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Core Clinical Characteristics
(Baseline Assessment Form)

 
 
 
 
 
 
 
 
 
 
 

System Screening Information  
 
Complete the following. 
 
1.  Child’s initials  ___ ___ ___  (Enter a dash if no middle initial) 
                                                         First    Middle  Last 

                        
2.  Child’s date of birth:___ ___ ___ /  ___ ___ / ___ ___ ___ ___    
                                                              Month                             Day                                 Year 

 
3.  Child’s gender: 
        1 Male 
        2 Female 
 
4.  Has this child been seen at another NCTSN network center(s) for a previous episode(s) of care? 

0 No 
1 Yes   If Yes:   Was this child enrolled in the NCTSN’s Core Data Set? 

                    0 No 
                           1  Yes     If Yes:  STOP and call NCTSN @ (919) 668-8182 for further instructions!   

 
5.  Has this child been seen at this center for a previous episode(s) of care?  

0 No 
1 Yes   If Yes:  Was this child already enrolled in the NCTSN’s Core Data Set? 

                    0 No   Click Submit to continue Enrollment 
                           1 Yes   If Yes: STOP, do not proceed with enrollment.  
                                               If Yes: GO to the Follow-up Assessment and create a Follow up Visit record.     
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Core Clinical Characteristics
(Baseline Assessment Form)

 
Baseline Visit and Demographic Information   
Complete the following. 
 
1. Date of visit: ___ ___ ___ / ___ ___ / ___ ___ ___ ___ 
                                           Month                           Day                                 Year 

Baseline Visit Information 

 

 
2. Is this the child’s first visit at this center for the current episode of care? 

0 No  If No:  How many visits (including today’s visit) has the child had at your center  
                  for the current episode of  care?    Number of Visits _____  

1 Yes 
 
3. From whom are you collecting information for this form? (Check all that apply)                

 Parent        
 Other adult relative 
 Foster parent 
 Agency staff 
 Child/adolescent/self 

         Other, Specify:      
 
4. Who is currently the legal guardian for this child? (Check only one) 

1 Parent 
2 Other adult relative 
3 State 
4 Emancipated minor (self) 
98 Other, Specify:      

        99 Unknown 
 
Demographic Information 
 
5.   Child’s ethnicity (Check only one): 

1 Hispanic or Latino 
2 Not Hispanic or Latino 
99 Unknown 

6.    Child’s race (If multiracial, check all that apply): 
 American Indian or Alaska Native 
 Asian 
 Black/African American 
 Native Hawaiian or other Pacific Islander 
 White 
 Unknown 

7.    Was the child born in the United States?  
0 No  If No:  In what country was the child born? ____________________________________________________  
1 Yes 
99 Unknown 

8.    Is the child (and/or family) a refugee, asylum seeker, or immigrant with a history of exposure to community violence?  
0 No  
1 Yes 

        99 Unknown 
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Core Clinical Characteristics
(Baseline Assessment Form)

Baseline Visit and Demographic Information  (continued) 
Complete the following. 
 
9.   Is this child currently participating in the Cross-Site Evaluation?    

        99 Unknown 
        0 No  

          1 Yes  If Yes, were all of the standard assessments (CBCL, PTSD-RI &/or TSCC-A) completed within the timeframe               
allowed by the Cross-Site Evaluation (30 days from Intake or visit date specified for question 1above)?  

                      1 Yes   
                        0  No    If No:  Please provide visit date(s) the standard assessments were administered.     

   Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 
                                                                                          Month                          Day                             Year 

   Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 
                                                                                           Month                          Day                             Year 

   Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 
                                                                                                               Month                          Day                             Year 

               NOTE:  Provide the date an assessment was completed if it was administered over multiple dates. 
                        

10.  Please provide an identifier for the health care provider currently caring for this child. __________ 
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Core Clinical Characteristics
(Baseline Assessment Form)

 

Brief Intervention Services Information   
 
Brief Intervention refers to the number of sessions that a child/family may receive. If a child/family is receiving 3 – 6 
sessions, then complete the following. 
 
1.  Is this child/family receiving brief intervention services?  

0 No  
1 Yes  If Yes:  Please press the Add Entry button and complete the requested information for EACH   

                                 episode of care where the child/family receives brief intervention services.  A new entry is  
                                 required for each type of treatment and each different set of start/stop dates. 

                                                       

1.  What treatment component(s) is the child/family receiving for this brief episode of care?  (Check all that apply)            
 Screening 
 Assessment 
 Case Consultation  
 Case Management  
 Child and Family Traumatic Stress Intervention (CFTSI) 
 Crisis Management  
 Referral Services     
 Psycho-education  
 Safety Planning  
 Individual Therapy 
 Family Therapy 
 Group Therapy  
 Support Group  

         Other, Specify:      
 

2.  Date this brief episode of care began:  __/__/_____ 
 

NOTE: Answer question 3 after the child/family has completed the selected treatment component(s). 
 
3. Did this child/family complete the treatment component(s) offered during this brief episode of care? 
              0  No, left  treatment before completing  If No: Date left treatment: __/__/___ 
              1  Yes, completed treatment  If Yes: Date completed treatment:   __/__/____ 
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Core Clinical Characteristics
(Baseline Assessment Form)

 

 

 
 
 
 
 
 

NCTSN Breakthrough Series/Learning Collaboratives  
 
Complete the following.   
 
 
1.  Is this child/family receiving a treatment from a therapist participating in a breakthrough series or learning collaborative for 
that treatment?    
 0 No   

        1 Yes  If Yes:  Please press the Add Entry button and complete the requested information for each   
                                                 treatment the child/family is receiving through a breakthrough series or learning     
                                                 collaborative.  A new entry is required for each type of treatment and each different set of start/stop dates.
 
 

 
 
1. What treatment is this child/family receiving through a therapist participating in a breakthrough series or other learning 
collaborative? (Check only one)  

1 Trauma-Focused Cognitive Behavior Therapy (TF-CBT) 
2 Life Skills/Life Stories  

              3   Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS)  
4 Trauma Adaptive Recovery Group Education and Therapy TARGET (TARGET)   

5 Trauma Systems Therapy (TST) 
6 Child Parent Psychotherapy (CPP) 
7 Cognitive-Behavioral Intervention for Trauma in Schools (CBITS) 

              98 Other,  Specify name of treatment: ____________________________  
 
2.  Date this treatment began:  __/__/_____   

 
NOTE:  Complete question 3 after the child/family has terminated this treatment. 
 
3. Did this child/family complete this treatment? 
              0   No, left this treatment before completing  If No: Date left this treatment: __/__/___ 
               1   Yes, completed treatment  If Yes: Date completed this treatment: __/__/____ 
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Core Clinical Characteristics
(Baseline Assessment Form)

 
 Insurance Information and Domestic Environment   

  Insurance Information 

1. Is the child currently covered by any type of public or private health insurance? 
0 No 
1 Yes  If Yes: Specify type  
99  Unknown   

 
2.   Type of public or private health insurance currently covering the child (Check all that apply)                                                               

                                                                                                    
                                                                                                  Public:                Medicare                                                                    
                                                                   Medicaid 

          Indian health service   
          Children’s health insurance program (CHIP)
          Other public, Specify:___________  

                       
 Private:  HMO 

           PPO 
          Fee-for-service 

         Other private, Specify:    
 

 3.    Is the child’s parent/guardian covered by any type of insurance? 
0 No 
1 Yes  If Yes: Specify type        
99  Unknown 

 
4.    Type of public or private health insurance currently covering the child’s parent/guardian (Check all that apply) 
  
                                                                                                          Public: Medicare                                                                    
                                                                   Medicaid 

          Indian health service   
          Children’s health insurance program (CHIP)
          Other public, Specify:____________  

                       
 Private:  HMO 

           PPO 
          Fee-for-service 

         Other private, Specify:   
 

Domestic Environment 
 
5.  Where is the child’s current primary residence?  (Check only one) 
 

1  Independent (alone or with peers) 4 Regular foster care  7  Correctional facility 98 Other, Specify____ 
2  Home (With parent(s))         5 Treatment foster care  8 Homeless 
3 With relatives or other family             6 Residential treatment center 99 Unknown 

 
 
6.  How many months has the child been living in above setting? 
 
          _____(Enter number of months or “0” if less than one month) 
 
       OR  1 Entire life 
       OR  99 Unknown    
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Core Clinical Characteristics
(Baseline Assessment Form)

 
Domestic Environment Details 

If ‘Home with parent(s) or ‘With relatives or other family’ is selected for primary residence on the 
Insurance Information and Domestic Environment form at Baseline complete the following questions. 
 
1.   What types of adults live in the home with the child? (Check all that apply) 
 

 Mother (Biological or adopted) 
 Father (Biological or adopted)      
 Parent’s partner/significant other        
 Grandparent 
 Other adult relative 
 Other adult non-relative 
 Unknown 
 Other,  Specify:          

          
2.   Total number of adults (18 years of age or older) living in child’s home:       
      OR  99 Unknown 
 
3.   Total number of children younger than 18 years of age  (including client) living in child’s home: _______  
      OR  99 Unknown 
 
4.   Please specify zip code of child’s current residence:  __  __  __  __  __  (5 digit zip code)  
      OR    99 Unknown 
 
5.   Primary language spoken at home:  (Check only one) 
 

1English                
2 Spanish         
3 French        

4 Mandarin 

5 Cantonese 

6 Navaho 

7 Japanese 

8 Korean    

9 Russian      

99 Unknown 
98 Other,  Specify:     

 
6.   What is the total income for the child’s household for the past year, before taxes and including all sources: 

$      (US$) 

OR 99 Unknown   
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Core Clinical Characteristics
(Baseline Assessment Form)

 
This section relates to the types of problems and experiences ‘child’ might have displayed.  Indicate if the child experienced these types of 
problems within the past month (within the last 30 days).  Please answer each question. 

Indicators of Severity of Problems        

All responses should be the Indicator of Severity for problems experienced within the past month. 
1.  Academic problems (e.g., Problems with school work or grades) 
   

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

2. Behavior problems in school or daycare (e.g., Getting into trouble, detention,  
suspension, expulsion) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

3.  Problems with skipping school or daycare (e.g., Where he /she skipped at least 4 days 
in the past month, or skipped parts of the day on at least half of the school days) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

4.  Behavior problems at home or community (e.g., Violent or aggressive behavior; 
breaking rules, fighting, destroying property, or other dangerous or illegal behavior) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

5.  Suicidality (e.g., Thinking about killing himself/herself or attempting to do so) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

6.  Other self-injurious behaviors (e.g., Cutting him/herself, pulling out  his/her own hair) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

7. Developmentally inappropriate sexualized behaviors (e.g., Saying or doing things  
about sex that children his/her age do not usually know) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

8.  Alcohol use (e.g., Use of alcohol) 0 Not a problem                                99 Unknown 
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

9.  Substance use (e.g., Use of illicit drugs or misuse of prescription medication) 0 Not a problem                                99 Unknown 
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

10. Attachment problems (e.g., Difficulty forming and maintaining trusting relationships 
 with other people) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

11. Criminal activity (e.g., Activities that have resulted in being stopped by the police or 
 arrested) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

12.  Running away from home (e.g., Staying away for at least one night) 0 Not a problem                            99 Unknown 
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

13.  Prostitution (e.g., Exchanging sex for money, drugs or other resources) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

14. Child has other medical problems or disabilities (e.g., Chronic or recurrent condition 
that affects the child’s ability to function)   

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 
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Core Clinical Characteristics
(Baseline Assessment Form)

Services Received 
BASELINE INSTRUCTIONS: Has the child received any of these services or been placed in any of the following (excluding 
today’s visit) within the past month (within the past 30 days).  These may include services provided by your Center as well as 
services provided by any other clinician, setting or sector.  

1.  Inpatient psychiatric unit or a hospital for mental health problems 0  No 
1  Yes 
99 Unknown 

2.  Residential treatment center (A self-contained treatment facility where the child lives and goes to school) 0  No 
1  Yes 
99 Unknown 

3.  Detention center, training school, jail, or prison 0  No 
1  Yes 
99 Unknown 

4.  Group home  (A group residence in a community setting) 0  No 
1  Yes 
99 Unknown 

5. Treatment foster care (Placement with foster parents who receive special training and supervision to help 
children with problems) 

0  No 
1  Yes 
99 Unknown 

6.  Probation officer or court counselor 0  No 
1  Yes 
99 Unknown 

7.  Day treatment program (A day program that includes a focus on therapy and may also provide education while 
the child is there) 

0  No 
1  Yes 
99 Unknown 

8. Case management or care coordination (Someone who helps the child get the kinds of services he/she needs) 0  No 
1  Yes 
99 Unknown 

9.  In-home counseling (Services, therapy, or treatment provided in the child’s home) 0  No 

1  Yes 

99 Unknown 

10.  Outpatient therapy (From psychologist, social worker, therapist, or other counselor) 0  No 
1  Yes 
99 Unknown 

11.  Outpatient treatment from a psychiatrist 0  No 
1  Yes 
99 Unknown 

12.  Primary care physician/pediatrician for symptoms related to trauma or 
emotional/behavioral problems. (Excluding emergency room) 

0  No 
1  Yes 
99 Unknown 

13.  School counselor, school psychologist, or school social worker (For behavioral or emotional 
problems) 

0  No 

1  Yes 

99 Unknown 

14.  Special class or special school (For all or part of the day) 0  No 
1  Yes 
99 Unknown 

15.  Child Welfare or Department of Social Services (Include any types of contact) 0  No 
1  Yes 
99 Unknown 

16.  Foster care (Placement in kinship or non-relative foster care)       0  No 
1  Yes 
99 Unknown 

17.  Therapeutic recreation services or mentor 0  No 
1  Yes 
99 Unknown 
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Core Clinical Characteristics
(Baseline Assessment Form)

 

Services Received (continued) 
18.  Hospital emergency room (For problems related to trauma or emotional or behavioral problems) 0  No 

1  Yes 

99 Unknown 

19.  Self-help groups (e.g., AA, NA) 0  No 

1  Yes 

99 Unknown 
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Core Clinical Characteristics
(Baseline Assessment Form)

Clinical Evaluation 
Based on your clinical evaluation, for questions 1-21 please check each problem/symptom/disorder currently displayed by the 
child.  For question 22 please indicate the primary problems/symptom/disorder currently displayed by the child. 

Clinical Problems, Symptoms, & Disorders Child has/exhibits this problem? 
(Answer all that apply) 

1.  Acute stress disorder 0 No           1 Probable        2 Definite 

2.  Post traumatic stress disorder  0 No           1 Probable        2 Definite 

3. Traumatic/complicated grief 
0 No           1 Probable        2 Definite 

4.  Dissociation 0 No           1 Probable        2 Definite 

5.  Somatization 0 No           1 Probable        2 Definite 

6.  Generalized anxiety 0 No           1 Probable        2 Definite 

7.  Separation disorder 0 No           1 Probable        2 Definite 

8.  Panic disorder 0 No           1 Probable        2 Definite 

9.  Phobic disorder 0 No           1 Probable        2 Definite 

10.  Obsessive compulsive disorder 0 No           1 Probable        2 Definite 

11.  Depression 0 No           1 Probable        2 Definite 

12.  Attachment problems 0 No           1 Probable        2 Definite 

13.  Sexual behavioral problems 0 No           1 Probable        2 Definite 

14. Oppositional defiant disorder 0 No           1 Probable        2 Definite 

15.  Conduct disorder 0 No           1 Probable        2 Definite 

16.  General behavioral problems 0 No           1 Probable        2 Definite 

17.  Attention deficit hyperactivity disorder 0 No           1 Probable        2 Definite 

18.  Suicidality 0 No           1 Probable        2 Definite 

19.  Substance abuse 0 No           1 Probable        2 Definite 

20.  Sleep disorder 0 No           1 Probable        2 Definite 

21.  Are there any other additional problems currently 
displayed by this child?   

  Specify: _____________________ 
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Core Clinical Characteristics
(Baseline Assessment Form)

 
Clinical Evaluation (Continued) 
22.  Please indicate the primary problem/symptom/disorder currently displayed by this child.  (Select 
only one) 
 
      1 Acute stress disorder                                         

2 Post traumatic stress disorder                          
3 Traumatic/complicated grief                                                    
4 Dissociation 
5 Somatization                                
6 Generalized anxiety 
7 Separation disorder 
8 Panic disorder 
9 Phobic disorder   
10 Obsessive compulsive disorder 
11 Depression 

        12 Attachment problems 
13 Sexual behavioral problems         
14 Oppositional defiant disorder     
15 Conduct disorder     
16General behavioral problems     
17 Attention deficit hyperactivity disorder 
18 Suicidality                                     
19 Substance abuse                          
20 Sleep disorder                                             

        21 Other 
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Core Clinical Characteristics
(Follow-up Assessment Form)

Follow-up Information 
Follow-Up Assessment(s) should be completed in each of the following conditions: 
1.  Near the end of planned treatment (e.g., approaching the last session for a planned discharge, at the time of termination for  
     children who indicate they are dropping out, or at the last session before transferring to an out-of NCTSN provider) 
2.  Every three months (as long as the child remains in treatment) except if the child is enrolled in the Cross-Site Evaluation, follow up        

assessments will be conducted every 3 months for 12 months even if services/treatment ends 
3. When a child returns to treatment for a new episode of care  
    Every child must have a Follow-up Assessment completed with an “End of   Treatment status.  Some follow-up data is expected to be     

reported for all cases except those “Lost to follow-up”.    

 
1. Date of follow-up: ___ ___ ___ /___ ___ / ___ ___ ___ ___ 
                                                            Month                          Day                             Year 
 

2. Which type of follow-up is being performed? 
        1 Follow-up for ongoing treatment 
        2 End of treatment  If “End of Treatment”,  please indicate the status of the child at the completion of follow-up:                

                                                                                 1    Treatment is completed as planned.  
                                                                                 2   Case was transferred to another clinic or program.  
                                                                                 3   Child dropped out prior to end of planned treatment (for any reason) 
                                                                                 4   Case is lost, no follow-up assessments performed                             

                                                                                         98 Other, Specify: _______________________________________ 
        3  Re-opening case for new episode of care    
        4  Post treatment (Use only for children participating in the Cross-Site Evaluation) 
        98 Other, Specify: ____________________________   
   
   3.  Has any new trauma been experienced since last interview?  
     0 No   
       1 Yes  (please update the General Trauma Information form)    
       99 Unknown 
 
4. Has any previously experienced trauma been revealed since last interview?   
       0 No 
       1 Yes  (please update the General Trauma information form)    
       99 Unknown 
          
Note:  For a child identified as ‘Case is lost, no follow-up assessments performed’, questions 5 and 6 are not required. 
5. From whom are you collecting information for this form? (Check all that apply)                

 Parent        
 Other adult relative 
 Foster parent 
 Agency staff 
 Child/Adolescent/Self 

         Other, Specify:      
6. Who is currently the legal guardian for this child? (Check only one) 

1 Parent 
2 Other adult relative 
3 State 
4 Emancipated minor (self) 
98 Other, Specify:      
99 Unknown 

 
7.    Is this child currently participating in the Cross-Site Evaluation?    
        0  No    If No:  Indicate reason:  (Check only one)   1    Parent/guardian/child refuse to participate 
                                                                                              98   Other, Specify: _________________ 
       1 Yes  Which data point is being collected? (Check only one) 

                 1  3 Month                 
                 2  6  Month 
                 3  9 Month                      

                         4 12 Month                                                                            
                         98   Other, Specify: _________________ 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Follow-up Information  (Continued) 
 
8.     If Yes was selected in response to question #7 (Is this child currently participating in the Cross-Site Evaluation), were all of the standard   

assessments (CBCL, PTSD-RI &/or TSCC-A) completed within the timeframe allowed by the Cross-Site Evaluation (2 weeks/14 
        business days before or after the visit date specified for question 1 above)?  

0  No    If No:  Please provide visit date(s) the standard assessments were administered.     
Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 

                                                                                Month                          Day                             Year 

Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 
                                                                                 Month                          Day                             Year 

Date:    ___ ___ ___ /___ ___ / ___ ___ ___ ___  Assessment:  _______________ 
                                                                                Month                          Day                             Year 

          NOTE:  Provide the date an assessment was completed if it was administered over multiple dates.  
 

          1 Yes                        

                                                                         
9.   Please provide an identifier for the health care provider currently caring for this child. __________  
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Core Clinical Characteristics
(Follow-up Assessment Form)

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Brief Intervention Services Information   
 
Brief Intervention refers to the number of sessions that a child may receive. If a child is receiving 3 – 6 sessions, then  
complete the following. 
 
1.  Is this child/family receiving brief intervention services?  

0 No  
1 Yes  If Yes:  Please press the Add Entry button and complete the requested information for EACH   

                                 episode of care where the child/family receives brief intervention services.  A new entry is    
                                 required for each type of treatment and each different set of start/stop dates. 

 
 

1.  What treatment component(s) is the child/family receiving for this brief episode of care?  (Check all that apply)            
 Screening 
 Assessment 
 Case Consultation  
 Case Management  
 Child and Family Traumatic Stress Intervention (CFTSI) 
 Crisis Management  
 Referral Services     
 Psycho-education  
 Safety Planning  
 Individual Therapy 
 Family Therapy 
 Group Therapy  
 Support Group  

         Other, Specify:      
 

2.  Date this brief episode of care began:  __/__/_____ 
 

NOTE: Answer question 3 after the child/family has completed the selected treatment component(s). 
 
3. Did this child/family complete the treatment component(s) offered during this brief episode of care? 
              0  No, left  treatment before completing  If No: Date left treatment: __/__/___ 
              1  Yes, completed treatment  If Yes: Date completed treatment:   __/__/____ 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 

 
 
 
 
 
 
 

NCTSN Breakthrough Series/Learning Collaboratives  
 
Complete the following.   
 
 
1.  Is this child/family receiving a treatment from a therapist participating in a breakthrough series or learning collaborative for 
that treatment?    
 0  No   

        1 Yes  If Yes:  Please press the Add Entry button and complete the requested information for each   
                                                 treatment the child/family is receiving through a breakthrough series or learning     
                                                 collaborative.  A new entry is required for each type of treatment and each different set of start/stop dates.
 
 

 
 
1. What treatment is this child/family receiving through a therapist participating in a breakthrough series or other learning 
collaborative? (Check only one)  

1 Trauma-Focused Cognitive Behavior Therapy (TF-CBT) 
2 Life Skills/Life Stories 

              3   Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS) 
4 Trauma Adaptive Recovery Group Education and Therapy (TARGET)   
5 Trauma Systems Therapy (TST) 
6 Child Parent Psychotherapy (CPP) 
7 Cognitive-Behavioral Intervention for Trauma in Schools (CBITS) 

              98   Other,  Specify name of treatment: ____________________________  
 
2.  Date this treatment began:  __/__/_____   

 
NOTE:  Complete question 3 after the child/family has terminated this treatment. 
 
3. Did this child/family complete this treatment? 
              0  No, left this treatment before completing  If No: Date left this treatment: __/__/___ 
               1  Yes, completed treatment  If Yes: Date completed this treatment: __/__/____ 
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Core Clinical Characteristics
(Follow-up Assessment Form)

Insurance Information and Domestic Environment   
  Insurance Information 

1. Is the child currently covered by any type of public or private health insurance? 
0 No 
1 Yes  If Yes: Specify type  
99  Unknown   

 
2.   Type of public or private health insurance currently covering the child (Check all that apply)                                                               

                                                                                                    
                                                                                                  Public:               Medicare                                                                    
                                                                   Medicaid 

          Indian health service   
          Children’s health insurance program (CHIP)
          Other public, Specify:___________  

                       
 Private:  HMO 

           PPO 
          Fee-for-service 

         Other private, Specify:    
 

 3.    Is the child’s parent/guardian covered by any type of insurance? 
0 No 
1 Yes  If Yes: Specify type        
99  Unknown 

 
4.    Type of public or private health insurance currently covering the child’s parent/guardian (Check all that apply) 
  
                                                                                                          Public:  Medicare                                                                   
                                                                   Medicaid 

          Indian health service   
          Children’s health insurance program (CHIP)
          Other public, Specify:____________  

                       
 Private:  HMO 

           PPO 
          Fee-for-service 

         Other private, Specify:   
 

Domestic Environment 
 
5.  Where is the child’s current primary residence?  (Check only one) 
 

1  Independent (alone or with peers) 4 Regular foster care  7  Correctional facility 98 Other, Specify____ 
2  Home (With parent(s))         5 Treatment foster care  8 Homeless 
3 With relatives or other family             6 Residential treatment center 99 Unknown 

 
 
6.  How many months has the child been living in above setting? 
 
          _____(Enter number of months or “0” if less than one month) 
 
       OR  1 Entire life 
       OR  99 Unknown    
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Core Clinical Characteristics
(Follow-up Assessment Form)

Domestic Environment Details 

If ‘Home with parent(s) or ‘With relatives or other family’ is selected for primary residence on the 
Insurance Information and Domestic Environment form at Baseline complete the following questions. 
 
1.   What types of adults live in the home with the child? (Check all that apply) 
 

 Mother (Biological or adopted) 
 Father (Biological or adopted)      
 Parent’s partner/significant other        
 Grandparent 
 Other adult relative 
 Other adult non-relative 
 Unknown 
 Other,  Specify:          

          
2.   Total number of adults (18 years of age or older) living in child’s home:       
      OR  99 Unknown 
 
3.   Total number of children younger than 18 years of age  (including client) living in child’s home: _______  
      OR  99 Unknown 
 
4.   Please specify zip code of child’s current residence:  __  __  __  __  __  (5 digit zip code)  
      OR    99 Unknown 
 
5.   Primary language spoken at home:  (Check only one) 
 

1English                
2 Spanish         
3 French        

4 Mandarin 

5 Cantonese 

6 Navaho 

7 Japanese 

8 Korean    

9 Russian      

99 Unknown 
98 Other,  Specify:     

 
6.   What is the total income for the child’s household for the past year, before taxes and including all sources: 

$      (US$) 

OR 99 Unknown   
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Core Clinical Characteristics
(Follow-up Assessment Form)

  
Indicators of Severity of Problems        

 
All responses should be the Indicator of Severity for problems experienced within the past month.  

This section relates to the types of problems and experiences ‘child’ might have displayed.  Indicate if the child experienced these types of 
problems during the past month  (within the past 30 days). Please answer each question.                                                                                                                          

1.  Academic problems (e.g., Problems with school work or grades) 
   

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

2. Behavior problems in school or daycare (e.g., Getting into trouble, detention,  
 suspension, expulsion) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

3.  Problems with skipping school or daycare (e.g., Where he /she skipped at least 4 days 
in the past month, or skipped parts of the day on at lest half of the school days) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

4.  Behavior problems at home or community (e.g., Violent or aggressive behavior;  
breaking rules, fighting, destroying property, or other dangerous or illegal behavior) 

0 Not a problem                             99 Unknown  
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

5.  Suicidality (e.g., Thinking about killing himself/herself or attempting to do so) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

6.  Other self-injurious behaviors (e.g., Cutting him/herself, pulling out  his/her own hair) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

7.  Developmentally inappropriate sexualized behaviors (e.g., Saying or doing things  
about sex  that children his/her age do not usually know) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

8.  Alcohol use (e.g., Use of alcohol) 0 Not a problem                                99 Unknown 
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

9.  Substance use (e.g., Use of any illicit drugs, or misuse of prescription medication) 0 Not a problem                                99 Unknown 
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

10. Attachment problems (e.g., Difficulty forming and maintaining trusting relationships 
with other people) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

11. Criminal activity (e.g., Activities that have resulted in being stopped by the police or 
 arrested) 

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

12.  Running away from home (e.g., Staying away for at least one night) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

13.  Prostitution (e.g., Exchanging sex for money, drugs or other resources) 0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 

14. Child has other medical problems or disabilities (e.g., Chronic or recurrent condition 
that affects the child’s ability to function)  

0 Not a problem                             99 Unknown
1 Somewhat/sometimes a problem 
2 Very much/often a problem 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
Services Received 
FOLLOW UP INSTRUCTIONS:  Has the child received any of these services or been placed in any of the following (excluding today’s visit) 
since the last NCTSN Core Dataset collection. These may include services provided by your Center as well as services provided by any 
other clinician, setting or sector. 
1.  Inpatient psychiatric unit or a hospital for mental health problems 0  No 

1  Yes 
99 Unknown 

2.  Residential treatment center (A self-contained treatment facility where the child lives and goes to school) 0  No 
1  Yes 
99 Unknown 

3.  Detention center, training school, jail, or prison 0  No 
1  Yes 

99 Unknown 

4.  Group home (A group residence in a community setting) 0  No 
1  Yes 
99 Unknown 

5.  Treatment foster care (Placement with foster parents who receive special  training and supervision to help children 
with problems) 

0  No 
1  Yes 
99 Unknown 

6.  Probation officer or court counselor 0  No 
1  Yes 
99 Unknown 

7.  Day treatment program (A day program that includes a focus on therapy and may also provide education while the 
child is there) 

0  No 
1  Yes 
99 Unknown 

8.  Case management or care coordination (Someone who helps the child get the kinds of services he/she needs) 0  No 
1  Yes 

99 Unknown 

9.  In-home counseling (Services, therapy, or treatment provided in the child’s home) 0  No 
1  Yes 
99 Unknown 

10.  Outpatient therapy other than at this clinic (From psychologist, social worker, therapist, or other counselor) 0  No 
1  Yes 
99 Unknown 

11.  Outpatient treatment from a psychiatrist 0  No 
1  Yes 
99 Unknown 

12.  Primary care physician/pediatrician for symptoms related to trauma or emotional/behavioral 
problems (Excluding emergency room) 

0  No 
1  Yes 
99 Unknown 

13.  School counselor, school psychologist, or school social worker (For behavioral or emotional problems) 0  No 
1  Yes 
99 Unknown 

14.  Special class or special school (For all or part of the day) 0  No 
1  Yes 
99 Unknown 

15.  Child welfare or departments of social services (Include any types of contact) 0  No 
1  Yes 
99 Unknown 

16.  Foster care (Placement in kinship or non-relative foster care)       0  No 
1  Yes 
99 Unknown 

17.  Therapeutic recreation services or mentor 0  No 
1  Yes 
99 Unknown 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
Services Received (continued) 
18.  Hospital emergency room (For problems related to trauma or emotional or behavioral problems) 0  No 

1  Yes 
99 Unknown 

19.  Self-help groups (e.g., AA, NA) 0  No 
1  Yes 
99 Unknown 
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Core Clinical Characteristics
(Follow-up Assessment Form)

Treatment by NCTSN Center  
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 
 

1.   Has the child received any inpatient or residential treatment?   

0 No 
1 Yes  If Yes: Specify type (Check all that apply):     Hospital                                                         Specify number of days _____   

                                                                                              Residential treatment center                          Specify number of days _____         
                                                                                              Group home or other community- based      Specify number of days _____   
                                                                                                   treatment placement                                                  

                                                                                                       Other,  Specify____________________    Specify number of days _____   

2.  Has the child received any outpatient therapy? 

0 No 
1 Yes  If Yes: Specify type (Check all that apply):     Individual therapy for child                           Specify number of visits ____   

                                                                                              Individual therapy for parent                         Specify number of visits ____ 
                                                                                              Family or Dyadic therapy                              Specify number of visits ____ 
                                                                                              Group therapy with other youth                    Specify number of visits ____ 
                                                                                              Multi-family group therapy                           Specify number of visits ____ 
                                                                                               Other,  Specify____________________     Specify number of visits ____ 

 
3.  In what setting(s) has your agency provided services for this child and/or family?  (Check all that apply) 

 Clinic 
 Home 
 School 
 Day treatment/partial hospitalization 
 Other,  Specify________________________ 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
Treatment by NCTSN Center (continued) 
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
4.  Please indicate all general modalities of treatment provided.  (Check all that apply)  
  
        Attachment-based therapy 
        Behavioral therapy 
        Cognitive therapy 
        Cognitive behavioral therapy 
        Day treatment or partial hospitalization 
        Expressive therapies (Drawing, movement, theater)  
        Family therapy 
        Intensive in-home services  
        Narrative therapy 
        Parent training  
        Peer therapy 
        Pharmacotherapy/medication 
        Phase-oriented  trauma treatment   
        Play therapy 
        Psychoanalysis 
        Psychodynamic psychotherapy  
        School-based treatment 
        Social skills training 
        Solution-focused therapy 
        Stress management/relaxation training  
        Supportive therapy 
       ‘Wrap around’ services 
        Other, Specify___________________________ 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
Treatment by NCTSN Center (continued) 
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
5.  Please indicate the primary general modality of treatment provided.  (Check only one)   
      
       1   Attachment-based  therapy 
       2   Behavioral therapy 
       3   Cognitive therapy 
       4   Cognitive behavioral therapy 
       5   Day treatment or partial hospitalization 
       6   Expressive therapies (Drawing, movement, theater) 
       7   Family therapy 
       8   Intensive in-home services 
       9   Narrative therapy 
       10  Parent training 
       11  Peer therapy 
       12  Pharmacotherapy/medication 
       13  Phase-oriented trauma treatment 
       14  Play therapy 
       15  Psychoanalysis 
       16  Psychodynamic psychotherapy 
       17  School-based treatment 
       18  Social skills training  
       19  Solution-focused therapy 
       20  Stress management/relaxation training 
       21  Supportive therapy  
       22 ‘Wrap around’ services 
       98  Other, Specified in question 4 
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Core Clinical Characteristics
(Follow-up Assessment Form)

Treatment by NCTSN Center Continued  
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
1.  Please indicate all specific intervention protocols provided, if any. Items should ONLY be checked if treating clinician has been 

formally trained in the specific intervention protocol. (Check all that  apply) 
      
        None 
        Abuse-Focused Cognitive Behavioral Therapy for Child Physical Abuse (AF-CBT) 
        Adapted Dialectical Behavior Therapy for Special Populations (DBT-SP) 
        Attachment, Self-Regulation, and Competence (ARC):  A Comprehensive Framework for Intervention with Complexly Traumatized  

Youth 
        Child-Parent Psychotherapy (CPP) 
        Cognitive-Behavioral Intervention for Trauma in Schools (CBITS) 
        Combined Parent Child Cognitive-Behavioral Approach for Children & Families At-Risk for Child Physical Abuse 
        Combined Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and Selective Serotonin Reuptake Inhibitors (SSRI) Treatment 
        Culturally Modified Trauma-Focused Treatment (CM-TFT) 
        Eye Movement Desensitization and Reprocessing (EMDR) 
        Group Treatment for Children Affected by Domestic Violence 
        Integrative Treatment of Complex Trauma (ITCT) 
        Life Skills/Life Stories 
        Multimodality Trauma Treatment Trauma-Focused Coping  (MMTT) 
        Multisystemic Treatment (MST) 
        Parent-Child Interaction Therapy (PCIT)  
        Real Life Heroes (RLH) 
        Safety, Mentoring, Advocacy, Recovery, and Treatment (SMART)  
        Sanctuary Model 
        Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS) 
        Trauma Affect Regulation: Guidelines for Education and Therapy for Adolescents and Pre-Adolescents (TARGET-A)  
        Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 
        Trauma-Focused Cognitive Behavioral Therapy for Childhood Traumatic Grief (TG-CBT) 
        Trauma-Informed Brief Intervention Services   
        Trauma System Therapy (TST) 
        UCLA Trauma/Grief Program for Adolescents: Component Therapy for Trauma and Grief (CTTG) 
        Youth Dialectical Behavioral Therapy  
        Other, Specify:_____________________________  
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Core Clinical Characteristics
(Follow-up Assessment Form)

Treatment by NCTSN Center Continued (continued) 
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
2.  Please indicate the primary specific intervention protocol provided, if any. Items should ONLY be checked if treating clinician has 

been formally trained in the specific intervention protocol.  (Check only one). 
        
       1   None 
       2   Abuse-Focused Cognitive Behavioral Therapy for Child Physical Abuse (AF-CBT) 
       3   Adapted Dialectical Behavior Therapy for Special Populations (DBT-SP) 

   4    Attachment, Self-Regulation, and Competence (ARC):  A Comprehensive Framework for Intervention with Complexly Traumatized     
Youth 

       5    Child-Parent Psychotherapy (CPP) 
       6    Cognitive-Behavioral Intervention for Trauma in Schools (CBITS) 
       7    Combined Parent Child Cognitive-Behavioral Approach for Children & Families At-Risk for Child Physical Abuse 
       8   Combined Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) and Selective Serotonin Reuptake Inhibitors (SSRI) Treatment 
       9   Culturally Modified Trauma-Focused Treatment (CM-TFT) 
       10 Eye Movement Desensitization and Reprocessing (EMDR) 
       11 Group Treatment for Children Affected by Domestic Violence 
       12 Integrative Treatment of Complex Trauma (ITCT) 
       13 Life Skills/Life Stories 
       14 Multimodality Trauma Treatment Trauma-Focused Coping (MMTT)  
       15  Multisystemic Treatment (MST) 
       16 Parent-Child Interaction Therapy (PCIT)  
       17  Real Life Heroes (RLH) 
       18  Safety, Mentoring, Advocacy, Recovery, and Treatment (SMART)  
       19  Sanctuary Model 
       20  Structured Psychotherapy for Adolescents Responding to Chronic Stress (SPARCS) 
       21 Trauma Affect Regulation: Guidelines for Education and Therapy for Adolescents and Pre-Adolescents (TARGET-A)  
       22 Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) 
       23 Trauma-Focused Cognitive Behavioral Therapy for Childhood Traumatic Grief (TG-CBT) 
       24 Trauma-Informed Brief Intervention Services  
       25 Trauma System Therapy (TST) 
       26  UCLA Trauma/Grief Program for Adolescents: Component Therapy for Trauma and Grief (CTTG) 
       27 Youth Dialectical Behavioral Therapy  
       98 Other, Specified in question 1 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 



 
 

 
 

Form ID Number: ___ ___ ___ ___  -   ___ ___ - ___ ___ ___ ___     Child’s Initials:    ___ ___ ___   
                                                                                                                      Center ID                      Subcenter ID                 Child ID                                                                      First   Middle Last

 

NCTSN-Follow-up-CRF Version 5.0 20080206    2008 DCRI – Confidential         CRF  page 15 

  

Core Clinical Characteristics
(Follow-up Assessment Form)

Treatment by NCTSN Center Continued (continued) 
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
3.  Please indicate all other psychosocial intervention, brief treatment, crisis stabilization, educational services, auxiliary services or 

prevention modalities provided.  (Check all that apply)   
    
        Acupuncture 
        Advocacy activities  
        Assessment-Based Treatment for Traumatized Children:  Trauma Assessment Pathway (TAP) 
        Case management/case coordination  
        Child Adult Relationship Enhancement (CARE) 
        Child Development-Community Policing Program (CDCP) 
        Community Outreach Program-Esperanza (COPE) 
        Competence based auxiliary services  
        Debriefing  
        Honoring Children, Making Relatives (HC-MR) 
        Honoring Children, Mending the Circle (HC-MC) 
        Honoring Children, Respectful Ways (HC-RW) 
        International Family Adult and Child Enhancement Services (IFACES) 
        Meditation/Yoga 
        Mentoring  
        Posttraumatic Stress Management (PTSM)  
        Psycho-education  
        Psychological First Aid (PFA) 
        Safe Harbor Program  
        Self-Management/Coaching 
        Support groups 
        Streetwork Project 
        Therapeutic recreational activities including summer camp 
         Other, Specify:_________________________________ 
 
4.  Please indicate ALL the types of clinicians/providers from your agency who have worked with this child. (Check all that apply)   
       
         Psychologist (Master’s or Ph.D.) 
         School psychologist (Not recorded above) 
         Psychology trainee/intern 
         Social worker (MSW, LCSW) 
         School social worker 
         Social worker trainee/intern 
         Psychiatrist 
         Other physician not psychiatrist 
         Physician extender: (NP, PA), Advanced practice nurse (MSN, CNS) 
         Nurse (RN, LPN) 
         Therapist/counselor (Not recorded above) 
         Occupational therapist/physical therapist 
         Paraprofessional 
         Translator/interpreter 
         Other, Specify:_____________________________      
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Core Clinical Characteristics
(Follow-up Assessment Form)

Treatment by NCTSN Center Continued (continued) 
Thinking about the period since the last assessment, please complete the following about services and treatment that your agency has provided 
for this child. 

 
 
5.  Please indicate the primary lead clinician/provider from your agency who worked with this child. (Check only one)   
      
       1   Psychologist (Master’s or Ph.D.) 
       2   School psychologist (Not recorded above) 
       3   Psychology trainee/intern 
       4   Social worker (MSW, LCSW) 
       5   School social worker 
       6   Social worker trainee/intern 
       7   Psychiatrist 
       8   Other physician not psychiatrist 
       9   Physician extender: (NP, PA), Advanced practice nurse (MSN, CNS) 
       10  Nurse (RN, LPN) 
       11  Therapist/counselor (Not recorded above) 
       12   Occupational therapist/physical therapist 
       13  Paraprofessional 
       14  Translator/interpreter 
       15  Other, Specified in question 4 
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
 

Clinical Evaluation 
Based on your clinical evaluation, for questions 1-21 please check each problem/symptom/disorder currently displayed by 
the child.  For question 22 please indicate the primary problems/symptom/disorder currently displayed by the child.

Clinical Problems, Symptoms, Disorders Child has/exhibits this problem? 
(Answer all that apply) 

1.  Acute stress disorder 0 No           1 Probable        2 Definite 

2.  Post traumatic stress disorder  0 No           1 Probable        2 Definite 

3. Traumatic/complicated grief 
0 No           1 Probable        2 Definite 

4.  Dissociation 0 No           1 Probable        2 Definite 

5.  Somatization 0 No           1 Probable        2 Definite 

6.  Generalized anxiety 0 No           1 Probable        2 Definite 

7.  Separation disorder 0 No           1 Probable        2 Definite 

8.  Panic disorder 0 No           1 Probable        2 Definite 

9.  Phobic disorder 0 No           1 Probable        2 Definite 

10.  Obsessive compulsive disorder 0 No           1 Probable        2 Definite 

11.  Depression 0 No           1 Probable        2 Definite 

12.  Attachment problems 0 No           1 Probable        2 Definite 

13.  Sexual behavioral problems 0 No           1 Probable        2 Definite 

14. Oppositional defiant disorder 0 No           1 Probable        2 Definite 

15.  Conduct disorder 0 No           1 Probable        2 Definite 

16.  General behavioral problems 0 No           1 Probable        2 Definite 

17.  Attention deficit hyperactivity disorder 0 No           1 Probable        2 Definite 

18.  Suicidality 0 No           1 Probable        2 Definite 

19. Substance abuse 0 No           1 Probable        2 Definite 

20.  Sleep disorder 0 No           1 Probable        2 Definite 

21.   Are there any other additional problems 
currently displayed by this child?   

          Specify: _________                     

 

This form completed only for clients remaining in treatment.  
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Core Clinical Characteristics
(Follow-up Assessment Form)

 
 

Clinical Evaluation (Continued)       
22.  Please indicate the primary problem/symptom/disorder currently displayed by this child. 
 
       1  Acute stress disorder 
       2  Post traumatic stress disorder 
       3  Traumatic/complicated grief 
       4  Dissociation 
       5  Somatization 
       6  Generalized anxiety 
       7  Separation disorder 
       8  Panic disorder 
       9  Phobic disorder 
       10  Obsessive compulsive disorder 
       11  Depression 
       12  Attachment problems 
       13  Sexual behavior problems 
       14  Oppositional defiant disorder 
       15  Conduct disorder 
       16  General behavioral problems 
       17  Attention deficit hyperactivity disorder 
       18  Suicidiality 
       19  Substance abuse 
       20  Sleep disorder 
       21  Other  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This form completed only for clients remaining in treatment 



Form Approved 
OMB NO.       0930-0276               
Exp. Date       4/30/2009              

 
Public Burden Statement: An agency may not conduct or sponsor, and a person is not required to respond to, a collection of 
information unless it displays a currently valid OMB control number.  The OMB control number for this project is 0930-0276.  Public 
reporting burden for this collection of information is estimated to average 13 minutes per response, including the time for reviewing 
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the 
collection of information.  Send comments regarding this burden estimate or any other aspect of this collection of information, 
including suggestions for reducing this burden, to SAMHSA Reports Clearance Officer, 1 Choke Cherry Road, Room 7-1044, 
Rockville, Maryland, 20857. 
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Core Clinical Characteristics 
(General Trauma Information Form)

General Trauma Information

Please complete the following based on the clients trauma history.  This information should be maintained during treatment if trauma is experienced or new trauma is 
revealed. 

When was this type of trauma experienced? 

Age in years:  
(Check all ages that apply) 

Trauma Type Has child 
experienced this 

trauma? 
(Answer all Trauma 

Types) 
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 Unknown 

1.  Sexual maltreatment/abuse:              
(Actual or attempted sexual molestation, exploitation, 
or coercion by a caregiver) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

2.  Sexual assault/rape:                          
(Actual or attempted sexual molestation, exploitation, 
or coercion not by a caregiver and not recorded as 
sexual abuse) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

3.  Physical maltreatment/abuse:                
(Actual or attempted infliction of physical pain or 
bodily injury by a caregiver) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

4.  Physical assault:                                 
(Actual or attempted infliction of physical pain or 
bodily injury not by a caregiver and not recorded as 
physical abuse ) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

5.  Emotional abuse/Psychological 
Maltreatment:                                           
(Emotional abuse, verbal abuse, excessive demands, 
emotional neglect) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

                    

6.  Neglect:                                                    
(Physical, medical, or educational neglect) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

7. Domestic Violence:                                  
(Exposure to physical, sexual, and/or emotional abuse 
directed at adult caregiver(s) in the home) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 
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Core Clinical Characteristics 
(General Trauma Information Form)

General Trauma Information

Please complete the following based on the clients trauma history.  This information should be maintained during treatment if trauma is experienced or new trauma is 
revealed. 

When was this type of trauma experienced? 

Age in years:  

(Check all ages that apply) 

Trauma Type Has child 
experienced this 

trauma? 
(Check all that apply) 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 Unknown 

8.  War/Terrorism/Political violence 
inside the U.S.:                             
(Exposure to any of these events inside the 
U.S.) 

   0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

 

9.  War/Terrorism/Political violence 
outside the U.S.:                       
(Exposure to any of these events outside of the 
U.S.)  

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

 

10.  Illness/Medical Trauma: 

(Life threatening or extremely painful illness or 
medical procedure) 

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

 

11. Serious injury/Accident:    
(Unintentional accident or injury) 

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

 

12.  Natural disaster:                    
(Major accident or disaster that is the result of a 
natural event)  

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

                    

13. Kidnapping:                        
(Unlawful seizure or detention against the 
child’s will) 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 

 

14.  Traumatic loss or bereavement: 
(Death or separation of  a primary caregiver or 
sibling; the unexpected, or premature death of a 
close relative or close friend): 

 0 No 
 1 Yes 
 2 Suspected 
 99 Unknown 
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Core Clinical Characteristics 
(General Trauma Information Form)

 

General Trauma Information

Please complete the following based on the clients trauma history.  This information should be maintained during treatment if trauma is experienced or new trauma is revealed.

When was this type of trauma experienced? 

Age in years:  

(Check all ages that apply) 

 Has child 
experienced this 

trauma? 
(Check all that apply) 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 Unknown 

15.  Forced displacement: 

(Forced relocation due to political reasons) 

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

  

16. Impaired Caregiver: 

(History of exposure to caretaker depression, 
other medical illness, or alcohol/drug abuse) 

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

  

17. Extreme interpersonal violence 
(not reported elsewhere): 

(e.g., Homicide/suicide) 

  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

  

18.  Community violence (not 
reported elsewhere): 

 (e.g., Gang-related violence, neighborhood 
violence) 

 
  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

  

19.  School violence (not reported 
elsewhere): 

(e.g., School shooting, bullying, classmate 
suicide) 

  
  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 

                    

20.  Other Trauma (not reported 
elsewhere)? 
 Please Specify: 
__________________________________ 
 

 
  0 No 
  1 Yes 
  2 Suspected 
  99 Unknown 
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Core Clinical Characteristics 
(General Trauma Information Form)

General Trauma Information 
21.  Primary focus of current treatment? (Select only one) 

1     Sexual maltreatment/abuse 
2   Sexual assault/ rape 
3   Physical maltreatment/abuse 
4   Physical assault 
5   Emotional abuse/Psychological Maltreatment 
6   Neglect 
7   Domestic Violence 
8   War/Terrorism/Political violence inside the U.S. 
9   War/Terrorism /Political violence outside the U.S 
10  Illness/Medical Trauma 
11  Serious injury/Accident 
12  Natural Disaster 
13  Kidnapping 
14  Traumatic loss or bereavement 
15  Forced Displacement  
16  Impaired Caregiver 
17  Extreme interpersonal violence (not reported elsewhere) 
18  Community Violence (not reported elsewhere) 
19  School Violence (not reported elsewhere) 
20  Other Trauma (not reported elsewhere) 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Sexual Maltreatment/Abuse 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form.  
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline  
                                                                                                                                                                                  Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                                   
                                                                                                      
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                               

4.    Please indicate the setting(s) of the experience. (Check all that apply)      Home 
                                                                                                                                 School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________  
                                                                                                                                 Unknown 
                   
       5.  Please identify the perpetrator(s).  (Check all that apply)                              Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling 
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 

6.   Was serious injury inflicted?                                     0  No  
                                                                                                                                                                                   1  Yes  If YES, to whom:  Child                                                 
                                                                                                                                                   (Check all that apply)   Parent 
                                                                                                                               99 Unknown                             Other adult relative 
                                                                                                                                                                                     Unrelated (but identifiable) adult 
                                                                                                                                                                                     Sibling 
                                                                                                                                                                                     Other youth 
                                                                                                                                                                                     Other, Specify:_________    
       7.  Was a report filed ? (e.g. Police, Child Protective Services)                        0  No 

                                                                                                                                                                               1  Yes 
                                                                                                                     99 Unknown 
 
8. Did this maltreatment/abuse ever involve oral, vaginal, or anal penetration? 
                                                                                                                        0  No 
                                                                                                                       1  Yes  
                                                                                                                       99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Sexual Assault/Rape 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/ known (to the clinician)?              Baseline 
                                                                                                                                                                                  Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                                 
                                                                                                                       
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

  4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                  School 
                                                                                                                                  Community 
                                                                                                                                  Other, Specify: ____________________________   
                                                                                                                                  Unknown  
                   
        5.   Please identify the perpetrator(s).  (Check all that apply)                             Parent 
                                                                                                                                  Other adult relative 
                                                                                                                                  Unrelated (but identifiable) adult 
                                                                                                                                  Sibling 
                                                                                                                                  Other youth 
                                                                                                                                  Stranger 
                                                                                                                                  Unknown 
         

6.   Was serious injury inflicted?                                                                  0  No  
                                                                                                                                                                                      1  Yes  If YES, to whom:  Child                                               
                                                                                                                                                   (Check all that apply)     Parent 
                                                                                                                                  99 Unknown                            Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 
                                                                                                                                                                                      Other, Specify:_________    

 7.   Was a weapon used?                                                                                 0  No  
                                                                                                                                            1  Yes 
                                                                                                                      99 Unknown  
 

          8.  Was a report filed? (e.g. Police, Child Protective Services)                       0   No 
                                                                                                                                                                                             1   Yes 
                                                                                                                              99 Unknown 
 

          9.   Did this assault/rape ever involve oral, vaginal, or anal penetration?  0   No 
                                                                                                                              1  Yes  
                                                                                                                              99 Unknown 
 

 
 
 
 
 
 
 
 



 
 

 
 

Form ID Number: ___ ___ ___ ___  -   ___ ___ - ___ ___ ___ ___     Child’s Initials:    ___ ___ ___   
                                                                                           Center ID                      Subcenter ID                 Child ID                                                                      First   Middle Last

 

NCTSN-Trauma Details-CRF Version 5.0 20080206                 2008 DCRI – Confidential                                                              CRF page 3 

Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Physical Maltreatment/Abuse 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               

       2.    Please describe the frequency of the experience. (Check only one)       1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                 School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________  
                                                                                                                                 Unknown   
                   
        5.  Please identify the perpetrator(s).  (Check all that apply)                             Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling 
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 

6.   Was serious injury inflicted?                                                                0  No  
                                                                                                                                                                                   1  Yes  If YES, to whom:   Child                                                
                                                                                                                                                   (Check all that apply)    Parent 
                                                                                                                               99 Unknown                              Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 
                                                                                                                                                                                      Other, Specify:_________    

7.     Was a weapon used?                                                                                                                  0  No  
                                                                                                                                       1  Yes 
                                                                                                                        99 Unknown  
 

        8.  Was a report filed? (e.g. Police, Child Protective Services)                   0  No 
                                                                                                                                                                                    1  Yes 
                                                                                                                        99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 
 

Trauma Detail, Physical Assault 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure 
                                                                                                                       99 Unknown  
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                 School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________    
                                                                                                                                 Unknown 
                   
        5.  Please identify the perpetrator(s).  (Check all that apply)                             Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling 
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 
        6.   Was serious injury inflicted?                                                                0  No  
                                                                                                                                                                                               1  Yes  If YES, to whom:   Child                                                
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                                99 Unknown                             Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 
                                                                                                                                                                                      Other, Specify:_________    

 7.    Was a weapon used?                                                                                       0  No  
                                                                                                                                        1  Yes  
                                                                                                                         99 Unknown 
 

         8.  Was a report filed? (e.g. Police, Child Protective Services)                    0  No 
                                                                                                                                                                                       1  Yes 
                                                                                                                          99 Unknown 
 
 

 
 
 
 
 
 
 
 
 
 
 



 
 

 
 

Form ID Number: ___ ___ ___ ___  -   ___ ___ - ___ ___ ___ ___     Child’s Initials:    ___ ___ ___   
                                                                                           Center ID                      Subcenter ID                 Child ID                                                                      First   Middle Last

 

NCTSN-Trauma Details-CRF Version 5.0 20080206                 2008 DCRI – Confidential                                                              CRF page 5 

Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Emotional Abuse/Psychological Maltreatment 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?                Baseline 
                                                                                                                                                                                    Other, please provide date:  _ _/_ _ _/_ _ _ _                                      

 
                                                                                                                         
2.    Please describe the frequency of the experience. (Check only one)         1  One-time event 
                                                                                                                           2  Repeated exposure  
                                                                                                                           99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)              Experienced 
                                                                                                                                   Witnessed 
                                                                                                                                   Vicarious 
                                                                                                                                   Unknown 
                                                                                                                                 

4.    Please indicate the setting(s) of the experience. (Check all that apply)        Home 
                                                                                                                                   School 
                                                                                                                                   Community 
                                                                                                                                   Other, Specify: ____________________________    
                                                                                                                                   Unknown 
                   
       5.  Please identify the perpetrator(s).  (Check all that apply)                                Parent 
                                                                                                                                   Other adult relative 
                                                                                                                                   Unrelated (but identifiable) adult 
                                                                                                                                   Sibling 
                                                                                                                                   Other youth 
                                                                                                                                   Stranger 
                                                                                                                                   Unknown 
 
       6.  Please identify the type of maltreatment involved.  (Check all that apply)       Emotional abuse 
                                                                                                                                        Emotional neglect 
                                                                                                                                        Verbal abuse 
                                                                                                                                        Excessive demands 
                                                                                                                                        Other, Specify_____________________________ 
                                                                                                                                        Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Neglect 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 

 
 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 

                                                                                                                                 School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________  
                                                                                                                                 Unknown 
                                                                                                                                                   
        5.  Please identify the perpetrator(s).  (Check all that apply)                             Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling 
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 
       6 .  Please identify the type of neglect involved.  (Check all that apply)           Physical 
                                                                                                                                 Medical 
                                                                                                                                 Educational 
                                                                                                                                 Other, Specify_____________________________ 
                                                                                                                                 Unknown 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 

Form ID Number: ___ ___ ___ ___  -   ___ ___ - ___ ___ ___ ___     Child’s Initials:    ___ ___ ___   
                                                                                           Center ID                      Subcenter ID                 Child ID                                                                      First   Middle Last

 

NCTSN-Trauma Details-CRF Version 5.0 20080206                 2008 DCRI – Confidential                                                              CRF page 7 

Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Domestic Violence 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

 1. When was this trauma revealed/known (to the clinician)?                 Baseline 
                                                                                                                                                                                    Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               
                                                                                          

         2.  Please describe the frequency of the experience. (Check only one)       1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3. Please describe the type(s) of experience. (Check all that apply)               Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                 Other, Specify: ____________________________  
                                                                                                                                 Unknown   
                   
       5.    Please identify the perpetrator(s).  (Check all that apply)                            Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling 
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 

6.    Was a weapon used?                                                                             0  No  
                                                                                                                                      1  Yes 
                                                                                                                 99 Unknown 
 

        7.    Was serious injury inflicted?                                                         0  No  
                                                                                                                                                                                                1  Yes  If YES, to whom:   Child                                              
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                                99 Unknown                             Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 

                                                                                                                                                                              Other, Specify:_________ 
8.  Was a report filed ? (e.g. Police, Child Protective Services)                       0  No  
                                                                                                                                       1  Yes 
                                                                                                                        99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, War/Terrorism/Political Violence inside U.S. 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               

         2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
           

  4.    Please indicate the type of weapons used.  (Check all that apply)           Conventional (e.g. shootings, bombings, 9/11, Oklahoma   
                                                                                                                                  City) 

                                                                                                                                  Chemical 
                                                                                                                                  Radiological 
                                                                                                                                  Biological 
                                                                                                                                  Unknown 
     
        5.  Was anyone that the child knew seriously injured or killed?              0  No  
                                                                                                                                                                                                 1  Yes  If YES, to whom:   Child                                                  
                                                                                                                                                                     (Check all that apply)      Parent 
                                                                                                                                 99 Unknown                              Other adult relative 
                                                                                                                                                                                       Unrelated (but identifiable) adult 
                                                                                                                                                                                       Sibling 
                                                                                                                                                                                       Other youth 
                                                                                                                                                                                       Other, Specify:_________ 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, War/Terrorism/Political Violence outside U.S. 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                            
 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
 
       4.  Was anyone that the child knew seriously injured or killed?              0  No  
                                                                                                                                                                                                1  Yes  If YES, to whom:    Child                                                  
                                                                                                                                                                     (Check all that apply)      Parent 
                                                                                                                                 99 Unknown                              Other adult relative 
                                                                                                                                                                                       Unrelated (but identifiable) adult 
                                                                                                                                                                                       Sibling 
                                                                                                                                                                                       Other youth 
                                                                                                                                                                                       Other, Specify:_________  
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Illness/Medical 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                               

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                 Hospital 
                                                                                                                                 Extended care facility 
                                                                                                                                 Other, Specify: ____________________________    
                                                                                                                                 Unknown 
 
       5.  Was the child’s condition life-threatening?                                           0  No  

                                                                                                                                                                                    1  Yes 
                                                                                                                                99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 

Trauma Detail, Serious injury/accident 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       
                                                                                                            
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event  
                                                                                                                       2  Repeated exposure 
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)      Home 
                                                                                                                                  School 
                                                                                                                                  Community 
                                                                                                                                  Other, Specify: ____________________________    
                                                                                                                                 Unknown 
                   
        5.  Please specify type of accident/injury(s).:  (Check all that apply)               Motor vehicle 
                                                                                                                                 Dog bite  
                                                                                                                                 Near drowning 
                                                                                                                                 Accidental shooting                                                                             
                                                                                                                                 Other, Specify: ____________________________    
                                                                                                                                 Unknown 
 
       6.   Was permanent disability/death inflicted?                                    0  No  
                                                                                                                                                                                               1  Yes  If YES, to whom:   Child                                                
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                                99 Unknown                             Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 
                                                                                                                                                                                      Other, Specify:_________ 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 

Trauma Detail, Natural Disasters 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                      
 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure 
                                                                                                                       99 Unknown  
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 
        4.   Please specify type of disaster(s) involved.  (Check all that apply)             Earthquake 
                                                                                                                                  Hurricane  
                                                                                                                                  Flood 
                                                                                                                                 Tornado                                                                                              

                                                                                                                          Fire 
                                                                                                                                  Industrial 

                                                                                                                          Other, Specify: ____________________________ 
                                                                                                                         Unknown 
    

       5.   Was serious injury inflicted?                                                          0  No  
                                                                                                                                                                                               1  Yes  If YES, to whom:   Child                                                
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                               99 Unknown                              Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 
                                                                                                                                                                                      Other, Specify:_________  

6.  Did the child/family evacuate their home?                                     0  No  
                                                                                                                                                                                    1  Yes 
                                                                                                                        99 Unknown 
 
7.  Was the child’s home severely damaged or destroyed?               0  No  
                                                                                                                                                                                  1  Yes 

                                                                                                                               99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 
 

Trauma Detail, Kidnapping/Abduction 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
        2.    Please describe the frequency of the experience. (Check only one)      1  One-time event 

                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.   Please describe the type(s) of experience. (Check all that apply)             Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                             
        4.  Please identify the perpetrator(s).  (Check all that apply)                             Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling                                                                                      
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown 
 

5.   Was a weapon used?                                                                              0  No  
                                                                                                                                      1  Yes 

                                                                                                                               99 Unknown         
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Core Clinical Characteristics
       (Trauma Detail Form) 

 

Trauma Detail, Traumatic Loss or Bereavement 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 
        4.  Please identify the people lost.  (Check all that apply)                                    Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling                                                                                      
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown    
 

5.  Was the loss/bereavement due to death?                                                                             0  No  
                                                                                                                                                                                                                                 1  Yes 
                                                                                                                                                      99 Unknown 
 
6.  If loss was due to death, please specify cause(s) of death.  (Check all that apply)                    Natural causes/illness  

                                                                                                                                                               Violence 
                                                                                                                                                               Accident 
                                                                                                                                                              Disaster                                                                  
                                                                                                                                                               Terrorism, War, Political violence  
                                                                                                                                                               Other, Specify_____ 

 
7.  If loss is not due to death, was caregiver removed from home?                                       0  No  
                                                                                                                                                                 1  Yes 
                                                                                                                                                      99 Unknown 
 

        8.  If caregiver(s) was removed from home, please specify reason(s). (Check all that apply)     Divorce 
                                                                                                                                                                Incarceration 
                                                                                                                                                                Hospitalization (medical or psychiatric) 
                                                                                                                                                                Other, Specify_________ 

 
9.  Was child removed from the home? (e.g., Foster care, other out-of home)                               0  No  
                                                                                                                                                                         1  Yes 
                                                                                                                                                       99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 

Trauma Detail, Forced Displacement 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/ known (to the clinician)?              Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               
 
 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

 
 

Trauma Detail, Impaired Caregiver 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure 
                                                                                                                       99 Unknown  
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 
       4.  Please identify the impaired caregiver(s).  (Check all that apply)               Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling                                                                                      
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Other, Specify: ____________________________    
                                                                                                                                 Unknown 
 
        5.  The impairment was due to? 
              (Check all that apply)                                                                                   Drug use/abuse/addiction 

                                                                                                                                                                                         Caregiver mental health impairment/disorder 
                                                                                                                      Caregiver medical illness 
                                                                                                                      Other   
                                                                                                                     Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Extreme Interpersonal Violence (Not reported elsewhere) 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
                                                                                                                         
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     Home 
                                                                                                                                 School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________   
                                                                                                                                 Unknown  
                   
        5.  Please identify the perpetrator(s).  (Check all that apply)                            Parent 
                                                                                                                                 Other adult relative 
                                                                                                                                 Unrelated (but identifiable) adult 
                                                                                                                                 Sibling                                                                                      
                                                                                                                                 Other youth 
                                                                                                                                 Stranger 
                                                                                                                                 Unknown    
 
 
        6.   Please indicate the type(s) of violence.  (Check all that apply)                    Robbery 
                                                                                                                                 Assault 
                                                                                                                                 Homicide 

                                                                                                                         Suicide   
                                                                                                                         Other, Specify: _________________       
                                                                                                                         Unknown                                                                              
 

 
7.   Was a weapon used?                                                                              0  No  
                                                                                                                                       1  Yes 
                                                                                                                        99 Unknown 
 

        8.   Was serious injury inflicted?                                                         0  No  
                                                                                                                                                                                               1  Yes  If YES, to whom:   Child                                               
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                                99 Unknown                             Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 

                                                                                                                                                                              Other, Specify:_________ 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, Community Violence (Not reported elsewhere) 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 

 
1.    When was this trauma revealed/known (to the clinician)?               Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _                                       

 
                                                                                                                         
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     School 
                                                                                                                                 Community 
                                                                                                                                 Other, Specify: ____________________________    
                                                                                                                                 Unknown 
                   
        5.   Was anyone seriously injured or killed?                                       0  No  
                                                                                                                                                                                               1  Yes  If YES, to whom:   Child                                               
                                                                                                                                                                     (Check all that apply)    Parent 
                                                                                                                                99 Unknown                             Other adult relative 
                                                                                                                                                                                      Unrelated (but identifiable) adult 
                                                                                                                                                                                      Sibling 
                                                                                                                                                                                      Other youth 

                                                                                                                                                                              Other, Specify:_________ 
        6.  Was the violence gang-related?                                                               0  No  

                                                                                                                                                                                      1  Yes 
                                                                                                                                  99 Unknown 
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Core Clinical Characteristics
       (Trauma Detail Form) 

Trauma Detail, School Violence (Not reported elsewhere) 
 
Complete the following if experience of this trauma type is indicated on the General Trauma Information Form. 
 

1.  When was this trauma revealed/known (to the clinician)?                 Baseline 
                                                                                                                                                                                   Other, please provide date:  _ _/_ _ _/_ _ _ _ 
                                                                                                                                                                               
 
2.    Please describe the frequency of the experience. (Check only one)     1  One-time event 
                                                                                                                       2  Repeated exposure  
                                                                                                                       99 Unknown 
 

  3.    Please describe the type(s) of experience. (Check all that apply)            Experienced 
                                                                                                                                 Witnessed 
                                                                                                                                 Vicarious 
                                                                                                                                 Unknown 
                                                                                                                                 
        4.  Please identify the type(s) of violence.  (Check all that apply)                     School shooting 
                                                                                                                                 Bullying 
                                                                                                                                 Classmate suicide 
                                                                                                                                 Other, Specify_____________________________ 
                                                                                                                                 Unknown   
           
        5.  Was serious injury inflicted?                                                            0  No  
                                                                                                                                                                                                1  Yes  If YES, to whom:     Child                                             
                                                                                                                                                                     (Check all that apply)       Teacher/staff 
                                                                                                                                99 Unknown                                Sibling 
                                                                                                                                                                                        Other youth 
                                                                                                                                                                                        Other, Specify:_________  
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Name _________________________________; Center Number ; Subject I.D. Number ; Age ;  
Sex: Male Female; Today’s Date (write month, day and year) / / ; Week of Treatment:  
 
Here is a list of problems people sometimes have after very bad things happen.  Please THINK about the bad thing that happened to 
you.  Then, READ each problem on the list carefully.  CIRCLE ONE of the numbers (0, 1, 2, 3 or 4) that tells how often the 
problem has happened to you in the past month.  Use the Rating Sheet on Page 3 to help you decide how often the problem has 
happened in the past month. 

PLEASE BE SURE TO ANSWER ALL QUESTIONS 
 

 
 HOW MUCH OF THE TIME DURING  
 THE PAST MONTH 

 
 None 

 
 Little 

 
Some 

 
Much 

 
 Most 

1D4  I watch out for danger or things that I am afraid of.  0  1  2  3  4 
2B4   When something reminds me of what happened, I get very upset, afraid 
       or sad.   0  1  2  3  4 

3B1   I have upsetting thoughts, pictures, or sounds of what happened come   
        into my mind when I do not want them to.   0  1  2  3    4 

4D2   I feel grouchy, angry or mad.  0  1  2  3  4 
5B2   I have dreams about what happened or other bad dreams.   0  1  2  3  4 
6B3   I feel like I am back at the time when the bad thing happened, living     
         through it again.    0  1  2  3  4 

7C4   I feel like staying by myself and not being with my friends.  0  1  2  3  4 
8C5      I feel alone inside and not close to other people.   0     1  2  3  4 
9C1      I try not to talk about, think about, or have feelings about what            
           happened.  0  1  2  3  4 

10C6   I have trouble feeling happiness or love.  0  1  2  3  4 
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 HOW MUCH OF THE TIME DURING  
 THE PAST MONTH 

 
 None 

 
 Little 

 
Some 

 
Much 

 
 Most 

11C6   I have trouble feeling sadness or anger.  
 
 0 

 
 1 

 
 2  3  4 

12D5   I feel jumpy or startle easily, like when I hear a loud noise or when 
         something surprises me.  0  1  2  3  4 

13D1   I have trouble going to sleep or I wake up often during the night.  0  1  2  3  4 
14AF   I think that some part of what happened is my fault.  0    1  2  3  4 
15C3   I have trouble remembering important parts of what happened.  0  1  2  3  4 
16D3   I have trouble concentrating or paying attention.   0  1  2  3  4 
17C2   I try to stay away from people, places, or things that make me 

remember what happened.  0  1  2  3  4 

18B5 When something reminds me of what happened, I have strong feelings 
         in my body, like my heart beats fast, my head aches, or my stomach   
           aches. 

 0  1  2  3  4 

19C7   I think that I will not live a long life.   0  1  2  3  4 
20D2   I have arguments or physical fights.  0  1  2  3  4 
21C7   I feel pessimistic or negative about my future.  0  1  2  3  4 
22AF  I am afraid that the bad thing will happen again.  0  1  2  3  4 
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WARLI001
This form is used with permission of copyright owner for use with the NCTSN Core Data Set web data system.

WARLI001
Copyrighted Materials



UCLA PTSD INDEX FOR DSM IV ©   Page 3 of 3 
 
 
 
 
 
 
 

FREQUENCY RATING SHEET 
 
 

HOW OFTEN OR HOW MUCH OF THE TIME  
DURING THE PAST MONTH, THAT IS SINCE ____________________, 

DOES THE PROBLEM HAPPEN? 
 

 

 

0 
 

NONE 
  

1 
 

LITTLE 
 

2 
 

SOME 
 

3 
 

MUCH 
 

4 
 

MOST 
 

S M T W H F S  S M T W H F S S M T W H F S S M T W H F S S M T W H F S
         X X X  X  X X X X X X X X X
         X X   X X X X X
         X X  X  X X X X X X
         X X X  X X X X X X X X

 
       NEVER       TWO TIMES  1-2 TIMES     2-3 TIMES    ALMOST 

            A MONTH      A WEEK       EACH WEEK    EVERY DAY   
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