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Madison Student Support Center 

Comprehensive Assessment


Name:       

Date of Birth:       




School:       

Date of Assessment:      
Caregiver:       

Legal Guardian:       


Grade:       

Credits (if applicable):      


Address:       
Home Phone:       
Emergency Contact:
     

Alternative Phone:       
	Presenting problem for referral for therapeutic services:


(Briefly describe student’s current educational, attendance, and behavioral issues at school.  Use student’s words if available.)


	     


	Student’s history of school attendance:

(List student’s number of days in attendance out of past 180 days enrolled, on-time arrival percentage, and number of days suspended/expelled.)


	In the past 180 days:

# of days enrolled:      
# of days in attendance:       
% on-time arrival :       
# of days suspended:      
# of days expelled:      

	Student’s history of academic performance:


(List any standardized test scores including dates of testing, GPA over past 180 days including letter grades and percentages for all subject areas.)


	Test Scores:       
Letter Grade
Percentage:

Math                                               
     
English                                            
     
Social Studies                                 
     
P.E.                                                  
     
History                                            
     
Elective                                            
     
Other:     
     
     

	Student’s history of behavioral issues at school:


(List or attach copy of discipline report, patterns of behavior such as fighting/substance use/disrespectfulness, etc.)


	     

	Student’s behaviors at home:


(List positive and negative behaviors such as cooperative with parental expectations, specific chores, current level of restriction i.e. curfew, relationship with siblings, parental involvement in educational activities, etc.)


	     

	Substance Abuse (Current/History):


(List student report of substance use including substance, date first used, frequency of use, last date of use, history of treatment, etc.)


	     


	Legal History:

(List history of legal involvement including arrests, reasons for and date of arrest, current/past probationary status, and current probation officer (if any).)


	     


	Current Therapeutic Interventions:


(List current mental health services and service providers, date services began, frequency of services, types of services, any current medication including dosages and prescribing physician, etc.)


	     


	Past Therapeutic Interventions:


(List past mental health services and service providers, date services began/ended, frequency of services, types of services, any past medication including dosages and prescribing physician, etc.)


	     


	Family History of Mental Illness:

(List history of family mental illness including name of individual and relationship to student, type of mental illness, treatment obtained by family member if any, family substance abuse issues, etc.)


	     

	Current Family Structure:


(List family members currently living in household including name, age, and relationship to student; list siblings including current living location, age, and school enrolled (if any); list any immediate relatives identified as stakeholders in student’s education (i.e. grandparents, aunts, etc.) and location of residence (i.e. Madison, Venice, E. St. Louis, etc.)


	     

	Family History:


(List history/current significant family events such as death of sibling/parent/relative, relocation, divorce, etc.)


	     

	Abuse History:


(List any physical/sexual/neglect abuse where student was victim or perpetrator.  State nature of abuse, whether or not it was reported, if reported – who was the abuse reported to, was a DCFS report made, date of abuse, perpetrator, etc.  

If abuse is current, you must complete a Suspected Child Abuse Report and consult supervisor prior to reporting abuse to DCFS).  If a report is filed, provide copy to MSSC.
	     


	Medical History:

(List any current/history of medical conditions including but not limited to: asthma, seizures, diabetes, etc.  Include any current/history of medical treatment including type of treatment, medications (Including name of medication, date of first dose, prescribing physician, etc.).  List medication allergies.

If the student has a medical ID bracelet or specific instructions for medical care, please identify instructions.  Make sure there is a release on file from parent approving of dispensing medication at school.


	     

	Sleep Patterns and Diet:

(List student’s current number of hours of sleep per day and typical dietary regiment.  

Example:  Student sleeps 6 hours per night, is restless, nightmares, wakes early, etc.  Student eats 2 meals per day, snacks regularly on chips and soda, etc.


	     

	Previously Non-Identified Information:

(In this section, list any other necessary information that may be applicable to understanding the student’s current condition.  

Example:  Student does not associate with same age peer group.  Student typically associates with peers that are 2-3 years older than he/she.


	     


Date Assessment Completed:       
Student Signature:  ___________________________________________________

Date:       
Parent Signature: _____________________________________________________

Date:      
Staff Signature:  ____________________________________________________


Date:
     
Supervisor’s Signature:  _______________________________________________

Date:       
