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	Tennessee Department of Children’s Services
Well-Being Information and History


	Name
	     
	Home County
	     
	Date of Custody
	     

	DOB
	     
	SSN
	     
	Race
	     

	Religion
	     
	Gender
	     
	Adjudication
	     

	Information provided by:
	     
	Relationship
	     

	* If no information available, explain: 
	     

	Special Needs or Disabilities: 
	     

	Scheduled Appointments: (List any appointments for the child giving date, provider, type of appointment)      

	Current Medications, Frequency & Dosage: ( List all prescription and over-the-counter medications child is currently taking)      

	How many days of medication dosage are available:      

	Will medications need to be administered during school hours?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	If yes, specify which medications need to be administered at school
	     

	Allergies: Does the child have any allergies (medication, food, insect stings, etc.)    
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	If yes, specify allergic reaction
	     

	Medical Modified/Religious Diet
	     

	Child’s Primary Language: 
	     

	Both Parents Living  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If no, date(s) of death
	     

	Names and Ages of Siblings: 
	     

	Does Youth Have Children?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, names &DOB
	     

	Does Youth have Current Insurance Coverage?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Insurance Information:      


	Health History of Child (Explain any checked item in “ COMMENTS” section)

	No
	Now
	Past
	
	
	No
	Now
	Past
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Birth defects
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High blood pressure

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Developmental delays
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Gastrointestinal problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Vision problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Kidney/urinary problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hearing problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Hepatitis/liver problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Skin problems
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cancer

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Head injuries
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Tuberculosis (TB)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Headaches
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sleep problems

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sickle Cell disease
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Learning disability

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anemia/blood disorder
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other (describe in comments below)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epilepsy/seizures
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Physical abuse

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Diabetes
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Emotional/mental abuse

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Sexual abuse

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart murmur
	
	                          Has abuse been reported?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

                         If no, call CPS 877-237-0026


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Heart problems
	
	

	
	
	

	Child/Youth is currently hospitalized   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, where/why
	     

	Comments/Additional Health Information:
	     


	Trauma Screening: 

Indicate known history of abuse/adverse experiences (Check for each)

	 FORMCHECKBOX 
  Neglect
	 FORMCHECKBOX 
  Community 
       Violence
	 FORMCHECKBOX 
  Physical Abuse
	 FORMCHECKBOX 
  Other Trauma

	 FORMCHECKBOX 
  Sexual Abuse
	 FORMCHECKBOX 
  Serious Injury
	 FORMCHECKBOX 
  Emotional Abuse
	 FORMCHECKBOX 
  Extended Illness/Medical

       Trauma     

	 FORMCHECKBOX 
  Traumatic 
       Loss/Separation
	 FORMCHECKBOX 
  Natural Disaster
	 FORMCHECKBOX 
  Domestic    

       Violence
	 FORMCHECKBOX 
 Sexual Assault

	 FORMCHECKBOX 
  School Violence
	 FORMCHECKBOX 
  Impaired Caregiver  

      (Substance Abuse/

      MI)    
	 FORMCHECKBOX 
  Extreme 
       Interpersonal
       Violence
	 FORMCHECKBOX 
  Physical Assault

	Childhood Illnessess/Accidents

	No
	Yes
	Approximate Date
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Measles

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	German Measles

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Mumps

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Chicken Pox

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Scarlet Fever

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Rheumatic Fever

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Accidents, describe below

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Surgeries, describe below

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Hospitalizations, describe below 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Problems with anesthesia  


	Additional Information: 
	     


Gender and Sexual Identity
Does the child/youth identify him/herself as gay, lesbian, bisexual, transgender, or intersex?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If yes, describe answer: 
	     


Sexual Activity

Is child sexually active:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No     Use birth control:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Method:      
Dating Violence

Has child experienced controlling, abusive or aggressive behavior in a dating relationship?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If yes, explain: 
	     


Girls Only

	Age of first period
	     
	Date of last period
	     
	Frequency of periods:
	     
	Length of periods:
	     
	# Pregnancies 
	     

	Live births
	     
	Full term
	     
	Premature
	     
	Miscarriages
	     
	Abortions
	     


Medical

Does the child have a regular medical provider (pediatrician, family doctor, etc.)?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, name of medical provider:
	     
	 Date of last visit:
	     


Immunizations

	Are immunizations up to date:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Is copy of immunization record available:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Conscientious/Religious Exemption (Parent provides a notarized statement)
	     


Dental

	Does the child have a regular dental provider:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      Does the child wear braces:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, name of dental provider:
	     
	Date of last exam:
	     

	If braces, name of orthodontist:
	     
	Date of last exam:
	     


Vision

	Does the child wear corrective lenses:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No         Does the child wear contacts:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, name of vision provider:
	     
	Date of last visit:
	     


Mental Health History
Has youth had a Psychological Evaluation?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      Date:             Place:      
	No
	Now
	Past
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Problems with concentration and attention

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Anxiety

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Depression

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seeing or hearing things that aren’t there

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Aggressive, dangerous or destructive behaviors – if yes, describe:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had homicidal thoughts

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had suicidal thoughts

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Attempted suicide – if yes, describe:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Had other mental health or behavioral problems – if yes, describe:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Received counseling – if yes, when, where:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Been hospitalized for mental health problems – if yes, diagnosis, when, where:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other mental health diagnosis – if yes, describe:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Do you have any current concerns about this child/youth’s mental health or behavior? If yes, please specify:      


Alcohol/Drug Abuse History

	No
	Now
	Past
	Frequency (x per week/day/month)
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Alcohol

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Tobacco

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Marijuana

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Narcotics

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Stimulants

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Methamphetamine

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Hallucinogens

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Steroids

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Huffing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Ecstacy

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Prescription meds prescribed for another, specify:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Over-the-counter medication, specify:      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Other, specify:      


Birth History (for all children)

	Birth Weight: 
	     
	Birth Length: 
	     
	 FORMCHECKBOX 
 Full term or   FORMCHECKBOX 
 Premature birth (<36 weeks)  
	     
	weeks

	Did mother receive prenatal care:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Month of pregnancy for 1st prenatal visit: 
	     

	Pregnancy/Birth complications: 
	     

	Was there prenatal substance abuse:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Substance and frequency:
	     

	Birth hospital and location: 
	     


Education and Independent Living

	Where does the student currently attend school: (Name, City, County)
	     

	How old is the student?
	     
	In what grade is the student currently enrolled?
	     

	Is the student taking G.E.D. classes?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Does the student receive special education services?
If yes, name the disability:      
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Is the student serving a zero tolerance expulsion (drugs, weapons, and/or assault)? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Is the student serving a suspension for issues other than zero tolerance?  

If yes, what is reason and duration of suspension?      
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Is the student in alternative school?  
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Does the student have a history of skipping school? 
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No


	Student’s Strengths (Check all that apply)
	Areas in Need of Improvement (Check all that apply)

	 FORMCHECKBOX 
 Mathematics
	 FORMCHECKBOX 
 Mathematics

	 FORMCHECKBOX 
 Reading
	 FORMCHECKBOX 
 Reading

	 FORMCHECKBOX 
 Athletics
	 FORMCHECKBOX 
 Athletics

	 FORMCHECKBOX 
 Attendance in school
	 FORMCHECKBOX 
 Attendance in school

	 FORMCHECKBOX 
 Other (specify):      
	 FORMCHECKBOX 
 Other (specify):      


	Other things you would like to share regarding the student’s schooling:
	     

	

	Form Completed by (name and position)
	     
	Date:
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