Exhibit 500.14-A


CHILD AND ADOLESCENT NEEDS AND STRENGTHS

For children and youth with community justice involvement (CANS-CJ)

Date/s of Assessment: _____________            Assessor _________________________

Name: ____________________ Gender:  M   F   Age: ______  Birth date:__________

Mother _______________________   Address: ________________________________

Father _________________________Address:________________________________

School: _______________________________
School District: ____________

Pediatrician/Physician: _______________________ Phone: ___________________

Medicaid:
Enrolled, number: ______________
   Eligible
Not Eligible

Qualified Health Plan: _____________________________ Phone: _______________

Private Insurance (See Code): ______________________________________________

Any public assistance to family?   Yes
No
If yes, specify _________________

COMMUNITY JUSTICE MODULE

Specify charges:  _______________________________________________

Status of charges: _______________________________________________

Adjudicated Delinquent:  YES
NO    If yes, date: ___________

Prior charges/dispositions: ________________________________________

______________________________________________________________

Criminal and Delinquent Behavior Ratings
0
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2
3
U


Seriousness 




(
(
(
(
(

History





(
(
(
(
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Violence




(
(
(
(
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Sexually Abusive Behavior


(
(
(
(
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Peer Involvement



(
(
(
(
(

Parental Involvement



(
(
(
(
(
Probation Officer: ___________________________   Phone:  _________________

FUNCTIONAL STATUS MODULE

Functioning Ratings
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Intellectual/Developmental


(
(
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(
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IQ ______


Physical/Medical



(
(
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(
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Specify ________________________________________________


Family
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Sexual Development



(
(
(
(
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School Functioning
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School problems:




___ Truancy




___ Behavior




___ Underachievement



Academic:

Functioning within 1 year

Of  Grade level


Yes

No

Has been retained

Yes

No


What grade level?       _______________



In Special Education?   
Yes

No

Disability Area_______________________________________

SUBSTANCE USE MODULE

Substance Abuse Complications
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Severity of Abuse
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Duration of Use
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Stage of Recovery
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Peer Involvement


(
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Parental Involvement

(
(
(
(
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Previous Substance-related diagnoses: _________________________________







   _________________________________________

Substance Use History

DRUGS of CHOICE
ROUTE
Age at 1st Use
Regular Use?
Past 48 hours?
Monthly Cost




  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N





  Y         N
  Y         N


Substance Abuse Treatment History

Provider Name
Type of Facility
Location
Telephone
Length of Stay
Reason for Leaving





























Drug Screen Results: _____________________________________________________

MENTAL HEALTH MODULE
Mental Health Complications
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Serious Mental Illness


(
(
(
(
(




(
hallucinations

(
delusions


(
bizarre behavior
(
unusual speech

Attention Deficit/Impulse Control

(
(
(
(
(


(
attention

(
hyperactivity


(
impulsive


Depression/Anxiety



(
(
(
(
(


(
difficulty sleeping
(
irritability


(
obsessive

(
fearful




(
withrawal

(
difficulty with appetite


(
sadness

(
PTSD



Anger Control 



(
(
(
(
(


(
Explosive



(
Manipulative

Oppositional Behavior


(
(
(
(
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Antisocial Behavior



(
(
(
(
(




(
Torturing animals
(
Cruelty to others



(
Criminal behavior
(
Fire  setting

Specify Previous DSM-IV diagnoses: ____________________________________





____________________________________





____________________________________

Contextual Consistency
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Temporal Consistency
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Abuse History
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Physical

(
Sexual

(
Neglect

Family History of Mental Illness

(
(
(
(
(
(
Schizophrenia

(
Depression

(
Biploar

(
Substance-related disorders



(
Other, specify ______________

Risk Behaviors
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Danger to Self



(
(
(
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(
Suicide Attempt
(
Self-injurious behavior



(
Suicide ideation
(
Preoccupation with death


Runaway




(
(
(
(
(


(
Curfew violations



(
Overnights


Social Behavior



(
(
(
(
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(
Cursing

(
Inappropriate behavior

(
Other, specify _____________________________________

Mental Health Treatment History:

Provider Name
Type of Facility
Location
Telephone
Length of Stay
Reason for Leaving





























Child Safety
Risks
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Abuse
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Neglect
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Dependency
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Exploitation
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FAMILY/CAREGIVER MODULE
List family members and relationship to youth:

Name
Primary Caregiver?
Relationship
Address
Phone


Y         N





Y         N





Y         N





Y         N





Y         N





Y         N




Caregiver Capacity
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Physical 
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Supervision
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Involvement with Care
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Knowledge
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Organization
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Resources
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Residential Stability
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Safety





(
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History of child welfare involvement with parent(s):

YES

NO


History of child welfare involvement with youth:


YES

NO

If “YES” to either, what were the circumstances:

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Child Welfare Caseworker: _________________________ Phone: ________________

STRENGTHS MODULE

Strengths
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Family





(
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Interpersonal 
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Relationship Permanence


(
(
(
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Education




(
(
(
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Vocational




(
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Well-being




(
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Spiritual/Religious



(
(
(
(
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Talents/Interests



(
(
(
(
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Inclusion




(
(
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Existing Strengths to Build On:


Specific Strengths To Develop:

________________________


___________________________

________________________


___________________________

________________________


___________________________

SERVICE INTENSITY MODULE

Care Intensity & Organization
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Urgency
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Monitoring Needs
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Treatment Intensity
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Transportation




(
(
(
(
(

Service Permanence
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Placement Permanence


(
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________________________________

Date: _________________

Signature

________________________________

Phone: ________________

Printed Name
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