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though you have




Name: Clinician: Date:

| Instructions: How often have you been bothered by each of the following symptoms during the past two weeks? |
For each symptom put an “X” in the box beneath the answer that best describes how you have been feeling. /

0 {1) 2 (3)
Not At All | Several | MoreThan | Nearly
Days Half the | Every Day

Days

1. Feeling down, depressed, irritable, or hopeless?

2. Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much?

4, Poor appetite, weight loss, or overeating?

5. Feeling tired, or having little energy?

6. Feeling bad about yourself — or feeling that you are a
failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
[ ] Yes [ INo

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?
[ ] Not difficult at all [ ] Somewhat difficult [ ] Very difficult [ ] Extremely difficult

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
: ] Yes [] No :

**If you have had thoughts that you would be better off dead or of hurting yourself in some way, please
discuss this with your Health Care Clinician, go to a hospital emergency room or call 911.

, Willlams, & Kroenke, 1999), Revised PHQ-A (Johnson,

up, 2000)






Pediatric Symptom Checklist-17 (PSC-17)

Caregiver Completing this Form: Date:
Name of Child:
Please mark under the heading that
best fits your child
NEVER _SF?M'\f_:ES OFTEN
1. | Fidgety, unable to sit still
2. |Feels sad, unhappy
3. |Daydreams too much
4. |Refuses to share
5. |Does not understand other people’s feelings
8. |Feels hopeless
7. |Has trouble concentrating
8. |Fights with other children
9. |lIs down on him or herself
10. | Blames others for his or her troubles
11. | Seems to be having less fun
12. | Does not listen to rules
13. |Acts as if driven by a motor
14. | Teases others
15. | Worries a lot
16. | Takes things that do not belong to him or her
17. |Distracted easily

(scoring totals)

Scoring:

e Fill in unshaded box on right with: “Never” = 0,
“Sometimes” = 1, “Often” = 2

e  Sum the columns.
PSC17 Internalizing score is sum of column 1
PSC17 Attention score is sum of column A
PSC17 Externalizing score is sum of column E
PSC-17 Total Score is sum of I, A, and E columns

Suggested Screen Cutoff:
PSC-17-125
PSC-17-Az27

PSC-17 -E 27

Total Score =z 156

Higher Scores can indicate an increased
likelihood of a behavioral health disorder
being present.

PSC-17 may be freely reproduced.
Created by W Gardner and K Kelleher (1999), and based on PSC by M Jellinek et al. (1988)
Formatted by R Hilt, inspired by Columbus Children’s Research Institute formatting of PSC-17

13







LLINOIS DETARTMENT OF ULIC HEALTH

Physician/ Health Provider:

Child’s Name: Date of Birth: / /

Address: City: State: County:

Sex: O Male OFemale  Hispanic: (ONo OdYes Race: TdWhite (OBlack O Asian O Am. Indian/Nat. Alaskan (3Other

US Born: (IYes (INo If no, US Date of Arrival: / / Country of Birth:

Parent/Guardian: Phone:

TB RISK FACTORS:

1. Does the child have any symptoms of TB (cough, fever,
night sweats, loss of appetite, weight loss or fatigue) or an IYes [dNo
abnormal chest X-ray?

If yes, name of symptoms:

2. In the last 2 years, has the child lived with or spent time

with someone who has been sick with TB? OYes ONo

3. Was the child born in Africa, Asia, Pacific Islands (except
lapan), Central America, South America, Mexico, Eastern [AYes (ONo
Europe, The Caribbean or the Middle East?

4. Has the child lived or traveled in Africa, Asia, Pacific Islands
(except Japan), Central America, South America, Mexico, If yes, in what country did the child
Eastern Europe, The Caribbean or the Middle East for more OYes CINo travel to:
than one month?

if yes, in what country was the child
born:

5. Have any members of the child’s household come to the

[ , f :
United States from another country? OvYes (INo | Ifyes, name of country

6. Is the child exposed to a person who:

e Iscurrently in jail or who has been in jail in the past 5
years?

° HasHIV? OYes (INo

e Is homeless?

e Livesin agroup home?

o Uses illegal drugs?

o Is a migrant farm worker?

If yes, name the risk factors the child
is exposed to:

7. Is the child/teen in jail or ever been in jail? OYes [INo | If yes, name of jail:

8. Does the child have any history of immunosuppressive
disease or take medications that might cause Yes [INo
immunosuppression?

If yes, name of disease or
medications:

If yes, to any of the above, the child has an increased risk of TB infection and should have a TST/IGRA.

All children with a positive TST/IGRA result must have a medical evaluation, including a chest X-ray.
Treatment for latent TB infection should be initiated if the chest X-ray is normal and there are no signs of
active TB. If testing was done, please attach or enter results on next page.



MEDICAL INFORMATION:

Primary Reason for Evaluation: [JContact Investigation

(O lIncidental Abnormal CXR/CT

Targeted Testing  (dImmigration Exam
(T incidental Lab Result

3 O0ther:
Symptomatic: (INo (dYes If Yes, ONSET date: /
Symptoms: [ Cough (IHemoptysis JFever  (INight Sweats O Weightlossof _____ lbs.
d0Other:
Tuberculin Skin Test (TST/Mantoux/PPD) Induration: ___ mm

Date Given: / /
Date Read: / /

impression: (dNegative [IPositive

Interferon Gamma Release Assay (IGRA)
Date: / /

Impression: [INegative {JPositive [Findeterminate

Chest X-ray (required with positive TST or IGRA)
Date: / /

impression: (INormal  (FAbnormal findings

3 LTB! treatment (Rx and start date):
Rx: Date: / /

[ Contraindications to INH or rifampin for LTBI

1 Prior TB/LTBI treatment (Rx and duration):

Rx: mm

1 Offered but refused LTBI treatment

ADDITIONAL COMMENTS:

RECOMMENDATIONS:

Health Provider Sighature:

Date Completed: /1




