Sally Kate Winters’ Families Services
P. O. Box 1233

317 North Division Street

West Point, MS  39773

(662) 494-0120 Fax (662) 494-0870


Preschool Day Treatment Referral for Services
Date: __________ Child’s Name: 

                                                


   Age: ___________
Parent/Guardian: 
       



  Parent/Guardian Phone: __________________________

Parent/Guardian Address: _________________________________________________


     
  


      _________________________________________________            
Indicate your degree of concern about observed behaviors by using the following numerical scale:

____  loses temper

____  argues with adults
____  actively defies or refuses adults requests/rules
____  deliberately does things that annoy other people
____  blames others for own mistakes
____  sensitive  or easily annoyed by others
____  angry and resentful
____  lacks respect for authority   
____  persistent or unrealistic worry that he/she may harm 
others
____  appears tense or unable to relax
____  frequently absent
____  unrealistic fear about the future
____  frequent physical complaints
____  appears sad often  
____  excessive crying/whining

____  spiteful and vindictive
____

____  swears or uses obscene language
____  fails to complete tasks
____  fidgets, difficulty remaining seated
____  easily distracted






____  difficulty waiting turns
____  tendency to blurt out 
____  difficulty playing quietly
____  difficulty following simple directions
____  difficulty sustaining attention age appropriately
____  tendency to shift activities quickly and often
____  talks excessively
____  interrupts or intrudes on others
____  does not listen when spoken to
____  loses things often
____  engages in physically dangerous activities
____  destroys other’s property
____  stolen from others
____  lies often  
____  cruel to animals
____  excessively curious about opposite sex
____  used weapons when angry
____  initiates physical fights
____  physically cruel to others  
____  very shy
____  excessive fear, nervousness
____  over-obedient
____  frequently seeks reassurance
____  clinging behavior
____  irritable most of the day
____  does not seem to enjoy fun time activities
____  noticeable change in appetite  
____  marked change in psychomotor behavior
____  voices feelings of worthlessness or excessive guilt
____  noticeable change in ability to concentrate
____  repeated inappropriate touching of peers
____  repeated inappropriate touching of self
____  wets or soils clothes
____  socially withdrawn or excessive daydreaming
____  loss of confidence or developmental regression
____  odd mannerisms
____  excessive reaction to noises OR fails to react to   
loud noises
____  overreacts to being touched
____  rambling speech or excessive mumbling
____  vocal or motor tics
____  explosive behavior with little provocation
____  marked or sudden mood swings
____  shows little or no interest in peers
____  excessive reaction to change in classroom routine
____  purposefully injures self
____  disregard for others personal space
____  lacks remorse
____  shows little emotion
____  runs from adults when being disciplined  
____  disregard for others feelings
____  bites/spits/pinches others
____  inability to express emotions appropriately
TO BE COMPLETED BY THE INDIVIDUAL MAKING THE REFERRAL
Briefly describe how the behaviors marked on this referral have affected the child’s ability to function properly and learn in structured environments.

__________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

When and under what circumstances (if any) did these behaviors begin?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the child currently hold any mental health diagnosis that you are aware of?________________________

Is the child currently on any medications?________________________________________________________

Have you, the referring individual, discussed this referral for services with the parent/guardian listed above? __________________________________________________________________________________________

Name and relationship of individual making referral: _______________________________________________

Contact information of referring individual: ______________________________________________________

Additional comments/suggestions ______________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
1-Not at all


2-A little


3-A fair amount


4-Very much


5-Extreme
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