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Form ID Number: ___ ___ ___ ___  -   ___ ___ - ___ ___ ___ ___     Child’s Initials:    ___ ___ ___ 

                                                                                           Center ID                      Subcenter ID                 Child ID                                                                      First   Middle Last

	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)?              FORMCHECKBOX 
  Baseline 

                                                                                                                                                                                  FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 School

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________ 

                                                                                                                                 FORMCHECKBOX 
 Unknown

       5.  Please identify the perpetrator(s).  (Check all that apply)                              FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown

6.   Was serious injury inflicted?                                      FORMCHECKBOX 
0  No 

                                                                                                                                                                                    FORMCHECKBOX 
1  Yes( If YES, to whom:  FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                   (Check all that apply)   FORMCHECKBOX 
 Parent

                                                                                                                                FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                     FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                     FORMCHECKBOX 
 Sibling

                                                                                                                                                                                     FORMCHECKBOX 
 Other youth

                                                                                                                                                                                     FORMCHECKBOX 
 Other, Specify:_________   

       7.  Was a report filed ? (e.g. Police, Child Protective Services)                         FORMCHECKBOX 
0  No

                                                                                                                                                                                FORMCHECKBOX 
1  Yes

                                                                                                                      FORMCHECKBOX 
99 Unknown

8. Did this maltreatment/abuse ever involve oral, vaginal, or anal penetration?
                                                                                                                         FORMCHECKBOX 
0  No

                                                                                                                        FORMCHECKBOX 
1  Yes 

                                                                                                                        FORMCHECKBOX 
99 Unknown



	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)?             FORMCHECKBOX 
  Baseline
                                                                                                                                                                                  FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                  FORMCHECKBOX 
 School

                                                                                                                                  FORMCHECKBOX 
 Community

                                                                                                                                  FORMCHECKBOX 
 Other, Specify: ____________________________  
                                                                                                                                  FORMCHECKBOX 
 Unknown 

        5.   Please identify the perpetrator(s).  (Check all that apply)                             FORMCHECKBOX 
 Parent

                                                                                                                                  FORMCHECKBOX 
 Other adult relative

                                                                                                                                  FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                  FORMCHECKBOX 
 Sibling

                                                                                                                                  FORMCHECKBOX 
 Other youth

                                                                                                                                  FORMCHECKBOX 
 Stranger

                                                                                                                                  FORMCHECKBOX 
 Unknown
6.   Was serious injury inflicted?                                                                   FORMCHECKBOX 
0  No 

                                                                                                                                                                                       FORMCHECKBOX 
1  Yes( If YES, to whom:  FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                   (Check all that apply)     FORMCHECKBOX 
 Parent

                                                                                                                                   FORMCHECKBOX 
99 Unknown                            FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                                      FORMCHECKBOX 
 Other, Specify:_________   

 7.   Was a weapon used?                                                                                  FORMCHECKBOX 
0  No 

                                                                                                                                             FORMCHECKBOX 
1  Yes
                                                                                                                       FORMCHECKBOX 
99 Unknown 

          8.  Was a report filed? (e.g. Police, Child Protective Services)                        FORMCHECKBOX 
0   No

                                                                                                                                                                                              FORMCHECKBOX 
1   Yes

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

                                                                                                                               FORMCHECKBOX 
1  Yes 

                                                                                                                               FORMCHECKBOX 
99 Unknown




	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
       2.    Please describe the frequency of the experience. (Check only one)        FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 School

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________ 
                                                                                                                                 FORMCHECKBOX 
 Unknown  

        5.  Please identify the perpetrator(s).  (Check all that apply)                             FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown
6.   Was serious injury inflicted?                                                                 FORMCHECKBOX 
0  No 

                                                                                                                                                                                    FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                   (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                FORMCHECKBOX 
99 Unknown                              FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                                      FORMCHECKBOX 
 Other, Specify:_________   

7.     Was a weapon used?                                                                                                                   FORMCHECKBOX 
0  No 

                                                                                                                                        FORMCHECKBOX 
1  Yes
                                                                                                                         FORMCHECKBOX 
99 Unknown 

        8.  Was a report filed? (e.g. Police, Child Protective Services)                    FORMCHECKBOX 
0  No

                                                                                                                                                                                     FORMCHECKBOX 
1  Yes

                                                                                                                         FORMCHECKBOX 
99 Unknown
                                                                                                                   


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure
                                                                                                                        FORMCHECKBOX 
99 Unknown 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 School

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

        5.  Please identify the perpetrator(s).  (Check all that apply)                             FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown

        6.   Was serious injury inflicted?                                                                 FORMCHECKBOX 
0  No 

                                                                                                                                                                                                FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                                      FORMCHECKBOX 
 Other, Specify:_________   

 7.    Was a weapon used?                                                                                        FORMCHECKBOX 
0  No 

                                                                                                                                         FORMCHECKBOX 
1  Yes 

                                                                                                                          FORMCHECKBOX 
99 Unknown

         8.  Was a report filed? (e.g. Police, Child Protective Services)                     FORMCHECKBOX 
0  No

                                                                                                                                                                                        FORMCHECKBOX 
1  Yes

                                                                                                                           FORMCHECKBOX 
99 Unknown



	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)?               FORMCHECKBOX 
  Baseline
                                                                                                                                                                                    FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                            
2.    Please describe the frequency of the experience. (Check only one)          FORMCHECKBOX 
1  One-time event
                                                                                                                            FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                            FORMCHECKBOX 
99 Unknown

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

                                                                                                                                   FORMCHECKBOX 
 Witnessed

                                                                                                                                   FORMCHECKBOX 
 Vicarious

                                                                                                                                   FORMCHECKBOX 
 Unknown

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

                                                                                                                                   FORMCHECKBOX 
 School

                                                                                                                                   FORMCHECKBOX 
 Community

                                                                                                                                   FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                   FORMCHECKBOX 
 Unknown

       5.  Please identify the perpetrator(s).  (Check all that apply)                                FORMCHECKBOX 
 Parent

                                                                                                                                   FORMCHECKBOX 
 Other adult relative

                                                                                                                                   FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                   FORMCHECKBOX 
 Sibling

                                                                                                                                   FORMCHECKBOX 
 Other youth

                                                                                                                                   FORMCHECKBOX 
 Stranger

                                                                                                                                   FORMCHECKBOX 
 Unknown

       6.  Please identify the type of maltreatment involved.  (Check all that apply)       FORMCHECKBOX 
 Emotional abuse

                                                                                                                                        FORMCHECKBOX 
 Emotional neglect

                                                                                                                                        FORMCHECKBOX 
 Verbal abuse

                                                                                                                                        FORMCHECKBOX 
 Excessive demands

                                                                                                                                        FORMCHECKBOX 
 Other, Specify_____________________________

                                                                                                                                        FORMCHECKBOX 
 Unknown




	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 School

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________ 
                                                                                                                                 FORMCHECKBOX 
 Unknown

        5.  Please identify the perpetrator(s).  (Check all that apply)                             FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown

       6 .  Please identify the type of neglect involved.  (Check all that apply)           FORMCHECKBOX 
 Physical

                                                                                                                                 FORMCHECKBOX 
 Medical

                                                                                                                                 FORMCHECKBOX 
 Educational

                                                                                                                                 FORMCHECKBOX 
 Other, Specify_____________________________

                                                                                                                                 FORMCHECKBOX 
 Unknown




	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)?                FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
  Other, please provide date:  _ _/_ _ _/_ _ _ _
         2.  Please describe the frequency of the experience. (Check only one)        FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________ 
                                                                                                                                 FORMCHECKBOX 
 Unknown  

       5.    Please identify the perpetrator(s).  (Check all that apply)                            FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown

6.    Was a weapon used?                                                                              FORMCHECKBOX 
0  No 

                                                                                                                                       FORMCHECKBOX 
1  Yes

                                                                                                                  FORMCHECKBOX 
99 Unknown
        7.    Was serious injury inflicted?                                                          FORMCHECKBOX 
0  No 

                                                                                                                                                                                                 FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                              FORMCHECKBOX 
 Other, Specify:_________
8.  Was a report filed ? (e.g. Police, Child Protective Services)                        FORMCHECKBOX 
0  No 

                                                                                                                                        FORMCHECKBOX 
1  Yes
                                                                                                                         FORMCHECKBOX 
99 Unknown



	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
         2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious
                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                  FORMCHECKBOX 
 Chemical
                                                                                                                                  FORMCHECKBOX 
 Radiological

                                                                                                                                  FORMCHECKBOX 
 Biological
                                                                                                                                  FORMCHECKBOX 
 Unknown

        5.  Was anyone that the child knew seriously injured or killed?               FORMCHECKBOX 
0  No 

                                                                                                                                                                                                  FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)      FORMCHECKBOX 
 Parent

                                                                                                                                  FORMCHECKBOX 
99 Unknown                              FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                       FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                       FORMCHECKBOX 
 Sibling

                                                                                                                                                                                       FORMCHECKBOX 
 Other youth

                                                                                                                                                                                       FORMCHECKBOX 
 Other, Specify:_________
 


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

       4.  Was anyone that the child knew seriously injured or killed?               FORMCHECKBOX 
0  No 

                                                                                                                                                                                                 FORMCHECKBOX 
1  Yes( If YES, to whom:    FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)      FORMCHECKBOX 
 Parent

                                                                                                                                  FORMCHECKBOX 
99 Unknown                              FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                       FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                       FORMCHECKBOX 
 Sibling

                                                                                                                                                                                       FORMCHECKBOX 
 Other youth

                                                                                                                                                                                       FORMCHECKBOX 
 Other, Specify:_________ 




	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Hospital

                                                                                                                                 FORMCHECKBOX 
 Extended care facility

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

       5.  Was the child’s condition life-threatening?                                            FORMCHECKBOX 
0  No 

                                                                                                                                                                                     FORMCHECKBOX 
1  Yes

                                                                                                                                 FORMCHECKBOX 
99 Unknown


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event 
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure
                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

 4.    Please indicate the setting(s) of the experience. (Check all that apply)     FORMCHECKBOX 
  Home
                                                                                                                                 FORMCHECKBOX 
  School
                                                                                                                                 FORMCHECKBOX 
  Community
                                                                                                                                 FORMCHECKBOX 
  Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

        5.  Please specify type of accident/injury(s).:  (Check all that apply)               FORMCHECKBOX 
 Motor vehicle
                                                                                                                                 FORMCHECKBOX 
 Dog bite 

                                                                                                                                 FORMCHECKBOX 
 Near drowning
                                                                                                                                 FORMCHECKBOX 
 Accidental shooting                                                                                                                                       

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

       6.   Was permanent disability/death inflicted?                                     FORMCHECKBOX 
0  No 

                                                                                                                                                                                                FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                                      FORMCHECKBOX 
 Other, Specify:_________


	 


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure
                                                                                                                        FORMCHECKBOX 
99 Unknown 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

        4.   Please specify type of disaster(s) involved.  (Check all that apply)            FORMCHECKBOX 
  Earthquake

                                                                                                                                 FORMCHECKBOX 
  Hurricane 

                                                                                                                                 FORMCHECKBOX 
  Flood

                                                                                                                                 FORMCHECKBOX 
  Tornado                                                                                                                                       

                                                                                                                         FORMCHECKBOX 
  Fire

                                                                                                                                 FORMCHECKBOX 
  Industrial

                                                                                                                         FORMCHECKBOX 
  Other, Specify: ____________________________

                                                                                                                         FORMCHECKBOX 
 Unknown

       5.   Was serious injury inflicted?                                                           FORMCHECKBOX 
0  No 

                                                                                                                                                                                                FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                FORMCHECKBOX 
99 Unknown                              FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                                      FORMCHECKBOX 
 Other, Specify:_________ 

6.  Did the child/family evacuate their home?                                      FORMCHECKBOX 
0  No 

                                                                                                                                                                                     FORMCHECKBOX 
1  Yes
                                                                                                                         FORMCHECKBOX 
99 Unknown
7.  Was the child’s home severely damaged or destroyed?                FORMCHECKBOX 
0  No 

                                                                                                                                                                                   FORMCHECKBOX 
1  Yes

                                                                                                                                FORMCHECKBOX 
99 Unknown


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
        2.    Please describe the frequency of the experience. (Check only one)       FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

        4.  Please identify the perpetrator(s).  (Check all that apply)                             FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling                                                                                     

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown
5.   Was a weapon used?                                                                               FORMCHECKBOX 
0  No 

                                                                                                                                       FORMCHECKBOX 
1  Yes

                                                                                                                                FORMCHECKBOX 
99 Unknown        


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

        4.  Please identify the people lost.  (Check all that apply)                                    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling                                                                                     

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown   

5.  Was the loss/bereavement due to death?                                                                              FORMCHECKBOX 
0  No 

                                                                                                                                                                                                                                  FORMCHECKBOX 
1  Yes

                                                                                                                                                       FORMCHECKBOX 
99 Unknown

6.  If loss was due to death, please specify cause(s) of death.  (Check all that apply)                    FORMCHECKBOX 
 Natural causes/illness 
                                                                                                                                                               FORMCHECKBOX 
 Violence

                                                                                                                                                               FORMCHECKBOX 
 Accident

                                                                                                                                                               FORMCHECKBOX 
 Disaster                                                                                     

                                                                                                                                                               FORMCHECKBOX 
 Terrorism, War, Political violence 

                                                                                                                                                               FORMCHECKBOX 
 Other, Specify_____

7.  If loss is not due to death, was caregiver removed from home?                                        FORMCHECKBOX 
0  No 

                                                                                                                                                                  FORMCHECKBOX 
1  Yes

                                                                                                                                                       FORMCHECKBOX 
99 Unknown

        8.  If caregiver(s) was removed from home, please specify reason(s). (Check all that apply)     FORMCHECKBOX 
 Divorce
                                                                                                                                                                FORMCHECKBOX 
 Incarceration

                                                                                                                                                                FORMCHECKBOX 
 Hospitalization (medical or psychiatric)

                                                                                                                                                                FORMCHECKBOX 
 Other, Specify_________

9.  Was child removed from the home? (e.g., Foster care, other out-of home)                                FORMCHECKBOX 
0  No 

                                                                                                                                                                          FORMCHECKBOX 
1  Yes

                                                                                                                                                        FORMCHECKBOX 
99 Unknown




	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)?             FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown
 


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                              
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure
                                                                                                                        FORMCHECKBOX 
99 Unknown 

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

       4.  Please identify the impaired caregiver(s).  (Check all that apply)               FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling                                                                                     

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

        5.  The impairment was due to?
              (Check all that apply)                                                                                  FORMCHECKBOX 
  Drug use/abuse/addiction
                                                                                                                                                                                       FORMCHECKBOX 
   Caregiver mental health impairment/disorder
                                                                                                                    FORMCHECKBOX 
   Caregiver medical illness

                                                                                                                    FORMCHECKBOX 
   Other  
                                                                                                                    FORMCHECKBOX 
  Unknown




	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                            
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 School

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________  
                                                                                                                                 FORMCHECKBOX 
 Unknown 

        5.  Please identify the perpetrator(s).  (Check all that apply)                            FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
 Other adult relative

                                                                                                                                 FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                 FORMCHECKBOX 
 Sibling                                                                                     

                                                                                                                                 FORMCHECKBOX 
 Other youth

                                                                                                                                 FORMCHECKBOX 
 Stranger

                                                                                                                                 FORMCHECKBOX 
 Unknown   

        6.   Please indicate the type(s) of violence.  (Check all that apply)                    FORMCHECKBOX 
 Robbery

                                                                                                                                 FORMCHECKBOX 
 Assault

                                                                                                                                 FORMCHECKBOX 
 Homicide

                                                                                                                         FORMCHECKBOX 
 Suicide  

                                                                                                                         FORMCHECKBOX 
 Other, Specify: _________________      

                                                                                                                         FORMCHECKBOX 
 Unknown                                                                             
7.   Was a weapon used?                                                                               FORMCHECKBOX 
0  No 

                                                                                                                                        FORMCHECKBOX 
1  Yes

                                                                                                                         FORMCHECKBOX 
99 Unknown
        8.   Was serious injury inflicted?                                                          FORMCHECKBOX 
0  No 

                                                                                                                                                                                                FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

                                                                                                                                                                              FORMCHECKBOX 
 Other, Specify:_________
        


	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)?              FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _                                                                                                                                                                             
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Community

                                                                                                                                 FORMCHECKBOX 
 Other, Specify: ____________________________   

                                                                                                                                 FORMCHECKBOX 
 Unknown

        5.   Was anyone seriously injured or killed?                                        FORMCHECKBOX 
0  No 

                                                                                                                                                                                                FORMCHECKBOX 
1  Yes( If YES, to whom:   FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)    FORMCHECKBOX 
 Parent

                                                                                                                                 FORMCHECKBOX 
99 Unknown                             FORMCHECKBOX 
 Other adult relative

                                                                                                                                                                                      FORMCHECKBOX 
 Unrelated (but identifiable) adult

                                                                                                                                                                                      FORMCHECKBOX 
 Sibling

                                                                                                                                                                                      FORMCHECKBOX 
 Other youth

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

                                                                                                                                                                                       FORMCHECKBOX 
1  Yes
                                                                                                                                   FORMCHECKBOX 
99 Unknown



	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)?                FORMCHECKBOX 
  Baseline
                                                                                                                                                                                   FORMCHECKBOX 
 Other, please provide date:  _ _/_ _ _/_ _ _ _
2.    Please describe the frequency of the experience. (Check only one)      FORMCHECKBOX 
1  One-time event
                                                                                                                        FORMCHECKBOX 
2  Repeated exposure 

                                                                                                                        FORMCHECKBOX 
99 Unknown

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

                                                                                                                                 FORMCHECKBOX 
 Witnessed

                                                                                                                                 FORMCHECKBOX 
 Vicarious

                                                                                                                                 FORMCHECKBOX 
 Unknown

        4.  Please identify the type(s) of violence.  (Check all that apply)                     FORMCHECKBOX 
 School shooting

                                                                                                                                 FORMCHECKBOX 
 Bullying
                                                                                                                                 FORMCHECKBOX 
 Classmate suicide

                                                                                                                                 FORMCHECKBOX 
 Other, Specify_____________________________

                                                                                                                                 FORMCHECKBOX 
 Unknown  
        5.  Was serious injury inflicted?                                                             FORMCHECKBOX 
0  No 

                                                                                                                                                                                                 FORMCHECKBOX 
1  Yes( If YES, to whom:     FORMCHECKBOX 
 Child                                                                                     

                                                                                                                                                                     (Check all that apply)       FORMCHECKBOX 
 Teacher/staff
                                                                                                                                 FORMCHECKBOX 
99 Unknown                                FORMCHECKBOX 
 Sibling

                                                                                                                                                                                        FORMCHECKBOX 
 Other youth

                                                                                                                                                                                        FORMCHECKBOX 
 Other, Specify:_________ 
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