along with whoever has the most information about the child’s history (i.e. parent or caregiver). 

☐ Access will schedule an intake appointment directly with a mental health provider. 


Following referral:

☐ Document date that Access was called in a Social Work Contact and complete a Case Service.

☐ Email the assigned HLO with 1) the trauma screening checklist and 2) the referral and intake date for tracking purposes. 





WITHIN 30-45 DAYS OF PLACEMENT/ CASE TRANSFER – Begin therapy





Following referral, FC and CPS Ongoing specialists will complete the following to ensure that children receive a timely intake appointment and, if applicable, begin services that meet their needs.



1. Within 30 days of placement or case transfer to Ongoing CPS:

☐ Ensure that the child has completed an intake appointment with a mental health provider. Specialists should participate in the intake appointment to provide details regarding the child’s history and trauma experience.


2. Upon completion of intake appointment:
☐ Obtain the name and contact information for child’s assigned therapist.
☐ Document intake appointment, therapist’s contact information, and any delays/barriers to intake date and/or 

     service begin date in a Social Work Contact.
☐ Email the assigned HLO to provide the therapist’s contact information and date of first appointment for
     tracking purposes.


3. Before first therapy session, contact child’s assigned therapist to:

☐ Share information and answer any questions related to the case.

☐ Obtain the schedule of appointments.

☐ Request a copy of the child’s treatment plan.

☐ Inform therapist of upcoming court dates and any upcoming FTMs/ TDMs.

DURING THE LENGTH OF PLACEMENT – Support youth’s ongoing engagement in therapy







To support youth’s ongoing engagement in therapy or mental health services throughout placement, FC and CPS Ongoing specialists will complete the following steps.



1. Complete the following at the given intervals:

☐ On a monthly basis: Check in with therapist to ask for treatment progress and to share case updates.

☐ On a monthly basis: Document summary of monthly treatment progress check in with therapist in a Social

     Work Contact.

☐ If child is receiving wrap-around services, attend once monthly Child and Family Team meetings.
☐ On a quarterly basis: Complete case service review and upload supporting documentation including therapy
      progress reports.

2. Communicate with the youth’s therapist or provider at the following touchpoints:

☐ Court dates: Inform therapist of upcoming court dates and request progress report and/or therapist’s court
     report prior to court hearing. Share any developments that may impact child’s treatment with therapist and 

     provide date of next hearing

☐ FTMS/TDMs: Invite therapist to any upcoming FTM/TDMs at least a week before the meeting.

☐ If a placement change occurs: The child should remain with the same service provider when placement changes

     occur whenever possible to promote continuity. Work with CMH, the therapist, and the child’s new caregiver to  

     determine whether the child will be able to continue with the same provider.

☐ If case transfers to a new FC or CPS Ongoing specialist: Contact therapist to provide new case worker 

     contact information.Per CSA’s trauma screening protocol, a new Trauma Screening Checklist should be completed in the following circumstances:  

· At 180 days in the placement

· At the caregiver’s report of behavioral changes in the child

· At a placement change

· Prior to case closure



image1.emf
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Detroit Wayne Integrated Health Network
Clinical Screening



IDENTIFYING INFORMATION
NAME
 



DOB
 



 MEMBER ID
 



GENDER
 



ADDRESS
 



DOCUMENT DATE
 



TIME NOTIFIED
 



DOCUMENT BEGIN TIME
 



TYPE
 Adult  Child



METHOD OF SCREENING
 Jail  Telephone  Walk-In



CONSUMER INFORMATION (FROM DEMOGRAPHICS FORM)
FIRST NAME
 



MIDDLE NAME
 



LAST NAME
 



DATE OF BIRTH
 



AGE (AT TIME OF THIS SCREENING)
17



GENDER
 Female  Male



SSN
 



ALIASES AND OTHER IDENTIFYING INFORMATION



 
 



  
 



HOME PHONE
 



ALTERNATE PHONE
 



CORRECTIONS / LEGAL STATUS
CORRECTIONS RELATED STATUS
 



REQUIRES ASSISTIVE TECHNOLOGY?
 Yes  No



IF YES, EXPLAIN



 
 
 



PRESENTING PROBLEM
Note issues: changes in sleep, appetite, ADLs, thought process, mood, and hallucinations. 'What caused you to decide to ask for help?' (quote consumer's response for SUD)



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



HOW LONG HAS THE CONSUMER HAD THESE DIFFICULTIES?



 
 
 
 



DESCRIBE SEVERITY OF THESE DIFFICULTIES
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HOW ARE THESE DIFFICULTIES IMPACTING FUNCTIONING IN HOME, SCHOOL, WORK AND THE COMMUNITY?



 
 
 
 



DOES THE CONSUMER HAVE ANY DIFFICULTY WITH LANGUAGE, SPEECH, HEARING,
VISION, AND/OR LEARNING DISABILITY?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



HOW LONG HAS THE CONSUMER HAD THESE DIFFICULTIES?
  Days  Months  Weeks  Years



HOW ARE THESE DIFFICULTIES IMPACTING FUNCTIONING IN HOME, SCHOOL, WORK AND THE COMMUNITY?



 
 
 
 



TYPE OF SERVICES REQUESTED
 



EXPLAIN



 
 
 



SUBSTANCE ABUSE SCREENING CHILDREN - UNCOPE
 Yes No



Has the child ever ridden in a car driven by someone (including yourself) who was high or had been using
alcohol or drugs?  



Does the child ever use alcohol or drugs to relax, feel better about themselves, or to fit in?  



Does the child ever use drugs while they are alone?  



Does alcohol or drug use cause the child's mood to change quickly from happy to sad or vice-versa?  



Does the child's alcohol or drug use ever make them do something that they would not normally do like
breaking rules, missing curfew, breaking the law, or have sex with someone?  



Does the child ever forget things while using alcohol or drugs?  



Has the child ever gotten into trouble while under the influence of alcohol or drugs?  



 UNCOPE SCORE
TOTAL SCORE:  



SUBSTANCE USE TREATMENT HISTORY
PRIOR HISTORY OF SUBSTANCE USE DISORDER?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



RESIDENTIAL?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



OUTPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN
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POTENTIAL SUD?
If yes, complete the SUD Screening Tool



 Yes  No
GAMBLING



HAVE THERE EVER BEEN PERIODS LASTING TWO WEEKS OR LONGER WHEN YOU SPENT A LOT OF TIME THINKING ABOUT YOUR GAMBLING EXPERIENCES, PLANNING OUT
FUTURE GAMBLING VENTURES OR BETS, OR THINKING ABOUT WAYS OF GETTING MONEY TO GAMBLE WITH?
 Yes  No



HAVE THERE EVER BEEN PERIODS WHEN YOU NEEDED TO GAMBLE WITH INCREASING AMOUNTS OF MONEY OR WITH LARGER BETS THAN BEFORE IN ORDER TO GET THE
SAME FEELING OF EXCITEMENT?
 Yes  No



HAVE YOU EVER FELT RESTLESS OR IRRITABLE WHEN TRYING TO STOP, CUT DOWN, OR CONTROL YOUR GAMBLING?
 Yes  No



HAVE YOU EVER TRIED TO STOP OR CUT BACK ON HOW MUCH OR HOW OFTEN YOU GAMBLE?
 Yes  No



HAVE YOU EVER GAMBLED TO ESCAPE FROM PERSONAL PROBLEMS, OR TO RELIEVE UNCOMFORTABLE FEELINGS SUCH AS GUILT, ANXIETY, HELPLESSNESS, OR
DEPRESSION?
 Yes  No



HAS THERE EVER BEEN A PERIOD WHEN, IF YOU LOST MONEY GAMBLING ONE DAY, YOU WOULD OFTEN RETURN ANOTHER DAY TO GET EVEN?
 Yes  No



HAVE YOU LIED TO FAMILY MEMBERS, FRIENDS, OR OTHERS ABOUT HOW MUCH YOU GAMBLE, AND/OR ABOUT HOW MUCH MONEY YOU LOST ON GAMBLING, ON AT LEAST
THREE OCCASIONS?
 Yes  No



HAVE YOU EVER WRITTEN A BAD CHEQUE OR TAKEN MONEY THAT DIDN'T BELONG TO YOU FROM FAMILY MEMBERS, FRIENDS, OR ANYONE ELSE IN ORDER TO PAY FOR
YOUR GAMBLING?
 Yes  No



HAS YOUR GAMBLING EVER CAUSED SERIOUS OR REPEATED PROBLEMS IN YOUR RELATIONSHIPS WITH ANY OF YOUR FAMILY MEMBERS OR FRIENDS? OR, HAS YOUR
GAMBLING EVER CAUSED YOU PROBLEMS AT WORK OR YOUR STUDIES?
 Yes  No



HAVE YOU EVER NEEDED TO ASK FAMILY MEMBERS, FRIENDS, A LENDING INSTITUTION, OR ANYONE ELSE TO LOAN YOU MONEY OR OTHERWISE BAIL YOU OUT OF A
DESPERATE MONEY SITUATION THAT WAS LARGELY CAUSED BY YOUR GAMBLING?
 Yes  No



MENTAL HEALTH TREATMENT HISTORY
PRIOR HISTORY OF MENTAL HEALTH TREATMENT?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



INPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



OUTPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



CURRENT RISK FACTORS
SUICIDAL THOUGHTS?
 Yes  No



HOMICIDAL THOUGHTS?
 Yes  No



MENTAL HEALTH ISSUES / RISK FACTOR(S) COMMENTS



 
 
 



IS THE CONSUMER SUFFERING FROM DEPRESSION, ANXIETY, AND/OR CHANGES IN MOOD OR BEHAVIOR OR IS THERE A CONCERN THAT THE CONSUMER IS DISPLAYING
SYMPTOMS INDICATIVE OF A MENTAL HEALTH DISORDER?



If yes, complete the SMI or SED Screening Tool
 Yes  No



IF NO, POTENTIAL MI/SMI?
 Yes  No
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DOES CONSUMER PRESENT WITH SYMPTOMS OF AN INTELLECTUAL/DEVELOPMENTAL DISABILITY OR IS THERE A REPORTED HISTORY OF AN I/DD DIAGNOSIS?
If yes, complete the DD Screening Tool



 Yes  No
IF NO, POTENTIAL DD?
 Yes  No



IS CALLER CURRENTLY PREGNANT OR AN EXPECTING PARENT? (IF YES, COMPLETE ADULT AMI SCREENING)
 Yes  No  N/A



HAS CALLER GIVEN BIRTH OR HAS CHILD BEEN BORN? (CHILDREN AGE 0-6, IF YES, COMPLETE IMH SCREENING TOOLS)
 Yes  No  N/A



AUTISM
IS THE CHILD BETWEEN THE AGES OF 18MOS AND 5 YEARS AND PRESENTING WITH SYMPTOMS OF AUTISM OR IS THERE A CONCERN FROM THE PARENT, SCHOOL OR
MEDICAL PROFESSIONAL THAT THE CHILD NEEDS TO BE TESTED FOR AUTISM?
 Yes  No



M-CHAT-R
It is not necessary to perform the M-CHAT-R tool since you did not specify the need for an Autistic Screening



M-CHAT-R
It is not necessary to perform the M-CHAT-R tool since you did not specify the need for an Autistic Screening



SCQ
It is not necessary to perform the SCQ tool since you did not specify the need for an Autistic Screening



1) SELF CARE
 Independent Verbal/



Physical
Prompt



Dependent



Routinely bathes and showers   



Can complete advanced self care procedures (shaving, putting on makeup) without help and
with few reminders   



Able to complete laundry tasks   



Can prepare meals for self for entire day   



Takes medications independently   



 SELF CARE SCORE
TOTAL SCORE:  



2) COMMUNICATION
 Independent Verbal/



Physical
Prompt



Dependent



Uses public media to gain desired information   



Can e-mail, text or write brief letter   



Has a group of friends   



Uses a social media network (Facebook, Twitter, etc.)   



Uses a phone independently   



 COMMUNICATION
SCORE
TOTAL SCORE:  



3) LEARNING- SPECIAL EDUCATION ENROLLMENT (CHECK OFF SPECIAL EDUCATION ENROLLMENT KNOWN)



 Deaf-Blindness



 Emotional Impairment



 Hearing Impairment



 Learning Disability



 Other Health Impairment
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 Physically Impaired



 Speech & Language Impairment



 Visual Impairment



 Autism Spectrum Disorder



 Cognitive Impairment (formerly included EMI, TMI, & SMI)



 Severe Multiple Impairment



 LEARNING SCORE
TOTAL SCORE:  



4) MOBILITY
 Independent Requires



some
assistance



Requires full
assistance



Ambulatation (walking, wheelchair, etc.)   



Transferring   



Navigates Immediate Environment   



 MOBILITY SCORE
TOTAL SCORE:  



5) SELF DIRECTION
 Independent Requires



Verbal/
Physical
Prompts



Dependent



Carries money and makes independent purchases   



Has earned money from a job or working for family, friends and/or neighbors   



Can take steps to achieve long term goals   



Attends activities without adult supervision   



Knows and demonstrates household safety skills for fire, tornado, evacuation, etc.   



 SELF DIRECTION
SCORE
TOTAL SCORE:  



AGGREGATE
TOTAL SCORE:  
DD means a severe, chronic condition which appears before the age of 22 years; is likely to continue indefinitely, is attributable
to a mental or physical impairment or combination of these impairments, such as mental retardation, cerebral palsy, autism or
other condition found to be similar to one of these impairments, does not include mental illness and results in substantial functional
limitations in 3 or more of the above 5 major life activities.
Scoring 5 or more in any Major Life Activity indicates there is a substantial functional limitation for the indentified Major Life Activity; 3
or more Major Life Activities with scores of 5 or more indicates DD.
Aggregate Score is an indication of overall severity of functional limitation, if 3 or more Major Life Activities have scores of 5 or more,
the higher the aggregate score the more severe the functional limitations.
DD SCREENING DECISION
 DD  Not DD



IMH Screening Tools
It is not necessary to perform the IMH Screening tools since you did not specify that the caller has given birth or a child has been born
DURING THE PAST MONTH, HAS THE CHILD FELT DEPRESSED, SAD, OR HELPLESS MOST DAYS?
 Yes  No
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DOES THE CHILD ACT AND BEHAVE LIKE A MUCH YOUNGER CHILD?
 Yes  No



CAN THE CHILD BE DESCRIBED AS NERVOUS OR OVERLY FEARFUL?
 Yes  No



DOES THE CHILD FREQUENTLY ARGUE WITH PARENTS OR PEOPLE IN AUTHORITY?
 Yes  No



DOES THE CHILD OPENLY DISREGARD RULES AND LIMITS TO GET THEIR OWN WAY?
 Yes  No



DOES THE CHILD HAVE PROBLEMS GETTING ALONG WITH OTHERS?
 Yes  No



DOES THE CHILD HAVE TEMPER PROBLEMS OR ANGER OUTBURSTS?
 Yes  No



DOES THE CHILD SEEM OVERLY ACTIVE FOR HIS/HER AGE?
 Yes  No



DOES THE CHILD DO LESS WELL IN SCHOOL THAT YOU KNOW HE/SHE CAN?
 Yes  No



DOES THE CHILD HAVE MORE TROUBLE HANDLING CHANGE/STRESS THAT OTHER CHILDREN HIS/HER AGE?
 Yes  No



DOES THE CHILD APPEAR TO HEAR VOICES OR SEE THINGS THAT OTHERS DO NOT HEAR OR SEE?
 Yes  No



HAS THE CHILD TALKED ABOUT THOUGHTS OR PLANS TO HURT SELF OR OTHERS?
 Yes  No



IS THE CHILD REPORTEDLY IN CRISIS OR DOES HE/SHE SEEM TO NEED TO BE IN THE HOSPITAL?
 Yes  No



DOES THE CHILD NEED ANY OF THE FOLLOWING (CHECK ALL THAT APPLY)



 Juvenile Court System/Probation  Special Education



 Protective Services  Out Of Home Placement



CLINICAL SUMMARY
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DRUG USE HISTORY (NOTE: ITEMS IN PARENTHESIS SHOULD BE MENTIONED WHEN INTERVIEWING.)
SMOKING TOBACCO (CIGARETTES, CIGARS, PIPE, E-CIGARETTES, E-CIGARS)  
ALCOHOL (BEER, WINE, LIQUOR)  
MARIJUANA OR HASHISH (WEED, GRASS, HEMP, OIL)  
LSD, MDA, MUSHROOMS, PEYOTE, OTHER HALLUCINOGENS (ACID, SHROOMS)  
AMPHETAMINES (SPEED, RITALIN, ECSTASY, CRYSTAL)  
POWDER COCAINE (COKE, BLOW)  
BARBITURATES (QUAALUDES, DOWNERS, LUDES, BLUES)  
PCP (ANGEL DUST)  
HEROIN, OTHER OPIATES (SMACK, HORSE, OPIUM, MORPHINE)  
INHALANTS (GLUE, GASOLINE, SPRAY CANS, WHITEOUT, RUSH, ETC.)  
VALIUM, PROZAC, OTHER TRANQUILIZERS (WITHOUT RX)  
K2 SPICE  
BATH SALTS  
OTHER DRUGS  
 



DRUG USE HISTORY SCORING
Ado Tx History Counts Totals



0 - Never Used 0 0



1 - Tried But Quit 0 0



2 - Several Times a Year 0 0



3 - Several Times a Month 0 0



4 - Weekends Only 0 0



5 - Several Times a Week 0 0



6 - Daily 0 0



7 - Several Times a Day 0 0



Total Score  0



AADIS QUESTIONS
1. HOW OFTEN DID YOU USE ALCOHOL OR OTHER DRUGS (SUCH AS WEED OR ROCK) BEFORE YOU ENTERED INTO TREATMENT OR WERE TAKEN INTO CUSTODY?
 Never
 Once or Twice a Year
 Once or Twice a Month
 Every Weekend
 Several Times a Week
 Every Day
 Several Times a Day



2. WHEN DID YOU LAST USE ALCOHOL OR DRUGS? (BEFORE YOU ENTERED TREATMENT OR WERE TAKEN INTO CUSTODY)
 Never
 Once or Twice a Year
 Once or Twice a Month
 Every Weekend
 Several Times a Week
 Every Day
 Several Times a Day



3. I USUALLY START TO DRINK OR USE DRUGS BECAUSE: (TELL ME ALL THAT ARE TRUE OF YOU)



 I like the feeling



 To be like my friends



 I am bored; or just to have fun (kickin' it)



 I feel stressed, nervous, tense, full of worries or problems



 I feel sad, lonely, sorry for myself
4. WHAT DO YOU DRINK, WHEN YOU DRINK ALCOHOL? (MARK ALL MENTIONS)



 Wine
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 Beer



 Mixed drinks



 Hard Liquor (vodka, whiskey, etc.)



 A substitute for alcohol
5. HOW DO YOU GET YOUR ALCOHOL OR DRUGS? (MARK ALL THAT THAT YOU DO)



 Supervised by parents or relatives



 From brothers or sisters



 From home without parents' knowledge



 Get from friends



 Buy my own (on the street or with false ID)
6. WHEN DID YOU FIRST USE DRUGS OR TAKE YOUR FIRST DRINK?
 Never
 After age 15
 At ages 14 or 15
 At ages 12 or 13
 At ages 10 or 11
 Before age 10



7. WHY DID YOU TAKE YOUR FIRST DRINK, OR FIRST USE DRUGS? (MARK ALL THAT APPLY)



 Curiosity



 Parents or relatives offered



 Before or during school or work



 To get away from my problems



 To get high or drunk
8. WHEN YOU DRINK ALCOHOL, HOW MUCH DO YOU USUALLY DRINK?
 1 drink
 2 drinks
 3-4 drinks
 5-9 drinks
 10 or more drinks



9. WHOM DO YOU DRINK OR USE DRUGS WITH? (MARK ALL THAT ARE TRUE OF YOU)



 Parents or adult relatives



 With brothers or sisters



 With friends or relatives own age



 With older friends



 Alone
10. WHAT EFFECTS HAVE YOU HAD FROM DRINKING OR DRUGS? (MARK ALL THAT APPLY TO YOU)



 Loose, easy feeling



 Got moderately high



 Got drunk or wasted



 Became ill



 Used a lot and next day didn’t remember what happened



 Passed out or overdosed
11. WHAT EFFECTS HAS USING ALCOHOL OR DRUGS HAD ON YOUR LIFE? (MARK ALL THAT APPLY)



 None



 Has interfered with talking to someone



 Has prevented me from having a good time



 Has interfered with my school work



 Have lost friends because of use



 Has gotten me into trouble at home



 Was in a fight or destroyed property



 Has resulted in an accident, an injury, arrest, or being punished at school for using alcohol or drugs
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12. HOW DO YOU FEEL ABOUT YOUR USE OF ALCOHOL OR DRUGS? (MARK ALL THAT APPLY)



 No problem at all



 I can control it and set limits on myself



 I can control myself, but my friends easily influence me



 I often feel bad about my use



 I need help to control myself



 I have had professional help to control my drinking or drug use
13. HOW DO OTHERS SEE YOU IN RELATION TO YOUR ALCOHOL OR DRUG USE? (MARK ALL THAT APPLY)



 Can't say, or normal for my age



 When I use I tend to neglect my family or friends



 My family or friends advise me to control or cut down on my use



 My family or friends tell me to get help for my alcohol or drug use



 My family or friends have already gone for help about my use



Items 1-14 are scored. (The weights assigned are basically the same as those originally used on the AAIS.) For each item 1-14, add
the weights associated with the highest category marked [weights are the numbers in square brackets]. If more than one answer is
marked, use the highest. The higher the total score, the more serious the level of alcohol/ drug involvement.



AADIS SCORE
TOTAL SCORE:  
CLINICAL SUMMARY



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Developed by D. Paul Moberg, Center for Health Policy and Program Evaluation, University of Wisconsin Medical School. Adapted
with permission from Mayer and Filstead’s “Adolescent Alcohol Involvement Scale” (Journal of Studies on Alcohol 40: 291-300, 1979)
and Moberg and Han’s “Adolescent Drug Involvement Scale” IJournal of Adolescent Chemical Dependency, 2: 75-88, 1991).



DRUG COURT CONSUMER?
 Yes  No



IF YES, CHOOSE DRUG COURT
 



IDU USE IN LAST 30 DAYS?
 Yes  No



PREGNANT?
 Yes  No  N/A



DUE DATE
 



CHILDREN INFORMATION
TOTAL NUMBER (#) OF CHILDREN?
 



# OF CHILDREN IN HOME?
 



# OF CHILDREN IN FOSTER CARE?
 



# OF CHILDREN ELSEWHERE?
 



IF CHILDREN ARE ELSEWHERE, PLEASE
EXPLAIN



 
 
 



AGE OF YOUNGEST CHILD?
 



IS CPS CURRENTLY INVOLVED?
 Yes  No



IF YES, PLEASE EXPLAIN
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HAS CHILD CARE WHEN IN TREATMENT?
 Yes  No  N/A



PRIORITY POPULATION STATUS
 



HAS TRANSPORTATION TO TREATMENT?
 Yes  No



DOES THIS CONSUMER MEET CRITERIA FOR WOMEN'S SPECIALTY SERVICES?
 Yes  No



DOES THIS CONSUMER ACCEPT ENROLLMENT INTO WOMEN'S SPECIALTY SERVICES?
 Yes  No



CLINICAL SUMMARY



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ADDITIONAL INFORMATION
PRIMARY DRUG
 



ROUTE OF ADMINISTRATION
 



OTHER MEDICATIONS
 
 
 
 
 



ADVERSE REACTIONS
DRUG / ALLERGEN
 



REPORTED BY
 



REACTIONS



 
 
 



SEVERITY
 Not Assessed
 Mild
 Severe
 Life-Threatening
 This is an Allergy



NOTES



 
 



START
 



DRUG / ALLERGEN
 



REPORTED BY
 



REACTIONS



 
 
 



SEVERITY
 Not Assessed
 Mild
 Severe
 Life-Threatening
 This is an Allergy



NOTES



 
 



START
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DIAGNOSIS
AXIS I  ICD-10 Description Status Date Status



      



      



      



      



AXIS II  ICD-10 Description Status Date Status



      



      



      



      



AXIS III  ICD-10 Description Status Date Status



      



      



      



      



AXIS IV  Economic problems  Problem with primary support group



 Problem accessing healthcare  Problem related to social environment



 Educational problems  Problem related to interaction with legal system



 Occupational problems  Other psychosocial and environmental problems



 Housing problems  Behavioral / Personality issues



AXIS V CURRENT GAF
 



GAF DATE
 



Diagnostic
Summary  



 
 
 
 
 
 
 
 
 
 
 



Additional
Information



CO-OCCURRING CONSUMER QUADRANT
 Mild Psychopathology with Substance Abuse (Psych. Low/Substance Low)
 Serious & Persistent Mental Illness with Substance Abuse (Psych. High/Substance Low)
 Psychiatrically Complicated Substance Dependence (Psych. Low/Substance High)
 Serious & Persistent Mental Illness with Substance Dependence (Psych. High/Substance High)
 N/A



LOCUS is not required



IS THE CONSUMER ELIGIBLE FOR SERVICES?



 No REFERRED TO (PRIMARY)



 
 



REFERRED TO (SECONDARY)
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CLINICAL RATIONALE FOR DENIAL



 
 
 
 
 



 Yes COFR CONSUMER?
 Yes  No



DOES THE CONSUMER HAVE ANY MEDICAL OR PSYCHIATRIC ADVANCE DIRECTIVES?
 Yes  No



VERBAL CONSENT TO SHARE DATA?
 Yes  No



IMH PROGRAM?
 Yes  No



ABA PROGRAM?
 Yes  No



AUTISM REFERRAL DECLINED?
 Yes  No



ENROLL CONSUMER IN THE DUAL ELIGIBLE PROGRAM?
(MI Health Link)



 Yes  No



CONSUMER ACCEPTS ENROLLMENT IN THE DUAL ELIGIBLE PROGRAM (MI
HEALTH LINK )?
 Yes  No



MI HEALTH LINK APPOINTMENT TYPE
 Emergent - Life Threatening
 Emergent - Non-Life Threatening
 Routine
 Urgent



ICO
  



ADMIT CONSUMER FOR SUD SERVICES?
 Yes  No



SUD REFERRAL DECLINED?
 Yes  No



MH LEVEL OF CARE
 



CONSUMER CONSENTS FOR OUTPATIENT CMH SERVICES?
 Yes  No



CONSUMER DECLINED MH REFERRAL?
 Yes  No



NEW DISABILITY DESIGNATION (CHANGES WILL TAKE EFFECT AFTER THIS SCREENING IS APPROVED)



 CLICK HERE TO ENTER A NEW CONSUMER DISABILITY DESIGNATION RECORD



SIGNATURES



 



SCREENER SIGNATURE / CREDENTIALS



 



DATE
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Detroit Wayne Integrated Health Network
Clinical Screening



IDENTIFYING INFORMATION
NAME
 



DOB
 



 MEMBER ID
 



GENDER
 



ADDRESS
 



DOCUMENT DATE
 



TIME NOTIFIED
 



DOCUMENT BEGIN TIME
 



TYPE
 Adult  Child



METHOD OF SCREENING
 Jail  Telephone  Walk-In



CONSUMER INFORMATION (FROM DEMOGRAPHICS FORM)
FIRST NAME
 



MIDDLE NAME
 



LAST NAME
 



DATE OF BIRTH
 



AGE (AT TIME OF THIS SCREENING)
17



GENDER
 Female  Male



SSN
 



ALIASES AND OTHER IDENTIFYING INFORMATION



 
 



  
 



HOME PHONE
 



ALTERNATE PHONE
 



CORRECTIONS / LEGAL STATUS
CORRECTIONS RELATED STATUS
 



REQUIRES ASSISTIVE TECHNOLOGY?
 Yes  No



IF YES, EXPLAIN



 
 
 



PRESENTING PROBLEM
Note issues: changes in sleep, appetite, ADLs, thought process, mood, and hallucinations. 'What caused you to decide to ask for help?' (quote consumer's response for SUD)



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



HOW LONG HAS THE CONSUMER HAD THESE DIFFICULTIES?



 
 
 
 



DESCRIBE SEVERITY OF THESE DIFFICULTIES
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HOW ARE THESE DIFFICULTIES IMPACTING FUNCTIONING IN HOME, SCHOOL, WORK AND THE COMMUNITY?



 
 
 
 



DOES THE CONSUMER HAVE ANY DIFFICULTY WITH LANGUAGE, SPEECH, HEARING,
VISION, AND/OR LEARNING DISABILITY?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



HOW LONG HAS THE CONSUMER HAD THESE DIFFICULTIES?
  Days  Months  Weeks  Years



HOW ARE THESE DIFFICULTIES IMPACTING FUNCTIONING IN HOME, SCHOOL, WORK AND THE COMMUNITY?



 
 
 
 



TYPE OF SERVICES REQUESTED
 



EXPLAIN



 
 
 



SUBSTANCE ABUSE SCREENING CHILDREN - UNCOPE
 Yes No



Has the child ever ridden in a car driven by someone (including yourself) who was high or had been using
alcohol or drugs?  



Does the child ever use alcohol or drugs to relax, feel better about themselves, or to fit in?  



Does the child ever use drugs while they are alone?  



Does alcohol or drug use cause the child's mood to change quickly from happy to sad or vice-versa?  



Does the child's alcohol or drug use ever make them do something that they would not normally do like
breaking rules, missing curfew, breaking the law, or have sex with someone?  



Does the child ever forget things while using alcohol or drugs?  



Has the child ever gotten into trouble while under the influence of alcohol or drugs?  



 UNCOPE SCORE
TOTAL SCORE:  



SUBSTANCE USE TREATMENT HISTORY
PRIOR HISTORY OF SUBSTANCE USE DISORDER?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



RESIDENTIAL?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



OUTPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 











Blank Clinical Screening v10.4



Page 3 of 1205/25/2022



 



POTENTIAL SUD?
If yes, complete the SUD Screening Tool



 Yes  No
GAMBLING



HAVE THERE EVER BEEN PERIODS LASTING TWO WEEKS OR LONGER WHEN YOU SPENT A LOT OF TIME THINKING ABOUT YOUR GAMBLING EXPERIENCES, PLANNING OUT
FUTURE GAMBLING VENTURES OR BETS, OR THINKING ABOUT WAYS OF GETTING MONEY TO GAMBLE WITH?
 Yes  No



HAVE THERE EVER BEEN PERIODS WHEN YOU NEEDED TO GAMBLE WITH INCREASING AMOUNTS OF MONEY OR WITH LARGER BETS THAN BEFORE IN ORDER TO GET THE
SAME FEELING OF EXCITEMENT?
 Yes  No



HAVE YOU EVER FELT RESTLESS OR IRRITABLE WHEN TRYING TO STOP, CUT DOWN, OR CONTROL YOUR GAMBLING?
 Yes  No



HAVE YOU EVER TRIED TO STOP OR CUT BACK ON HOW MUCH OR HOW OFTEN YOU GAMBLE?
 Yes  No



HAVE YOU EVER GAMBLED TO ESCAPE FROM PERSONAL PROBLEMS, OR TO RELIEVE UNCOMFORTABLE FEELINGS SUCH AS GUILT, ANXIETY, HELPLESSNESS, OR
DEPRESSION?
 Yes  No



HAS THERE EVER BEEN A PERIOD WHEN, IF YOU LOST MONEY GAMBLING ONE DAY, YOU WOULD OFTEN RETURN ANOTHER DAY TO GET EVEN?
 Yes  No



HAVE YOU LIED TO FAMILY MEMBERS, FRIENDS, OR OTHERS ABOUT HOW MUCH YOU GAMBLE, AND/OR ABOUT HOW MUCH MONEY YOU LOST ON GAMBLING, ON AT LEAST
THREE OCCASIONS?
 Yes  No



HAVE YOU EVER WRITTEN A BAD CHEQUE OR TAKEN MONEY THAT DIDN'T BELONG TO YOU FROM FAMILY MEMBERS, FRIENDS, OR ANYONE ELSE IN ORDER TO PAY FOR
YOUR GAMBLING?
 Yes  No



HAS YOUR GAMBLING EVER CAUSED SERIOUS OR REPEATED PROBLEMS IN YOUR RELATIONSHIPS WITH ANY OF YOUR FAMILY MEMBERS OR FRIENDS? OR, HAS YOUR
GAMBLING EVER CAUSED YOU PROBLEMS AT WORK OR YOUR STUDIES?
 Yes  No



HAVE YOU EVER NEEDED TO ASK FAMILY MEMBERS, FRIENDS, A LENDING INSTITUTION, OR ANYONE ELSE TO LOAN YOU MONEY OR OTHERWISE BAIL YOU OUT OF A
DESPERATE MONEY SITUATION THAT WAS LARGELY CAUSED BY YOUR GAMBLING?
 Yes  No



MENTAL HEALTH TREATMENT HISTORY
PRIOR HISTORY OF MENTAL HEALTH TREATMENT?
 Yes  No



IF YES, PLEASE EXPLAIN



 
 
 



INPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



OUTPATIENT?
 Yes  No



HOW MANY TIMES?
 



EXPLAIN



 
 
 



CURRENT RISK FACTORS
SUICIDAL THOUGHTS?
 Yes  No



HOMICIDAL THOUGHTS?
 Yes  No



MENTAL HEALTH ISSUES / RISK FACTOR(S) COMMENTS



 
 
 



IS THE CONSUMER SUFFERING FROM DEPRESSION, ANXIETY, AND/OR CHANGES IN MOOD OR BEHAVIOR OR IS THERE A CONCERN THAT THE CONSUMER IS DISPLAYING
SYMPTOMS INDICATIVE OF A MENTAL HEALTH DISORDER?



If yes, complete the SMI or SED Screening Tool
 Yes  No



IF NO, POTENTIAL MI/SMI?
 Yes  No
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DOES CONSUMER PRESENT WITH SYMPTOMS OF AN INTELLECTUAL/DEVELOPMENTAL DISABILITY OR IS THERE A REPORTED HISTORY OF AN I/DD DIAGNOSIS?
If yes, complete the DD Screening Tool



 Yes  No
IF NO, POTENTIAL DD?
 Yes  No



IS CALLER CURRENTLY PREGNANT OR AN EXPECTING PARENT? (IF YES, COMPLETE ADULT AMI SCREENING)
 Yes  No  N/A



HAS CALLER GIVEN BIRTH OR HAS CHILD BEEN BORN? (CHILDREN AGE 0-6, IF YES, COMPLETE IMH SCREENING TOOLS)
 Yes  No  N/A



AUTISM
IS THE CHILD BETWEEN THE AGES OF 18MOS AND 5 YEARS AND PRESENTING WITH SYMPTOMS OF AUTISM OR IS THERE A CONCERN FROM THE PARENT, SCHOOL OR
MEDICAL PROFESSIONAL THAT THE CHILD NEEDS TO BE TESTED FOR AUTISM?
 Yes  No



M-CHAT-R
It is not necessary to perform the M-CHAT-R tool since you did not specify the need for an Autistic Screening



M-CHAT-R
It is not necessary to perform the M-CHAT-R tool since you did not specify the need for an Autistic Screening



SCQ
It is not necessary to perform the SCQ tool since you did not specify the need for an Autistic Screening



1) SELF CARE
 Independent Verbal/



Physical
Prompt



Dependent



Routinely bathes and showers   



Can complete advanced self care procedures (shaving, putting on makeup) without help and
with few reminders   



Able to complete laundry tasks   



Can prepare meals for self for entire day   



Takes medications independently   



 SELF CARE SCORE
TOTAL SCORE:  



2) COMMUNICATION
 Independent Verbal/



Physical
Prompt



Dependent



Uses public media to gain desired information   



Can e-mail, text or write brief letter   



Has a group of friends   



Uses a social media network (Facebook, Twitter, etc.)   



Uses a phone independently   



 COMMUNICATION
SCORE
TOTAL SCORE:  



3) LEARNING- SPECIAL EDUCATION ENROLLMENT (CHECK OFF SPECIAL EDUCATION ENROLLMENT KNOWN)



 Deaf-Blindness



 Emotional Impairment



 Hearing Impairment



 Learning Disability



 Other Health Impairment











Blank Clinical Screening v10.4



Page 5 of 1205/25/2022



 Physically Impaired



 Speech & Language Impairment



 Visual Impairment



 Autism Spectrum Disorder



 Cognitive Impairment (formerly included EMI, TMI, & SMI)



 Severe Multiple Impairment



 LEARNING SCORE
TOTAL SCORE:  



4) MOBILITY
 Independent Requires



some
assistance



Requires full
assistance



Ambulatation (walking, wheelchair, etc.)   



Transferring   



Navigates Immediate Environment   



 MOBILITY SCORE
TOTAL SCORE:  



5) SELF DIRECTION
 Independent Requires



Verbal/
Physical
Prompts



Dependent



Carries money and makes independent purchases   



Has earned money from a job or working for family, friends and/or neighbors   



Can take steps to achieve long term goals   



Attends activities without adult supervision   



Knows and demonstrates household safety skills for fire, tornado, evacuation, etc.   



 SELF DIRECTION
SCORE
TOTAL SCORE:  



AGGREGATE
TOTAL SCORE:  
DD means a severe, chronic condition which appears before the age of 22 years; is likely to continue indefinitely, is attributable
to a mental or physical impairment or combination of these impairments, such as mental retardation, cerebral palsy, autism or
other condition found to be similar to one of these impairments, does not include mental illness and results in substantial functional
limitations in 3 or more of the above 5 major life activities.
Scoring 5 or more in any Major Life Activity indicates there is a substantial functional limitation for the indentified Major Life Activity; 3
or more Major Life Activities with scores of 5 or more indicates DD.
Aggregate Score is an indication of overall severity of functional limitation, if 3 or more Major Life Activities have scores of 5 or more,
the higher the aggregate score the more severe the functional limitations.
DD SCREENING DECISION
 DD  Not DD



IMH Screening Tools
It is not necessary to perform the IMH Screening tools since you did not specify that the caller has given birth or a child has been born
DURING THE PAST MONTH, HAS THE CHILD FELT DEPRESSED, SAD, OR HELPLESS MOST DAYS?
 Yes  No
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DOES THE CHILD ACT AND BEHAVE LIKE A MUCH YOUNGER CHILD?
 Yes  No



CAN THE CHILD BE DESCRIBED AS NERVOUS OR OVERLY FEARFUL?
 Yes  No



DOES THE CHILD FREQUENTLY ARGUE WITH PARENTS OR PEOPLE IN AUTHORITY?
 Yes  No



DOES THE CHILD OPENLY DISREGARD RULES AND LIMITS TO GET THEIR OWN WAY?
 Yes  No



DOES THE CHILD HAVE PROBLEMS GETTING ALONG WITH OTHERS?
 Yes  No



DOES THE CHILD HAVE TEMPER PROBLEMS OR ANGER OUTBURSTS?
 Yes  No



DOES THE CHILD SEEM OVERLY ACTIVE FOR HIS/HER AGE?
 Yes  No



DOES THE CHILD DO LESS WELL IN SCHOOL THAT YOU KNOW HE/SHE CAN?
 Yes  No



DOES THE CHILD HAVE MORE TROUBLE HANDLING CHANGE/STRESS THAT OTHER CHILDREN HIS/HER AGE?
 Yes  No



DOES THE CHILD APPEAR TO HEAR VOICES OR SEE THINGS THAT OTHERS DO NOT HEAR OR SEE?
 Yes  No



HAS THE CHILD TALKED ABOUT THOUGHTS OR PLANS TO HURT SELF OR OTHERS?
 Yes  No



IS THE CHILD REPORTEDLY IN CRISIS OR DOES HE/SHE SEEM TO NEED TO BE IN THE HOSPITAL?
 Yes  No



DOES THE CHILD NEED ANY OF THE FOLLOWING (CHECK ALL THAT APPLY)



 Juvenile Court System/Probation  Special Education



 Protective Services  Out Of Home Placement



CLINICAL SUMMARY
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DRUG USE HISTORY (NOTE: ITEMS IN PARENTHESIS SHOULD BE MENTIONED WHEN INTERVIEWING.)
SMOKING TOBACCO (CIGARETTES, CIGARS, PIPE, E-CIGARETTES, E-CIGARS)  
ALCOHOL (BEER, WINE, LIQUOR)  
MARIJUANA OR HASHISH (WEED, GRASS, HEMP, OIL)  
LSD, MDA, MUSHROOMS, PEYOTE, OTHER HALLUCINOGENS (ACID, SHROOMS)  
AMPHETAMINES (SPEED, RITALIN, ECSTASY, CRYSTAL)  
POWDER COCAINE (COKE, BLOW)  
BARBITURATES (QUAALUDES, DOWNERS, LUDES, BLUES)  
PCP (ANGEL DUST)  
HEROIN, OTHER OPIATES (SMACK, HORSE, OPIUM, MORPHINE)  
INHALANTS (GLUE, GASOLINE, SPRAY CANS, WHITEOUT, RUSH, ETC.)  
VALIUM, PROZAC, OTHER TRANQUILIZERS (WITHOUT RX)  
K2 SPICE  
BATH SALTS  
OTHER DRUGS  
 



DRUG USE HISTORY SCORING
Ado Tx History Counts Totals



0 - Never Used 0 0



1 - Tried But Quit 0 0



2 - Several Times a Year 0 0



3 - Several Times a Month 0 0



4 - Weekends Only 0 0



5 - Several Times a Week 0 0



6 - Daily 0 0



7 - Several Times a Day 0 0



Total Score  0



AADIS QUESTIONS
1. HOW OFTEN DID YOU USE ALCOHOL OR OTHER DRUGS (SUCH AS WEED OR ROCK) BEFORE YOU ENTERED INTO TREATMENT OR WERE TAKEN INTO CUSTODY?
 Never
 Once or Twice a Year
 Once or Twice a Month
 Every Weekend
 Several Times a Week
 Every Day
 Several Times a Day



2. WHEN DID YOU LAST USE ALCOHOL OR DRUGS? (BEFORE YOU ENTERED TREATMENT OR WERE TAKEN INTO CUSTODY)
 Never
 Once or Twice a Year
 Once or Twice a Month
 Every Weekend
 Several Times a Week
 Every Day
 Several Times a Day



3. I USUALLY START TO DRINK OR USE DRUGS BECAUSE: (TELL ME ALL THAT ARE TRUE OF YOU)



 I like the feeling



 To be like my friends



 I am bored; or just to have fun (kickin' it)



 I feel stressed, nervous, tense, full of worries or problems



 I feel sad, lonely, sorry for myself
4. WHAT DO YOU DRINK, WHEN YOU DRINK ALCOHOL? (MARK ALL MENTIONS)



 Wine
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 Beer



 Mixed drinks



 Hard Liquor (vodka, whiskey, etc.)



 A substitute for alcohol
5. HOW DO YOU GET YOUR ALCOHOL OR DRUGS? (MARK ALL THAT THAT YOU DO)



 Supervised by parents or relatives



 From brothers or sisters



 From home without parents' knowledge



 Get from friends



 Buy my own (on the street or with false ID)
6. WHEN DID YOU FIRST USE DRUGS OR TAKE YOUR FIRST DRINK?
 Never
 After age 15
 At ages 14 or 15
 At ages 12 or 13
 At ages 10 or 11
 Before age 10



7. WHY DID YOU TAKE YOUR FIRST DRINK, OR FIRST USE DRUGS? (MARK ALL THAT APPLY)



 Curiosity



 Parents or relatives offered



 Before or during school or work



 To get away from my problems



 To get high or drunk
8. WHEN YOU DRINK ALCOHOL, HOW MUCH DO YOU USUALLY DRINK?
 1 drink
 2 drinks
 3-4 drinks
 5-9 drinks
 10 or more drinks



9. WHOM DO YOU DRINK OR USE DRUGS WITH? (MARK ALL THAT ARE TRUE OF YOU)



 Parents or adult relatives



 With brothers or sisters



 With friends or relatives own age



 With older friends



 Alone
10. WHAT EFFECTS HAVE YOU HAD FROM DRINKING OR DRUGS? (MARK ALL THAT APPLY TO YOU)



 Loose, easy feeling



 Got moderately high



 Got drunk or wasted



 Became ill



 Used a lot and next day didn’t remember what happened



 Passed out or overdosed
11. WHAT EFFECTS HAS USING ALCOHOL OR DRUGS HAD ON YOUR LIFE? (MARK ALL THAT APPLY)



 None



 Has interfered with talking to someone



 Has prevented me from having a good time



 Has interfered with my school work



 Have lost friends because of use



 Has gotten me into trouble at home



 Was in a fight or destroyed property



 Has resulted in an accident, an injury, arrest, or being punished at school for using alcohol or drugs
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12. HOW DO YOU FEEL ABOUT YOUR USE OF ALCOHOL OR DRUGS? (MARK ALL THAT APPLY)



 No problem at all



 I can control it and set limits on myself



 I can control myself, but my friends easily influence me



 I often feel bad about my use



 I need help to control myself



 I have had professional help to control my drinking or drug use
13. HOW DO OTHERS SEE YOU IN RELATION TO YOUR ALCOHOL OR DRUG USE? (MARK ALL THAT APPLY)



 Can't say, or normal for my age



 When I use I tend to neglect my family or friends



 My family or friends advise me to control or cut down on my use



 My family or friends tell me to get help for my alcohol or drug use



 My family or friends have already gone for help about my use



Items 1-14 are scored. (The weights assigned are basically the same as those originally used on the AAIS.) For each item 1-14, add
the weights associated with the highest category marked [weights are the numbers in square brackets]. If more than one answer is
marked, use the highest. The higher the total score, the more serious the level of alcohol/ drug involvement.



AADIS SCORE
TOTAL SCORE:  
CLINICAL SUMMARY



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Developed by D. Paul Moberg, Center for Health Policy and Program Evaluation, University of Wisconsin Medical School. Adapted
with permission from Mayer and Filstead’s “Adolescent Alcohol Involvement Scale” (Journal of Studies on Alcohol 40: 291-300, 1979)
and Moberg and Han’s “Adolescent Drug Involvement Scale” IJournal of Adolescent Chemical Dependency, 2: 75-88, 1991).



DRUG COURT CONSUMER?
 Yes  No



IF YES, CHOOSE DRUG COURT
 



IDU USE IN LAST 30 DAYS?
 Yes  No



PREGNANT?
 Yes  No  N/A



DUE DATE
 



CHILDREN INFORMATION
TOTAL NUMBER (#) OF CHILDREN?
 



# OF CHILDREN IN HOME?
 



# OF CHILDREN IN FOSTER CARE?
 



# OF CHILDREN ELSEWHERE?
 



IF CHILDREN ARE ELSEWHERE, PLEASE
EXPLAIN



 
 
 



AGE OF YOUNGEST CHILD?
 



IS CPS CURRENTLY INVOLVED?
 Yes  No



IF YES, PLEASE EXPLAIN
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HAS CHILD CARE WHEN IN TREATMENT?
 Yes  No  N/A



PRIORITY POPULATION STATUS
 



HAS TRANSPORTATION TO TREATMENT?
 Yes  No



DOES THIS CONSUMER MEET CRITERIA FOR WOMEN'S SPECIALTY SERVICES?
 Yes  No



DOES THIS CONSUMER ACCEPT ENROLLMENT INTO WOMEN'S SPECIALTY SERVICES?
 Yes  No



CLINICAL SUMMARY



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



ADDITIONAL INFORMATION
PRIMARY DRUG
 



ROUTE OF ADMINISTRATION
 



OTHER MEDICATIONS
 
 
 
 
 



ADVERSE REACTIONS
DRUG / ALLERGEN
 



REPORTED BY
 



REACTIONS



 
 
 



SEVERITY
 Not Assessed
 Mild
 Severe
 Life-Threatening
 This is an Allergy



NOTES



 
 



START
 



DRUG / ALLERGEN
 



REPORTED BY
 



REACTIONS



 
 
 



SEVERITY
 Not Assessed
 Mild
 Severe
 Life-Threatening
 This is an Allergy



NOTES



 
 



START
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DIAGNOSIS
AXIS I  ICD-10 Description Status Date Status



      



      



      



      



AXIS II  ICD-10 Description Status Date Status



      



      



      



      



AXIS III  ICD-10 Description Status Date Status



      



      



      



      



AXIS IV  Economic problems  Problem with primary support group



 Problem accessing healthcare  Problem related to social environment



 Educational problems  Problem related to interaction with legal system



 Occupational problems  Other psychosocial and environmental problems



 Housing problems  Behavioral / Personality issues



AXIS V CURRENT GAF
 



GAF DATE
 



Diagnostic
Summary  



 
 
 
 
 
 
 
 
 
 
 



Additional
Information



CO-OCCURRING CONSUMER QUADRANT
 Mild Psychopathology with Substance Abuse (Psych. Low/Substance Low)
 Serious & Persistent Mental Illness with Substance Abuse (Psych. High/Substance Low)
 Psychiatrically Complicated Substance Dependence (Psych. Low/Substance High)
 Serious & Persistent Mental Illness with Substance Dependence (Psych. High/Substance High)
 N/A



LOCUS is not required



IS THE CONSUMER ELIGIBLE FOR SERVICES?



 No REFERRED TO (PRIMARY)



 
 



REFERRED TO (SECONDARY)
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CLINICAL RATIONALE FOR DENIAL



 
 
 
 
 



 Yes COFR CONSUMER?
 Yes  No



DOES THE CONSUMER HAVE ANY MEDICAL OR PSYCHIATRIC ADVANCE DIRECTIVES?
 Yes  No



VERBAL CONSENT TO SHARE DATA?
 Yes  No



IMH PROGRAM?
 Yes  No



ABA PROGRAM?
 Yes  No



AUTISM REFERRAL DECLINED?
 Yes  No



ENROLL CONSUMER IN THE DUAL ELIGIBLE PROGRAM?
(MI Health Link)



 Yes  No



CONSUMER ACCEPTS ENROLLMENT IN THE DUAL ELIGIBLE PROGRAM (MI
HEALTH LINK )?
 Yes  No



MI HEALTH LINK APPOINTMENT TYPE
 Emergent - Life Threatening
 Emergent - Non-Life Threatening
 Routine
 Urgent



ICO
  



ADMIT CONSUMER FOR SUD SERVICES?
 Yes  No



SUD REFERRAL DECLINED?
 Yes  No



MH LEVEL OF CARE
 



CONSUMER CONSENTS FOR OUTPATIENT CMH SERVICES?
 Yes  No



CONSUMER DECLINED MH REFERRAL?
 Yes  No



NEW DISABILITY DESIGNATION (CHANGES WILL TAKE EFFECT AFTER THIS SCREENING IS APPROVED)



 CLICK HERE TO ENTER A NEW CONSUMER DISABILITY DESIGNATION RECORD



SIGNATURES



 



SCREENER SIGNATURE / CREDENTIALS



 



DATE



 

















		TRAUMA SCREENING CHECKLIST (AGES 0-5)



		Michigan Department of Health and Human Services



		Complete and score the checklist according to instructions on the attached Trauma Screening Checklist Instruction Guide. Reference the attached Trauma Screening Checklist Definitions, if needed. When completed, refer to the Children’s Services Agency Trauma Protocol/Trauma Screening Best Practices Guide for further case planning based on results.



		Child’s Name

		Child’s Date of Birth

		Sex



		[bookmark: Text1]     

		     

		     



		Person ID (Child)

		Case ID



		     

		     



		Parent/Caregiver Name

		Date



		     

		     



		County/Agency

		Completed by



		     

		[bookmark: Check1]|_| Foster Care

		[bookmark: Check2]|_| CPS



		This checklist completed based on an interview with 



		[bookmark: Check3]|_| Child

		[bookmark: Check4]|_| Parent/Caregiver



		SECTION 1 – CHECK EACH ITEM WHERE THE TRAUMA IS KNOWN OR SUSPECTED. Note: Endorsing exposure items does not necessarily mean substantiation of the child’s experience; it is for screening purposes only.



		Are you aware or do you suspect the child has ever experienced or been exposed to any of the following types of trauma?



		[bookmark: Check5]|_| Physical abuse

		[bookmark: Check6]|_| Prenatal exposure to alcohol/drugs or maternal stress during pregnancy



		|_| Neglectful home environment

		



		|_| Emotional abuse

		|_| Lengthy or multiple separations from parent



		|_| Exposure to domestic violence

		|_| Placement outside of home (foster care, kinship care, residential)



		|_| Exposure to other chronic violence

		



		|_| Sexual abuse or exposure

		|_| Loss of significant people, places, etc.



		|_| Parental substance abuse

		|_| Frequent/multiple moves; homelessness



		|_| Impaired parenting (mental illness)

		|_| Other (indicate)

		[bookmark: Text2]     

		



		|_| Exposure to drug activity aside from parental use

		



		SECTIONS 2 – 4: CHECK EACH BEHAVIOR THAT HAS BEEN OBSERVED IN THE LAST 180 DAYS.



		SECTION 2



		Does the child show any of the following behaviors?



		|_| Aggression towards self; self-harm

		|_| Difficulty with sleeping, eating, or toileting



		|_| Excessive aggression or violence towards others

		|_| Social/developmental delays in comparison to peers



		|_| Explosive behavior (going from 0-100 instantly)

		|_| Repetitive violence and/or sexual play (or maltreatment themes)



		|_| Hyperactivity, distractibility, inattention

		



		|_| Excessively shy

		|_| Unpredictable/sudden changes in behavior (i.e., attention, play)



		|_| Oppositional and/or defiant behavior

		



		|_| Sexual behaviors not typical for age

		|_| Other (indicate)

		     

		



		

		



		SECTION 3



		Does the child exhibit any of the following emotions/moods?



		|_| Excessive mood swings

		|_| Flat affect, very withdrawn, seems emotionally numb or “zoned out”



		|_| Frequent, intense anger

		



		|_| Chronic sadness, doesn’t seem to enjoy any activities, depressed mood

		|_| Other (indicate)

		     

		



		

		



		SECTION 4



		Does the child have any of the following relational/attachment difficulties?



		|_| Lack of eye contact, or avoids contact

		|_| Doesn’t reciprocate when hugged, smiled at, spoken to



		|_| Sad or empty-eyed appearance

		|_| Has difficulty in preschool or daycare



		|_| Overly friendly with strangers (lack of appropriate stranger anxiety)

		|_| Doesn’t seek comfort when hurt or frightened; shakes it off, or doesn’t seem to feel it



		|_| Vacillation between clinginess and disengagement and/or aggression

		|_| Other (indicate)

		     

		



		

		



		

		TOTAL ENDORSEMENTS (add all marked checkboxes)

		[bookmark: Text3]     



		Henry, Black-Pond & Richardson (2010), rev: 3/16 Western Michigan University

Southwest Michigan Children’s Trauma Assessment Center (CTAC)








		TRAUMA SCREENING CHECKLIST (AGES 0-5)



		TRAUMA SCREENING CHECKLIST INSTRUCTION GUIDE



		PURPOSE

Caseworkers who complete the screen should have a basic understanding of trauma, its symptoms, and its potential impact to a child’s functioning. A completed Trauma Screening Checklist provides information for workers to recognize trauma, its impact, and assists with case planning and building resiliency. The Trauma Screening Checklist is not intended to be used to make a clinical diagnosis. The Trauma Screening Checklist can be used as a tool to monitor progress and document changes in mood, behavior, attachment and school functioning with each completion of the screen.



		ADMINISTRATION AND SCORING

The Trauma Screening Checklist should be administered to the child and the parent/caregiver. An interview of the child should depend on their intellectual, developmental, and emotional capability and their successful completion of a forensic interview. The parent should be interviewed if possible. If the parent is not available, or if the permanency plan is not reunification, the foster parent or caregiver should be interviewed.

1. Prior to interviewing, build rapport with the child and/or parent/caregiver.

2. Conduct separate interviews in a conversational manner with the child and parent/caregiver. For guidance, utilize the Tips for Administration below.

3. Complete the Trauma Screening Checklist based on: the completed interview, the review of past records, and any contacts with collateral sources. Traumas identified in Section 1 are known or suspected, and do not have to be substantiated. Consult with your supervisor if you are uncertain about whether to check a particular item. Refer to the Trauma Screening Checklist Definitions for definitions of traumatic events and/or behaviors.

4. Sections 2-4 should be completed based on the past 180 days.

5. Determine total score of all sections combined. Each check mark is an endorsement and yields a score of “1.”

6. If the score on the child’s completed Trauma Screening Checklist differs from the score on the parent/caregiver completed Trauma Screening Checklist, utilize the Trauma Screening Checklist with the higher score for case planning and making referrals.

7. Refer to the Children’s Services Agency Trauma Protocol, which includes the Trauma Screening Best Practices Guide, to determine how to proceed.

8. Upload completed Trauma Screening Checklist into the Person Overview section of MiSACWIS. Label Trauma Screening Checklist, followed by the date it was administered.

9. Rescreening is required within 180 days of the initial screening and prior to case closure. Additional screenings are recommended following significant changes within the child’s life (placement change, goal change, traumatic event, etc.) and can be completed with supervisory discretion to assist with further assessment or case planning as needed.








		TRAUMA SCREENING CHECKLIST (AGES 0-5)



		TIPS FOR ADMINISTRATION OF TRAUMA SCREENING CHECKLIST



		With a Child/Youth

		With a Parent/Caregiver



		Build rapport with the child by reminding him/her that he/she knows themselves best, which is why you want to learn all you can directly from him/her.

		Build rapport with the parent/caregiver by assuring him/her that you understand he/she knows their child best, which is why you want to learn all you can directly from them.



		Utilize MiTEAM competencies and skills, strength-based, solution-focused interviewing strategies to elicit information.

		Utilize MiTEAM competencies and skills, strength-based, solution-focused interviewing strategies to elicit information. Recognize and validate the parent/caregiver support for the well-being of the child.



		Empower the child by valuing his/her own perceptions of his/her experiences. Educate the child, in an age appropriate manner, on the impact. Explain that trauma is something that was done to him/her or something he/she experienced (not something he/she caused). Normalize reactions to traumatic events the child has experienced.

		To enhance engagement, normalize the parent/caregiver reaction to stress and/or self-blame. Educate the parent/caregiver on reactions to trauma. Explore past traumatic events experienced by the child, potentially linking the child’s experiences with the parent/caregiver past trauma to create empathy and understanding for the child. Frame the child’s challenging behaviors as the possible impact of traumatic events.



		Summarize the results of the Trauma Screening Checklist. Explain that the results will be used to plan for his/her safety and effective services. Generate hopefulness for his/her future.

		Summarize the results of the Trauma Screening Checklist. Explain that the results will be used to plan for the child’s safety and effective services. Generate hopefulness for the child’s future.



		TRAUMA SCREENING CHECKLIST DEFINITIONS (AGES 0-5)



		SECTION 1: TYPES OF POTENTIALLY TRAUMATIC EVENTS



		Type

		Working Definition



		Physical abuse

		The child experienced an actual or attempted infliction of physical pain such as hitting, slapping, burns, and/or bruising by a parent, caregiver or adult.



		Suspected neglectful home environment

		The child experienced an absence of such things as food, clothing, or shelter, left alone for long periods of time relative to age, or left for extended periods of time to care for siblings; parent/caregiver failure to protect from known or suspected threat of harm, and/or absence of needed medical care.



		Emotional abuse

		The child experienced verbal abuse (insults, debasement, threats of violence), emotional abuse (bullying, terrorizing, coercive control), belittling and/or humiliating interactions, purposefully shaming the child, or exploitation by the parent/ caregiver.



		Exposure to domestic violence

		The child experienced exposure (either actually witnessing, hearing, or being in the home) to emotional abuse, actual/ attempted physical or sexual assault, or aggressive control perpetrated between a parent/caregiver and another adult in the child’s home environment.



		Exposure to other chronic violence

		The child experienced or witnessed extreme violence or threats of violence in the community such as neighborhood or gang violence, or the child experienced exposure to school violence or severe bullying.



		Sexual abuse or exposure

		The child experienced an actual or attempted sexual contact such as fondling, genital contact by a parent/caregiver and/or another adult and/or a much older youth, and/or exposure to age-inappropriate sexual material or environment.



		Parental substance abuse

		Parental substance use resulting in an inability to care for child’s developmental needs on a routine basis; illegal substance use resulting in disruption of response to child’s needs being met in a developmentally appropriate manner.



		Impaired parenting (mental illness)

		As the result of parent/caregiver mental illness, cognitive delays, or their own unresolved trauma, parent/caregiver behavior is erratic and/or unpredictable, or the parent/caregiver does not have the capacity and therefore fails to meet the basic needs of child.



		Exposure to drug activity aside from parental use

		Parent/Caregiver operating and/or distributing drug growing/ manufacturing operation within the home. May include frequent and chronic traffic in and out of the home secondary to substance abuse and/or criminal drug activity.



		Prenatal exposure to alcohol/drugs or maternal stress during pregnancy

		Child was prenatally exposed to alcohol/drugs as indicated by the mother’s disclosure and/or documented legal action, and/or mother/child testing positive at birth for alcohol/drugs. Mother experienced chronic exposure to domestic violence during pregnancy and/or significant overwhelming relational distress.



		Lengthy or multiple separations from parent or primary caregiver

		Two or more abrupt, unexplained, and/or indefinite separations from a parent, primary caregiver, or sibling due to circumstances beyond the child’s control. These separations may or may not have been related to the child’s entry into foster care.



		Placement outside of the home (foster care, kinship care, residential, hospitalization)

		The child has been involuntarily placed in a hospital (medical/psychiatric) or foster care separating him/her from the care of his/her parents with only supervised access to his/her caregivers. Child has experienced multiple hospitalizations or intrusive medical procedures impacting the child’s developmental trajectory.



		Loss of significant people, places, etc.

		The child experienced an expected loss of someone close to him/her, or witnessed homicide, suicide, motor vehicle accident, drug overdose or experienced significant losses due to natural disaster/events. Significant primary relationship(s) may no longer be available.



		Frequent/multiple moves; homelessness

		The child experienced homelessness, “couch-surfing” alone or with parents between friends/relatives’ residences and/or lived in an emergency shelter for an extended amount of time.



		SECTIONS 2 – 4: BEHAVIORS, MOODS, ATTACHMENT ISSUES



		The section on behaviors (B), emotions/moods (M), and attachment (A) (under age 6) is written in common terms. Variation in how front-line workers may interpret items is acceptable. If the child is displaying behaviors or concerns not listed, please write them in the “other” field on the checklist.



		Behavior/Mood/Attachment

		Working Definition



		Excessive aggression or violence towards others (B) (Ages 0-18)

		Excessive behaviors that cause psychological or physical harm to another individual/or surroundings.



		Excessive aggression or violence towards self/self-harm (B) (Ages 0-18)

		Child may bite, bang head, pull own hair, hit self, or intentionally put self in harm’s way (i.e. running into traffic or other unsafe situations). Includes cutting behaviors.



		Explosive behavior (going from 0-100 instantly) (B) (Ages 0-18)

		Episodes of impulsive, aggressive, violent behavior or angry verbal outbursts in which the reaction is grossly out of proportion to the situation. Also includes excessively prolonged episodes from which it is difficult for child to become calm again.



		Hyperactivity, distractibility, inattention (B) (Ages 0-18)

		Child may have increased arousal and/or difficulty with concentration and task completion, e.g. child may struggle completing schoolwork or have difficulty forming strong peer relationships.



		Excessively shy (B) (Ages 0-18)

		Child may cling to parent/caregiver, avoid eye contact or refuse to speak even after allowed a period of time that is developmentally appropriate to become familiar with a new person or situation.



		Oppositional and/or defiant behavior (B) (Ages 0-18)

		Child/youth may behave in negative or hostile ways, frequently argue and refuse to comply with rules, become physically or verbally aggressive, destroy property, steal, break the law, start fires or run away.



		Sexual behaviors not typical for child’s age (B) (Ages 0-18)

		Attempts to insert objects in another child’s vagina and/or rectum and/or perform oral sex, or attempts to insert objects in animals. Simulates sex through humping of stuffed animals, pillows, and/or live animals may also occur. Hypersexualized play is repetitive and may continue without some intervention. Verbalizes sexual acts in a coercive, threating or seductive behavior that is repetitive and does not respond to redirection. 



		Difficulty sleeping, eating or toileting (B) (Ages 0-18)

		May have nightmares, trouble falling asleep, wake up frequently, thrash in sleep, wake easily, be an excessively picky eater, fail to gain weight, hoard or hide food, refuse to eat, only eat certain foods at certain times.



		Social/developmental delays in comparison to peers (B) (Ages 0-5)

		Inability to read social cues with peers, inability to appropriately engage peers, has difficulty sharing and is prone to regressing into tantrums if he/she does not get way with others.



		Repetitive violent and/or sexual play (or maltreatment themes) (B) (Ages 0-5)

		Violent or physically intense play that appears repetitive and is not resolved in the play, lack of empathy in violent play, sexual play that involves developmentally inappropriate sexual themes or knowledge, such as intercourse, oral sex, and placing objects into the vaginal and/or rectal openings of dolls or other play characters. Removing clothes from dolls is not in and of itself a concern.



		Unpredictable/sudden changes in behavior (i.e. attention, play) (B) (Ages 0-5)

		Child seems to have regressed and is now playing or behaving in a much younger fashion than before, seemingly as if the child were much younger in age than he/she is.



		Excessive mood swings (M) (Ages 0-18)

		Extreme changes from being happy to angry to sad, back to happy within short periods of time with no apparent environmental changes.



		Frequent, intense anger (M) (Ages 0-18)

		Quick to anger, anger out of proportion to event, extreme anger, may destroy property when in throes of outburst.



		Chronic sadness, doesn’t seem to enjoy any activities, depressed mood (M) Ages 0-18)

		Low energy, lethargic, hard to engage, no joy or enjoyment.



		Flat affect, very withdrawn, seems emotionally numb or “zoned out’ (M) (Ages 0-18)

		Facial expression doesn’t change to reflect changes in emotional content of the conversation.



		Lack of eye contact, or avoids eye contact (A) (Ages 0-18)

		Averts eye contact with interviewer as well as parent/ caregiver. Parent/Caregiver and child do not seem to respond to each other’s gaze for purposes of redirection, acknowledgement, permission, etc.



		Sad or empty eyed appearance (A) (Ages 0-5)

		Lack of spark in eye, facial expression does not change; sullen appearance. Lack of positive affect.



		Overly friendly with strangers; lack of appropriate stranger anxiety; lack of appropriate boundaries in relationships (A) (Ages 0-18)

		Exhibits over familiarity, will hold hands/touch, sit on lap, ask intrusive questions, and attend to new person rather than observing caregiver’s interaction and cues with a new person.



		Vacillation between clinginess and disengagement and/or aggression (A) (Ages 0-5)

		An insatiable need for relatedness which results in “clinginess” where the child must cling to the parent/caregiver or adult. The child keeps clinging but never feels safe and secure. Child is angry/disappointed because he/she can’t have the full attention of the other, he/she may disengage and/or become aggressive. Child may physically lash out, physically retreat, and/or become emotionally flat.



		Doesn’t reciprocate when hugged, smiled at, spoken to (A) (Ages 0-5)

		If other initiates hugs, smiles, etc., the child fails to respond, or child attempts to distance self from the contact.



		Doesn’t seek comfort when hurt or frightened; shakes it off, or doesn’t seem to feel it (A) (Ages 0-18)

		When getting hurt, the child seems to either not feel the pain or brushes it off quickly, does not seek adult comfort for pain or fear when it would be age-expected to do so. The child does not allow caregiver or adult to soothe when hurt or sad. Avoids touch, such as rubbing the back or putting on a Band-Aid, avoids being comforted.



		Has difficulty in preschool or daycare (A) (Ages 0-5)

		Child has extreme difficulty with peer relationships and/or regulation in a semi-structured setting.



		



		The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
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		TRAUMA SCREENING CHECKLIST (AGES 6-18)



		Michigan Department of Health and Human Services



		Complete and score the checklist according to instructions on the attached Trauma Screening Checklist Instruction Guide. Reference the attached Trauma Screening Checklist Definitions, if needed. When completed, refer to the Children’s Services Agency Trauma Protocol/Trauma Screening Best Practices Guide for further case planning based on results.



		Child’s Name

		Date of Birth

		Sex



		[bookmark: Text1]     

		     

		     



		Person ID (Child)

		Case ID



		     

		     



		Parent/Caregiver Name

		Date



		     

		     



		County/Agency

		Completed by



		     

		|_| Foster Care

		|_| CPS



		This checklist completed based on an interview with 



		[bookmark: Check3]|_| Child

		[bookmark: Check4]|_| Parent/Caregiver



		SECTION 1 – CHECK EACH ITEM WHERE THE TRAUMA IS KNOWN OR SUSPECTED. Note: Endorsing exposure items does not necessarily mean substantiation of the child’s experience; it is for screening purposes only.



		Are you aware or do you suspect the child has ever experienced or been exposed to any of the following types of trauma?



		[bookmark: Check5]|_| Physical abuse

		[bookmark: Check6]|_| Prenatal exposure to alcohol/drugs or maternal stress during pregnancy



		|_| Neglectful home environment

		



		|_| Emotional abuse

		|_| Lengthy or multiple separations from parent



		|_| Exposure to domestic violence

		|_| Placement outside of home (foster care, kinship care, residential)



		|_| Exposure to other chronic violence

		



		|_| Sexual abuse or exposure

		|_| Loss of significant people, places, etc.



		|_| Parental substance abuse

		|_| Frequent/multiple moves; homelessness



		|_| Impaired parenting (mental illness)

		|_| Other (indicate)

		[bookmark: Text2]     

		



		|_| Exposure to drug activity aside from parental use

		



		SECTIONS 2 – 5: CHECK EACH BEHAVIOR THAT HAS BEEN OBSERVED IN THE LAST 180 DAYS.



		SECTION 2



		Does the child show any of the following behaviors?



		|_| Aggression towards self; self-harm

		|_| Oppositional and/or defiant behavior



		|_| Excessive aggression or violence towards others

		|_| Sexual behaviors not typical for age



		|_| Explosive behavior (going from 0-100 instantly)

		|_| Difficulty with sleeping, eating, or toileting



		|_| Hyperactivity, distractibility, inattention

		|_| Social/developmental delays in comparison to peers



		|_| Excessively shy

		|_| Other (indicate)

		     

		



		

		



		SECTION 3



		Does the child exhibit any of the following emotions/moods?



		|_| Excessive mood swings

		|_| Flat affect, very withdrawn, seems emotionally numb or “zoned out”



		|_| Frequent, intense anger

		



		|_| Chronic sadness, doesn’t seem to enjoy any activities, depressed mood

		|_| Other (indicate)

		     

		



		

		



		SECTION 4



		Does the child have any of the following difficulties in school?



		|_| Low or failing grades

		|_| Difficulty with authority/frequent behavior referrals



		|_| Attention and/or memory problems

		|_| Other (indicate)

		     

		



		|_| Sudden change in performance

		



		SECTION 5



		Does the child have any of the following relational/attachment difficulties?



		|_| Lack of eye contact, or avoids contact

		|_| Does not seek adult help when hurt or frightened



		|_| Lack of appropriate boundaries in relationships

		|_| Other (indicate)

		     

		



		

		



		

		TOTAL ENDORSEMENTS (add all marked checkboxes)

		[bookmark: Text3]     



		Henry, Black-Pond & Richardson (2010), rev: 3/16 Western Michigan University

Southwest Michigan Children’s Trauma Assessment Center (CTAC)








		TRAUMA SCREENING CHECKLIST (AGES 6-18)



		TRAUMA SCREENING CHECKLIST INSTRUCTION GUIDE



		PURPOSE

Caseworkers who complete the screen should have a basic understanding of trauma, its symptoms, and its potential impact to a child’s functioning. A completed Trauma Screening Checklist provides information for workers to recognize trauma, its impact, and assists with case planning and building resiliency. The Trauma Screening Checklist is not intended to be used to make a clinical diagnosis. The Trauma Screening Checklist can be used as a tool to monitor progress and document changes in mood, behavior, attachment and school functioning with each completion of the screen.



		ADMINISTRATION AND SCORING

The Trauma Screening Checklist should be administered to the child and the parent/caregiver. An interview of the child should depend on their intellectual, developmental, and emotional capability and their successful completion of a forensic interview. The parent should be interviewed if possible. If the parent is not available, or if the permanency plan is not reunification, the foster parent or caregiver should be interviewed.

1. Prior to interviewing, build rapport with the child and/or parent/caregiver.

2. Conduct separate interviews in a conversational manner with the child and parent/caregiver. For guidance, utilize the Tips for Administration below.

3. Complete the Trauma Screening Checklist based on: the completed interview, the review of past records, and any contacts with collateral sources. Traumas identified in Section 1 are known or suspected, and do not have to be substantiated. Consult with your supervisor if you are uncertain about whether to check a particular item. Refer to the Trauma Screening Checklist Definitions for definitions of traumatic events and/or behaviors.

4. Sections 2-5 should be completed based on the past 180 days.

5. Determine total score of all sections combined. Each check mark is an endorsement and yields a score of “1.”

6. If the score on the child’s completed Trauma Screening Checklist differs from the score on the parent/caregiver completed Trauma Screening Checklist, utilize the Trauma Screening Checklist with the higher score for case planning and making referrals.

7. Refer to the Children’s Services Agency Trauma Protocol, which includes the Trauma Screening Best Practices Guide, to determine how to proceed.

8. Upload completed Trauma Screening Checklist into the Person Overview section of MiSACWIS. Label Trauma Screening Checklist, followed by the date it was administered.

9. Rescreening is required within 180 days of the initial screening and prior to case closure. Additional screenings are recommended following significant changes within the child’s life (placement change, goal change, traumatic event, etc.) and can be completed with supervisory discretion to assist with further assessment or case planning as needed.








		TRAUMA SCREENING CHECKLIST (AGES 6-18)



		TIPS FOR ADMINISTRATION OF TRAUMA SCREENING CHECKLIST



		With a Child/Youth

		With a Parent/Caregiver



		Build rapport with the child by reminding him/her that he/she knows themselves best, which is why you want to learn all you can directly from him/her.

		Build rapport with the parent/caregiver by assuring him/her that you understand he/she knows their child best, which is why you want to learn all you can directly from them.



		Utilize MiTEAM competencies and skills, strength-based, solution-focused interviewing strategies to elicit information.

		Utilize MiTEAM competencies and skills, strength-based, solution-focused interviewing strategies to elicit information. Recognize and validate the parent/caregiver’s support for the well-being of the child.



		Empower the child by valuing their own perceptions of his/her experiences. Educate the child, in an age appropriate manner, on the impact. Explain that trauma is something that was done to him/her or something he/she experienced (not something he/she caused). Normalize reactions to traumatic events the child has experienced.

		To enhance engagement, normalize the parent/caregiver reaction to stress and/or self-blame. Educate the parent/caregiver on reactions to trauma. Explore past traumatic events experienced by the child, potentially linking the child’s experiences with the parent/caregiver past trauma to create empathy and understanding for the child. Frame the child’s challenging behaviors as the possible impact of traumatic events.



		Summarize the results of the Trauma Screening Checklist. Explain that the results will be used to plan for his/her safety and effective services. Generate hopefulness for his/her future.

		Summarize the results of the Trauma Screening Checklist. Explain that the results will be used to plan for the child’s safety and effective services. Generate hopefulness for the child’s future.



		TRAUMA SCREENING CHECKLIST DEFINITIONS (AGES 6-18)



		SECTION 1: TYPES OF POTENTIALLY TRAUMATIC EVENTS



		Type

		Working Definition



		Physical abuse

		The child experienced an actual or attempted infliction of physical pain such as hitting, slapping, burns, and/or bruising by a parent, caregiver or adult.



		Suspected neglectful home environment

		The child experienced an absence of such things as food, clothing, or shelter, left alone for long periods of time relative to age, or left for extended periods of time to care for siblings; parent/caregiver failure to protect from known or suspected threat of harm, and/or absence of needed medical care.



		Emotional abuse

		The child experienced verbal abuse (insults, debasement, threats of violence), emotional abuse (bullying, terrorizing, coercive control), belittling and/or humiliating interactions, purposefully shaming the child, or exploitation by the parent/ caregiver.



		Exposure to domestic violence

		The child experienced exposure (either actually witnessing, hearing, or being in the home) to emotional abuse, actual/ attempted physical or sexual assault, or aggressive control perpetrated between a parent/caregiver and another adult in the child’s home environment.



		Exposure to other chronic violence

		The child experienced or witnessed extreme violence or threats of violence in the community such as neighborhood or gang violence, or the child experienced exposure to school violence or severe bullying.



		Sexual abuse or exposure

		The child experienced an actual or attempted sexual contact such as fondling, genital contact by a parent/caregiver and/or another adult and/or a much older youth, and/or exposure to age-inappropriate sexual material or environment.



		Parental substance abuse

		Parental substance use resulting in an inability to care for child’s developmental needs on a routine basis; illegal substance use resulting in disruption of response to child’s needs being met in a developmentally appropriate manner.



		Impaired parenting (mental illness)

		As the result of parent/caregiver mental illness, cognitive delays, or their own unresolved trauma, parent/caregiver behavior is erratic and/or unpredictable, or the parent/ caregiver does not have the capacity and therefore fails to meet the basic needs of child.



		Exposure to drug activity aside from parental use

		Parent/Caregiver operating and/or distributing drug growing/ manufacturing operation within the home. May include frequent and chronic traffic in and out of the home secondary to substance abuse and/or criminal drug activity.



		Prenatal exposure to alcohol/drugs or maternal stress during pregnancy

		Child was prenatally exposed to alcohol/drugs as indicated by the mother’s disclosure and/or documented legal action, and/or mother/child testing positive at birth for alcohol/drugs. Mother experienced chronic exposure to domestic violence during pregnancy and/or significant overwhelming relational distress.



		Lengthy or multiple separations from parent or primary caregiver

		Two or more abrupt, unexplained, and/or indefinite separations from a parent, primary caregiver, or sibling due to circumstances beyond the child’s control. These separations may or may not have been related to the child’s entry into foster care.



		Placement outside of the home (foster care, kinship care, residential, hospitalization)

		The child has been involuntarily placed in a hospital (medical/psychiatric) or foster care separating him/her from the care of his/her parents with only supervised access to his/her caregivers. Child has experienced multiple hospitalizations or intrusive medical procedures impacting the child’s developmental trajectory.



		Loss of significant people, places, etc.

		The child experienced an expected loss of someone close to them, or witnessed homicide, suicide, motor vehicle accident, drug overdose or experienced significant losses due to natural disaster/events. Significant primary relationship(s) may no longer be available.



		Frequent/multiple moves; homelessness

		The child experienced homelessness, “couch-surfing” alone or with parents between friends/relatives’ residences and/or lived in an emergency shelter for an extended amount of time.



		SECTIONS 2 – 5: BEHAVIORS, MOODS, ATTACHMENT/SCHOOL ISSUES



		The section on behaviors (B), emotions/moods (M), and attachment (A) (under age 6 or school (S) is written in common terms. Variation in how front-line workers may interpret items is acceptable. If the child is displaying behaviors or concerns not listed, please write them in the “other” field on the checklist.



		Behavior/Mood/Attachment/School

		Working Definition



		Excessive aggression or violence towards others (B) (Ages 0-18)

		Excessive behaviors that cause psychological or physical harm to another individual/or surroundings.



		Excessive aggression or violence towards self/self-harm (B) (Ages 0-18)

		Child may bite, bang head, pull own hair, hit self, or intentionally put self in harm’s way (i.e. running into traffic or other unsafe situations). Includes cutting behaviors.



		Explosive behavior (going from 0-100 instantly) (B) (Ages 0-18)

		Episodes of impulsive, aggressive, violent behavior or angry verbal outbursts in which the reaction is grossly out of proportion to the situation. Also includes excessively prolonged episodes from which it is difficult for child to become calm again.



		Hyperactivity, distractibility, inattention (B) (Ages 0-18)

		Child may have increased arousal and/or difficulty with concentration and task completion, e.g. child may struggle completing schoolwork or have difficulty forming strong peer relationships.



		Excessively shy (B) (Ages 0-18)

		Child may cling to parent/caregiver, avoid eye contact or refuse to speak even after allowed a period of time that is developmentally appropriate to become familiar with a new person or situation.



		Oppositional and/or defiant behavior (B) (Ages 0-18)

		Child/youth may behave in negative or hostile ways, frequently argue and refuse to comply with rules, become physically or verbally aggressive, destroy property, steal, break the law, start fires or run away.



		Sexual behaviors not typical for child’s age (B) (Ages 0-18)

		Attempts to insert objects in another child’s vagina and/or rectum and/or perform oral sex, or attempts to insert objects in animals. Simulates sex through humping of stuffed animals, pillows, and/or live animals may also occur. Hypersexualized play is repetitive and may continue without some intervention. Verbalizes sexual acts in a coercive, threating or seductive behavior that is repetitive and does not respond to redirection. 



		Difficulty sleeping, eating or toileting (B) (Ages 0-18)

		May have nightmares, trouble falling asleep, wake up frequently, thrash in sleep, wake easily, be an excessively picky eater, fail to gain weight, hoard or hide food, refuse to eat, only eat certain foods at certain times.



		Excessive mood swings (M) (Ages 0-18)

		Extreme changes from being happy to angry to sad, back to happy within short periods of time with no apparent environmental changes.



		Frequent, intense anger (M) (Ages 0-18)

		Quick to anger, anger out of proportion to event, extreme anger, may destroy property when in throes of outburst.



		Chronic sadness, doesn’t seem to enjoy any activities, depressed mood (M) Ages 0-18)

		Low energy, lethargic, hard to engage, no joy or enjoyment.



		Flat affect, very withdrawn, seems emotionally numb or “zoned out’ (M) (Ages 0-18)

		Facial expression doesn’t change to reflect changes in emotional content of the conversation.



		Low or failing grades (S) (Ages 6-18)

		Consistently low or failing grades, may be because of failure to turn work in, not understanding the material, or excessive absenteeism.



		Attention or memory problems (S) (Ages 6-18)

		Easily forgets material, difficulty remembering what he/she read or heard in school, difficulty retaining information to process it (e.g. can’t remember larger chunks of information when copying from board); inability to focus on task even it that task is interesting to the child, easily distracted by things in the environment.



		Sudden changes in performance (S) (Ages 6-18)

		Child is able to be successful in completing assignments, understanding material but then regresses and is unable to complete assignments and/or understand material within very short time.



		Difficulty with authority (S) (Ages 6-18)

		Difficulty following rules, accepting limits and boundaries.



		Lack of eye contact, or avoids eye contact (A) (Ages 0-18)

		Averts eye contact with interviewer as well as parent/ caregiver. Parent/Caregiver and child do not seem to respond to each other’s gaze for purposes of redirection, acknowledgement, permission, etc.



		Overly friendly with strangers; lack of appropriate stranger anxiety; lack of appropriate boundaries in relationships (A) (Ages 0-18)

		Exhibits over familiarity, will hold hands/touch, sit on lap, ask intrusive questions, and attend to new person rather than observing parent/caregiver interaction and cues with a new person.



		Doesn’t seek comfort when hurt or frightened; shakes it off, or doesn’t seem to feel it (A) (Ages 0-18)

		When getting hurt, the child seems to either not feel the pain or brushes it off quickly, does not seek adult comfort for pain or fear when it would be age-expected to do so. The child does not allow parent/caregiver or adult to soothe when hurt or sad. Avoids touch, such as rubbing the back or putting on a Band-Aid, avoids being comforted.



		



		The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
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Putting Children First Initiative
Prevention Workshop Survey  

(Summer 2022)

Detroit Wayne Integrated Health Network is looking
to partner with local agencies to provide a STEAM
(Science, Technology, Engineering, Arts, and Math)
Workshop and Chemistry/Entrepreneur (create
personal care items such as soap and learn the
business aspect) Workshop this Summer 2022. 

Please complete the survey by Thursday June 30,
2022 if you are interested in registering a member to
participate. After we receive interest of days and
times DWIHN Children’s Initiative Department will
work with the local agency to identify when to offer
the workshop.

STEAM Workshop Information: 

1 workshop - 60 minutes virtually or in-person
(max of 30 youth) 
If the workshop is in person the location is still
to be determined
Criteria: Ages 10 to 14
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 Time

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

* Preferred Day/Time of the Week:

Chemistry/Entrepreneur Workshop Information: 

1 workshop - 120 minutes virtually or in-person
(max of 30 youth) 
If the workshop is in person the location is still
to be determined
Criteria: Grades 6 - 12

 Time

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

* Preferred Day/Time of the Week:



6/21/22, 4:29 PM Putting Children First Initiative Prevention Workshop Survey (Summer 2022)

https://www.surveymonkey.com/r/DWIHNSTEAM 3/4

Chemistry/Entrepreneur Workshop Information: 

8 week workshop - 60 minutes virtually or in-
person (max of 30 youth) 
If the workshop is in person the location is still
to be determined
Criteria: Grades 6 - 12

 Time

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

* Preferred Day/Time of the Week:

* Is the Parent/Guardian willing to sign a DWIHN
release form?

Yes

No

* Is the Parent/Guardian willing to sign a DWIHN
Media Consent Form?

Yes

No
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Powered by

See how easy it is to create a survey.

Privacy & Cookie Notice

If you have any questions / concerns please contact
Director Cassandra Phipps at 313-300-1278 or
cphipps@dwihn.org

Done

https://www.surveymonkey.com/?ut_source=survey_poweredby_home
https://www.surveymonkey.com/mp/take-a-tour/?ut_source=survey_poweredby_howitworks
https://www.surveymonkey.com/mp/legal/privacy-basics/?ut_source=survey_pp
https://www.surveymonkey.com/mp/legal/cookies/?ut_source=survey_pp
mailto:cphipps@dwihn.org
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Detroit Wayne Integrated Health Network CRSP 

Notification Form 

Date of notification: ______________          Member’s MHWIN #: ___________________  

 

Contact Information of individual completing this form 

 

Organization’s Name:    

 

Individual’s Name:    
 

Telephone Number:    
 

Email Address:    
 

CRSP Provider:_______________________________________ 

I am forwarding this notification to advise DWIHN that the above Clinically Responsible 

Service Provider (CRSP) failed to provide the following documentation: 

 
 

Current/Valid IPOS (signed by legally responsible individual)  
 

Evidence of in-service training on IPOS 
 

Evidence of in-service training on Crisis Plan 
 

Evidence of in-service training on the Behavior Treatment Plan 
 

This notification is to be emailed to DWIHN’s QI Performance Monitoring 

Administrator, Starlit Smith at: ssmith@dwihn.org 

 

*This form is limited to the documents listed above.  If more is needed Starlit Smith may 

be contacted by email at ssmith@dwihn.org or by phone at 313-320-3719* 

http://www.dwmha.com/
mailto:ssmith@dwihn.org
mailto:ssmith@dwihn.org


DWIHN Treatment Plan Training Procedures 
 

Purpose  
To ensure the appropriate training has been provided to staff who will be responsible for implementing 
the supports and services identified in the plan. This includes training on a member’s Individual Plan of 
Service (IPOS), Wraparound Plan of Care (POC), crisis plan, behavior treatment plan (BTP), or other clinical 
treatment plan as authorized in the member’s IPOS.  
 
Expected Outcome  
Staff providing supports and services will be trained and proficient in implementing the goals and 
objectives in the plan. 
 
Process 
 

A. When a new document (IPOS, POC; Crisis Plan; Behavior Treatment Plan or other clinical document) is 
developed, all staff who work directly with the member are to be trained on the specific, individual 
components of the plan, prior to providing the service.   

B. When a document Amendment is completed to add or change services, all staff who work directly on the 
amended treatment services, goals or objectives are to be trained on the specific, individual components 
of the service.  All staff must be trained prior to documenting their first service to the individual under the 
amended change 

C. The trainings will be provided by the or author of the plan and by each specialized professional within 
their scope of practice.  If determined to be able to safely and accurately communicate the learned 
information, those in attendance can be considered qualified to train other staff, i.e., Train-the-Trainer 

D. The required documentation is DWIHN’s Treatment Plan Training Log.  This form captures critical 
information needed to meet all MDHHS and DWIHN requirements.  All documentation must be legible.   

a. Each dated training session will be documented on separate training forms. Reminder: ongoing 
training sessions cannot be added to the form as a running list. When new staff are trained on a 
separate date you must have a separate form.  

b. All signatures must be dated and accompanied by a legible printed name. 
c. Once all staff have been trained the form is to be uploaded into the member’s medical record in 

MHWIN, under Scanned and Uploaded documents, titled “DWIHN Training Log_DATE” 
d. All training documents must be maintained in the member’s record.   

i. Regarding Train the Trainer: Any staff that receives training from the plan author or 
clinical specialist and then trains others, must retain a copy of the initial training they 
received in the member’s record. The documentation trail needs to reflect the initial and 
subsequent trainings, that would be expected (as documented evidence) at the time of a 
site review. 

E. Exceptions: 
a. In emergent situations, when staff not trained on the members’ plan must work with the 

individual to ensure their health and safety, training on the IPOS will take place within 24 hours of 
the initial shift.  

b. DWIHN does not require additional training for medication administration as that is a standard 
training in the direct care toolbox and approved by MDHHS.  The CMHSP policies for training of 
direct care staff to provide medication services should outline the requirement for initial and 
annual medication checks with an RN to assure proficiency 

 

 



DWIHN Treatment Plan Training Procedures 
 

F. Trainings may take place virtually to meet the needs of the member and their staff.  When done virtually: 

a. the trainings must take place via a secure platform; 
b. the staff receiving the training must have access to a copy of the document they are being trained 

on; 
c. The trainer must verify those in attendance and complete the training log, to include: 

i. Member’s name and MHWIN# 
ii. Date of the training 

iii. Type of document/assessment being presented 
iv. Date of document/assessment being presented 
v. Names of all participants clearly documented 
vi. Name/title of the trainer clearly documented 

d. The trainer will ensure that the training log is uploaded into MHWIN, as noted in 4 above. 
G. Roles and Responsibilities 

a. Training shall be provided by; the primary case holder / clinically responsible service provider or 
other qualified staff that are responsible for monitoring the IPOS and are not providers of any other 
service to that individual and by each specialized professional within the scope of their practice, as 
appropriate.  

b. Any change in goals, objectives, interventions, significant behaviors or events shall be updated in 
the appropriate planning document and a new training must occur in regard to supports and 
services. 
 

 

Related Policies  

Person-Centered Planning / Individual Plan of Service  

Telemedicine Policy 

Quality Assurance/Improvement  

Compliance with All Applicable Laws  

Legal Authority 



 
DWIHN Treatment Plan Training Log 

 
This form is to serve as a Training Record.  It is essential that this form be completed each time 
a plan is developed or revised and retained in the member’s record. 
 
Member Name: __________________________   MHWIN #____________________ 
Today’s Date: ______________________   Today’s Location: ______________ 

        Check if virtual training: □ 

 
Training Category: 

□ IPOS/POC     □ Physical Therapy Plan 
□ Plan Amendment    □ Speech Therapy Plan 
□ ABA Applied Behavioral Analysis (Autism Benefit) □ Supported Employment Plan 
□ Behavior Treatment/Support Plan  □ Occupational Therapy Plan 
□ Other:_________________________________ □ Vocational Plan 
 

Date of Document selected above: __________________ 
 

Staff being Trained 
 

 

Print Name Sign Name Title Date 

    

    

    

    

    

    

    

    

    

    

 
Staff providing Training 

 

Print Name Sign Name Title Date 

    

    

    
 



New Hire Recipient Rights Training

 Trainings are currently open for Registration in 
MHWIN 2 months in advance.

 There are 9 to 11 trainings held each month.

 Staff Record-Ensure the record is completely 
filled in, especially the provider name and 
location as well as the date of hire and the 
email address.

 The email address in the staff record should 
be that of the participant.  This will ensure that 
they receive the correct training documents.  

 Participants must be present online, with 
working cameras, and remain visible and 
available to communicate with us throughout 
the course.

 If your staff are seen driving during the 
training, laying down/asleep, OR 
OBSERVED OTHERWISE NOT ENGAGED 
DURING THE TRAINING, they will be 
removed from the training. If the camera is 
facing the ceiling, the floor or otherwise 
NOT on the training participant, the 
participant will be removed from the 
training and will have to reschedule. 
NHRRT is considered a "face-to-face" 
training, in a virtual format.

 For the month of May, 475 participants 
were registered, with 267 completing 
and 208 No Shows. Providers please 
assist us in decreasing the No Show rate 
by supporting and communicating with  
your staff to complete the training. 



New Hire Recipient Rights Training

 Course Completion-Staff must participate in 
the virtual- live training using the Zoom app 
AND pass the quiz with a score of 80% or 
greater. NHRRT documents, including the quiz, 
are different for each training, so any attempts 
by Participants to submit documents from a 
previous training will not be accepted. The 
deadline to return the quiz is 3pm the day 
of the class.  Incomplete or late exams will not 
be accepted.

 Review the DWIHN website and/or the MHWIN 
newsflash for updates regarding NHRRT.  

 Evening NHRRT class is offered once per 
month from 4pm-6pm, return of the 
completed quiz is due by 9pm, the day of the 
class.  Please check MHWIN for available 
training dates.

 Please contact ORR Trainers ASAP to remove a 
registered participant once you become 
aware that they are unable to attend NHRRT, to 
ensure scheduling availability.

 To Maintain Compliance- Register your staff for 
NHRRT training during the onboarding process.

 If Providers have difficulty registering staff for 
NHRRT, PowerPoint Instructions are available via 
our email orr.training@dwihn.org.

 To unregister a participant, assistance with 
certificate verification or for any questions 
regarding training, please email us at 
orr.training@dwihn.org.

 ORR Trainers remain available at 
orr.training@dwihn.org to partner with Providers 
and ensure compliance with regulatory 
standards and DWIHN policies related to ORR 
Training requirements.

mailto:orr.training@dwihn.org


 Provider Meeting 

Presenter: Edward Sims, ORR RRI-Monitoring 

Friday, June 24, 2022   

    

ORR Annual Site Review Process: 

 

• ORR Monitoring began conducting “in person” site review visits in May 1st 2022-Covid 
questionnaire responses will determine if an alternative to in person SRs will be 
conducted 

• The ORR Reviewer will contact the Vendor to schedule a convenient date/time to conduct 
the site review visit. Please respond promptly to ORR’s request  

• ORR Reviewer may request photos and other documents to be submitted, prior to the 
review date-postings, MMHC, policies  

• Training request - Provide information for any new staff hired since the last site 
review visit, that are currently working at the facility-name, date of hire, date of NHRRT, 
possibly date of ARRT update 

• Are there any additional sites owned by Provider, other than the one that’s being 
reviewed? 

• Copies of the final SR documents will be sent out to Providers via email & USPS 
• Please assure the ORR Reviewer is provided with a valid email address for Provider/Site 

Rep. 
• If you would like a copy of the list of items to be reviewed during the SR, email me at 

esims1@dwihn.org to receive a copy of the list 

 
 
Questions/What the ORR Reviewer will look for during site review: 

 

• Where certain documents are located in the facility-posters, Rights booklet, 
MMHC, Policies 

• If any members have restrictions or limitations on use of the phone, mail, visiting 
hours-If yes, included in IPOS ONLY FOR RESIDENTIAL 

• Do Members & Staff know how to file a complaint? 
• Where confidential information is stored-Is it locked/password-protected, i.e., 

medication, cleaning products, member charts 
• Are there any health or safety violations observed by the Reviewer? Interior-

exterior of the home-trip hazards, loose railings, broken steps, unlocked meds 
etc. 

• Are contraband items posted & visible? Weapons, drugs, alcohol etc. 
• Were there any new staff hired since the last SR-if yes, require evidence for 

active staff only? 
• If yes, did new staff attend NHRRT within 30 days of their hire date? 

mailto:esims1@dwihn.org


• Is the staff’s NHRRT training older than 1 Year? If yes, provide evidence of their 
ARRT/update via DWC 

• If a licensed AFC provide the expiration date of license 

Corrective Action Plan-If applicable, Vendors have ten business days to submit the CAP 
response: 

a. NHRRT face-to-face required within 30-days of hire-MMHC mandate-
If no, Non-compliant for that FY 

b. Annual RR Training via Detroit Wayne Connect-due every year after 
NHRRT is attended 

c. Staff Record-contact information should be kept current 
d. Environmental walk-through conducted in person-Reviewer observes 

interior & exterior of facility for violations 
e. Repeat non-compliance-for violations 2 concurrent FY’s, notification 

sent to Contract Manager for that facility 
f. Provider/Vendor contact information should be kept current 
g. Vendor will receive copies of site review documents via email & USPS 
h. ORR requires the Site Rep’s/Vendor’s signature on page #4 of the 

site review tool 
i. Questions? Q & A 

 
Contact Info-ORR Monitoring: 

Edward Sims, ORR RRI-esims1@dwihn.org,or 313-433-2845-work cell 
Schakerra Pride, ORR Manager-spride@dwihn.org,or 313 498-4769-work cell 

mailto:Sims,%20ORR%20RRI-esims1@dwihn.org,or
mailto:Pride,%20ORR%20Manager-spride@dwihn.org
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