
Parent Completed Screening Tool                Short Form 
 
1) Do you need assistance with or information about any of the following areas?  
 

• Keeping yourself healthy:  Yes      No
 

• Understanding your child's health condition or treatment plan 
 

 Yes      No

• Managing special health problems such as: Feeding  , 
nutrition , constipation , bowel continence , bladder 
continence , skin breakdown , pain  or others __________ 
______________________________________________________ 

 Yes      No
 

• Improving your child's function or self-care skills 
 

 Yes      No

• Getting equipment & supplies needed by your child 
 

 Yes      No

• Finding resources or services needed by your child 
 

 Yes      No

• Paying for your child's health care & related needs 
 

 Yes      No

• Managing your child's behavior or meeting your child's 
emotional needs 
 

 Yes      No

• Working with your child's school  Yes      No
 

• Planning for your child's future 
 

 Yes      No

2) Do you need to see your Care Coordinator today? 
 

 Yes      No

3) Your questions/concerns today: 
__________________________________________________________________________
 
__________________________________________________________________________
 
__________________________________________________________________________
 
__________________________________________________________________________
 
Staff Comments Only: _______________________________________________________ 
 
__________________________________________________________________________ 
 
 
 
 
 
          Shriners Hospitals                          ______ ____ __________ 
                               for Children        

 
                                                           
 
 
 
 
2/3/04 
 

                                          Addressograph 



Youth Completed Screening Tool                              Short Form 
 
1) Do you need assistance with or information about any of the following areas?  
 

• Keeping yourself healthy:  Yes      No 
 

• Understanding your health condition or treatment plan  Yes      No 
 

• Managing special health problems such as: Feeding  , 
nutrition , constipation , bowel continence , bladder 
continence , skin breakdown , pain  or others __________ 
______________________________________________________ 

 Yes      No 
 
 
 

• Improving your function or self-care skills 
 

 Yes      No 

• Getting needed equipment & supplies 
 

 Yes      No 

• Finding needed resources or services 
 

 Yes      No 

• Paying for your health care & related needs 
 

 Yes      No 

• Getting your emotional needs met 
 

 Yes      No 

• Finding recreational or fun things to do 
 

 Yes      No 

• Understanding your legal rights  Yes      No 
 

• Working with your school  
 

 Yes      No 

• Planning for your future 
 

 Yes      No 

2) Do you need to see your Care Coordinator today?  Yes      No 
 
3) Your questions/concerns today: 

 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Staff Comments Only:  ___________________________________________________________ 
 
______________________________________________________________________________ 
 
 
 
 
 
          Shriners Hospitals                          ______ ____ __________ 
                               for Children        
                                                              
 
 
 
2/3/04 
 

                                          Addressograph 



 


