
[image: image1.jpg]


[image: image2.jpg]Youth Justice Board
Bwrdd Cyfiawnder leuenctid





Physical and mental health screening tools
Section 1: Physical health and development
The YJB have consulted with Public Health England and the Offender Health Research Network (authors of the Comprehensive Health Assessment Tool (CHAT)) in order to provide this screening tool for the AssetPlus framework.

The screening tool below should be self explanatory but you will need to familiarise yourself with the supporting guidance in order to better understand what is being asked.
Young person’s name:

Date of birth:

Date of completion:

Please indicate whether the following apply to the young person:
	
	Yes
	No
	Yet to clarify

	Has a diagnosed physical health condition?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Experiencing current physical health symptoms? e.g. breathing problems, chest pains, seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Currently taking prescribed medication for a physical illness?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has any current contact with GP or hospitals in relation to a major physical illness?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is pregnant or could be pregnant?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Is their speech difficult to understand?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Further exploration:

Where ‘yes’ has been selected for any answer above, please provide as much detail as possible here:
	rtrrr

     


Note any positives, and/or any other concerns that require further investigation, referral or action.
	rtrrr

     


Section 2: Emotional development and mental health

The YJB have consulted with Public Health England and the Offender Health Research Network (authors of the Comprehensive Health Assessment Tool (CHAT)) in order to provide this screening tool for the AssetPlus framework.

The screening tool below should be self explanatory but you will need to familiarise yourself with the supporting guidance in order to better understand what is being asked.
Young person’s name:

Date of birth:

Date of completion:

Please indicate whether the following apply to the young person:
	
	Yes
	No
	Yet to clarify

	Any formal diagnosed mental health condition? (current/previous)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any contact with mental health services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Any prescribed medication for mental health problems? (current/previous)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has current feelings of sadness, anxiety/stress or irritability?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Feels constantly in low mood?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Feels hopeless about the future?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has flashbacks of past traumatic events?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sees or hears things that other people cannot?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has longstanding symptoms of overactivity, inattention and impulsivity in multiple settings? (e.g. home, school etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has history of deliberate self-harm?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has previously attempted suicide?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Has current thoughts to self-harm or wish to commit suicide?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Looks depressed or is behaving unusually?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Risks/ concerns from others (family/professionals) about young person's mental health?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Further exploration on next page
Further exploration:

Where ‘yes’ has been selected for any answer above, please provide as much detail as possible here including: the events/circumstances; nature of emotions arising (anger, grief, fear etc); impact on young person’s life etc.
	rtrrr

     


