Children with Special Healthcare Needs Screening

Name: _____________________________     ID #: _____________       DOB: ____________   

Phone #: ________________      Diagnosis:________________________________________

These questions are about any kind of health problems, concerns, or conditions that may affect your child’s behavior, learning, growth, or physical development.  

1. What is your relationship to the child?  (Verify that person is parent or legal guardian)  ___________________________________________________________________

2. What health condition(s) does your child have?  Please rank these conditions according to required medical services and quality of life with 5 being “very severe” and 1 being “least severe.”

	Diagnosis
	Ranking 

	
	

	
	

	
	

	
	

	
	

	
	


3. Does your child have a primary care provider (PCP)?  If yes, who?  _____________________

4. Does your child have a specialist working with him/her?  If yes, who?  ___________________

5. Does your child see a counselor or have treatment for any kind of emotional, developmental, or behavioral problems?  

a. No

b. If yes, please describe: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Does your child currently use medication prescribed by a PCP or specialist?  If yes, please list medication type and dosage:  

	Medication Type
	Dosage

	
	

	
	

	
	

	
	

	
	

	
	


7. Do you understand the reason for your child’s medication?

a. Yes

b. No

c. Not sure

8. Does your child take this medication as the doctor ordered?

a. Yes

b. No

c. Not sure

9. Are your child’s immunizations current?

a.  Yes

b.  No

c.  Not sure

9. Has your child had chickenpox or been vaccinated against it?

a. Yes.  When did your child have chickenpox? _________

b. No

c. Not sure               

10. Where does your child receive care when he/she needs to be seen right away for illness or injury? 

a. PCP’s office

b. Specialist’s office 

c. Emergency room.  Visits in last 12 months?  _____ times

d. Clinic or health center

e. School nurse

f. No where

g. Other:  __________________________________

11. Where does your child go for routine preventative care, such as physical exam or well-child check-ups?

a. Doctor’s office.  Name of Provider:__________________

b. Emergency room.  Visits in last 12 months?  _____ times

c. Urgent care

d. School nurse

e. No where

f. Other:  ____________________

12. When was your child’s most recent well-child exam?  ___________

13. Does your child receive special therapy, such as physical, occupational, or speech?

a. Yes.  Please describe:  _________________________

b. No

14. Does your child need special equipment or supplies?

a. Yes.  Please describe:  _________________________

b. No

15. During that past 12 months, did your child miss school because of injury or illness?

a.  Yes.  Number of days?  ____  

b.  No

16. Does someone help you coordinate care between your child’s provider and school, or other services?

a. Yes

b. No

17. Does your child receive any services through any of the available state programs such as Title V or the Infant and Toddler Early Intervention program?

a. Yes.  Which program(s) and name of assigned Case Manager(s)? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

b. No

c. Not sure

18. Which of the following statements best describe your child’s healthcare needs?

a. Has needs all the time 

b. Has needs once in a while

c. Needs are stable

d. Does not have needs at any time

19.  Overall, how would you rank your understanding of your child’s health condition?

1          2           3          4          5          6          7          8          9         10

20. Overall, how would you rank your comfort in caring for your child’s health condition?

1          2           3          4          5          6          7          8          9         10

21. Overall, how would you rank the general health of the child?    Please pick a number between 1 (poor) and 10 (excellent).

1          2           3          4          5          6          7          8          9         10

22. Do you have any immediate concerns about your child that we can assist you with?  Please use the space below to describe these concerns.  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Developed by: Molina Healthcare of Washington, Page 4 of 4



