Initial Assessment

	Youth’s Information

	Date of admission: 
	CSO:      

	Youth’s Name:      
	Judicial District:      

	Birth Date of Birth & Age:       

    
     

  
/ FORMTEXT 

  
/

	YLS/CMI Score (#):      

	How does the youth identify?      
	What is the youth’s pronoun?      

	SVA Vulnerability Score:      
	SVA Aggressive Score:      

	Suicide/Self-Harm Assessment

	Assessment Date:  

	In the past 14 days, have you wished you were dead or to fall asleep and not wake up?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	In the past 14 days, have you felt that you or your family would be better off if you were dead?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No


	In the past 14 days, have you been having thoughts about killing yourself?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Have you ever tried to kill yourself?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, how?      
When?      

	Are you having thoughts of killing yourself right now?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	How do you feel about your future?       


	Youth’s Profile

	What do people like and admire about you?       


	What is important to you?       


	How can we (placement) best support you?       


	What is your vision of a good life? personal, family, education, employment, community, healthy living, etc.
     


	What do you not want for your life?       


	Who and what supports do you have in your life? technology, personal strengths & assets, relationships, community, eligibility, etc.       


	Physical and Mental Health

	Current mental health diagnosis:       

	Previous mental health diagnosis:       

	Previous out-patient mental health treatment/therapy (doctor(s), location, & date):  

	                    
                    
                    
	                    
                    
                    

	Previous inpatient psychiatric, acute care/STAR, or hospitalization for medical concerns (placement & date):  

	          
          
          
	          
          
          

	Date of last KBH:  


    
     

    
/

  
 FORMTEXT 

    
/ Unknown
	Do you have any medical needs?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Need:      

	Date of last dental appt.:  


    
     

    
/ FORMTEXT 

    
/ Unknown
	Do you have dental needs?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Need:      

	Date of last eye exam:   


    
     

    
/ FORMTEXT 

    
/ Unknown
	Do you have any eye needs   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Do you wear:  FORMCHECKBOX 
 Glasses      FORMCHECKBOX 
 Contacts      FORMCHECKBOX 
 N/A
	Need:      

	Chronic illness:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Identified chronic illness:      

	Allergies identified:  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Identified allergies:      

	Medication

	Current Medication(s):
	Purpose of Medication(s):
	What works/doesn’t work with this medication?

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Insurance, Eligibility, and Waivers

	Medical Insurance: 
 FORMCHECKBOX 
 Private Insurance (parent or guardian’s insurance)     

 FORMCHECKBOX 
 Medical Card - MCO:  FORMCHECKBOX 
 Sunflower State Health Plan     FORMCHECKBOX 
 United Healthcare     FORMCHECKBOX 
 Aetna Better Health of Kansas
 FORMCHECKBOX 
 Unknown

	Are you on any type of waivers? 
 FORMCHECKBOX 
 SED      FORMCHECKBOX 
 CDDO      FORMCHECKBOX 
 HCBS      FORMCHECKBOX 
 IDD     FORMCHECKBOX 
 Other ________________      FORMCHECKBOX 
 Other ________________     

	Relationships

	Who are the people in your life who can help you reach your goals? 

Relationships should include the youth’s family members and anyone who could be a positive support for the youth. I.E. family, friends, neighbors, co-workers, community members, mentor, church members, coaches, etc.

	Person
	Relationship to Youth
	Person
	Relationship to Youth

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Education

	Last educational setting attended & date: 
          
	Last grade or subject testing completed:       

	Graduated (diploma or GED):  FORMCHECKBOX 
 HS Diploma      FORMCHECKBOX 
 GED

Date Completed:       
	Have you been involved with Gear Up?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
If yes, where?       

	Do you have any learning disabilities? If yes, what do you have trouble with in school?      

	Do you have an IEP or 504 Plan? If yes, do you know what kind of IEP/504 Plan you have?      

	What do you like about school?      

	What do you dislike about school?      

	Do you care about doing well in school? Why or why not?      


	Do you know how you learn best (learning style)? visual (graphs, illustrations, video, pictures, articles, etc.), auditory (podcasts, one on one conversation, group discussion, oral presentation, etc.), or kinesthetic (hands on, role playing, note taking, etc.).      


	Are you happy with your current grades? Explain.      


	Do you have any goals for your education? If yes, what are they? (graduation, trade school, community college, college)   If no, what do you want to do in the future?      

	Employment

	Have you ever been employed?  FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Employment History (business/position/dates): 

                    


    
     

    
/ FORMTEXT 

    
/ Unknown
	                    


    
     

    
/ FORMTEXT 

    
/ Unknown
                    


    
     

    
/ FORMTEXT 

    
/ Unknown

	What are your experiences with employment?      

	What experiences would you like to have with employment?      

	What experiences would you like to avoid?      

	What kind of job do you think you would like or learn more about?       

	What are your goals for employment?       

	Community Based Life and Independent Living

	Strengths are tasks or actions you can do well. Weaknesses are tasks or actions you are able to do but not as well. These include knowledge, proficiencies, skills, and talents. People use their traits and abilities to complete work, relate with others, and achieve goals.

	What are your strengths?       
What are your weaknesses?       

	What is your goal for living on your own?       

	What hobbies or activities would you like to participate in while you are here?       


	Have you been involved in any activities or groups (church, school, sport, etc.)? If yes, how often did you participate in the activity/group?      


	Are you involved with any gangs (document in this space any involvement, known or suspected)?       


	What types of skills would you like to learn and practice to prepare you to “be your own person” on your own? 

     

	What type of community service work would you be interested in doing?       

	What have you learned about how to get around in your community? (driving, riding the bus, using a cab/lyft/uber)
     

	What assets are there in your community that can help you reach your goals?      

	What independent living skills do you have? personal hygiene, dressing, healthcare, cooking, eating, nutrition, home management, financial management, personal growth, problem solving, etc. 

     

	Interpersonal Skills

	How would you describe your personality? (Personality is the combination of characteristics or qualities that form an individual's distinctive character).       


	How would your friends describe you?       

	What types of people do you get along best with? Why?       


	What difficulties do you experience in getting along with others?       


	How do you resolve conflicts with your peers?       

	Is it easy for you to tell someone what you are feeling? when you are happy, frustrated, sad, worried, ecstatic, etc.  
     


	How can we (placement) tell if you are happy, frustrated, sad, worried, ecstatic, or angry?       


	What do you do to calm down when you are angry, upset, frustrated, or anxious?       


	Tell me about a time when you felt you were successful.       

	How did that success make you feel?       

	SERVICES

	Based on information you have received from the youth, the youths CSO, collateral information and your own observations which of the following services will the youth need?  

	 FORMCHECKBOX 
 Anger Management
	 FORMCHECKBOX 
 Employment Support
	 FORMCHECKBOX 
 Individual/Group Therapy
	 FORMCHECKBOX 
 Recreation

	 FORMCHECKBOX 
 Behavioral Health
	 FORMCHECKBOX 
 Family Relationships
	 FORMCHECKBOX 
 Medical Treatment
	 FORMCHECKBOX 
 Self-Advocacy

	 FORMCHECKBOX 
 Cognitive Behavioral
	 FORMCHECKBOX 
 Health
	 FORMCHECKBOX 
 Peer Relationships
	 FORMCHECKBOX 
 Social Skills

	 FORMCHECKBOX 
 Communication Skills
	 FORMCHECKBOX 
 Home Management
	 FORMCHECKBOX 
 Personal Hygiene
	 FORMCHECKBOX 
 Substance use Treatment

	 FORMCHECKBOX 
 Education Activities
	 FORMCHECKBOX 
 Independent Living Skill
	 FORMCHECKBOX 
 Pre/Post Natal Care
	 FORMCHECKBOX 
 Sex Offender Treatment

	Provide any comments or needs not listed above:

     


	Staff Signature: 
	Date assessment was completed: 
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