
Age 11–17    

Youth Questionnaire

NOTE:  THIS FORM IS OPTIONAL! Any information you give me would help me to know 

more about you (rather than just what your parents say about you).  If you would rather not, 

please feel free to answer only part or none of the questions. 

Name 

How do you feel about being here? 

( ) It’s fine with me 

( ) I don’t care either way 

( ) I’m against it 

Have you ever seen a counselor before? ( ) Yes (  ) No 

Age 

What event(s) or problems have caused you to come for counseling? 

Health 

Check all that apply to you: 

( ) I have difficulty falling asleep. 

( ) I wake up frequently during the night. 

( ) I wake up very early and can’t get back to sleep. 

( ) I feel tired much of the time. 

( ) I have gained or lost 10 lbs. or more within the past 2 months. 

( ) I sometimes eat way too much or feel my eating is out of control. 

( ) I sometimes vomit after eating too much to get rid of the food. 

( ) I have a hard time concentrating. 

( ) My memory is not as good as it used to be. 

( ) I have stomach aches or headaches a lot. 

( ) I have thoughts that trouble me sometimes. 

( ) I worry a lot. 

( ) Sometimes I wish I didn’t have to go on living. 

Check below the three (3) feelings you most often have: 

( ) happy ( ) sad ( ) angry 

( ) irritable/“touchy” ( ) anxious/nervous ( ) bored 

( ) confused ( ) confident ( ) shy 

( ) “hyped up”/energetic ( ) guilty ( ) depressed 

( ) worried ( ) lonely ( ) worthless 

List any medications you are currently taking:  



Instructions: The questions below ask about things that might have bothered you. For each question, circle the number that best 
describes how much (or how often) you have been bothered by each problem during the past TWO (2) WEEKS. 

During the past TWO (2) WEEKS, how much (or how often) have you… 

None 
Not at all 

Slight 
Rare, less 
than a day 

or two 

Mild 
Several 

days 

Moderate 
More than 

half the 
days 

Severe 
Nearly 
every 
day 

Highest 
Domain 

Score 
(clinician) 

I. 1. Been bothered by stomachaches, headaches, or other aches and pains? 0 1 2 3 4 
2. Worried about your health or about getting sick? 0 1 2 3 4 

II. 3. Been bothered by not being able to fall asleep or stay asleep, or by waking 
up too early? 0 1 2 3 4 

III. 4. Been bothered by not being able to pay attention when you were in class or 
doing homework or reading a book or playing a game? 0 1 2 3 4 

IV. 5. Had less fun doing things than you used to? 0 1 2 3 4 
6. Felt sad or depressed for several hours? 0 1 2 3 4 

V. &
VI.

7. Felt more irritated or easily annoyed than usual? 0 1 2 3 4 
8. Felt angry or lost your temper? 0 1 2 3 4 

VII. 9. Started lots more projects than usual or done more risky things than usual? 0 1 2 3 4 
10. Slept less than usual but still had a lot of energy? 0 1 2 3 4 

VIII. 11. Felt nervous, anxious, or scared? 0 1 2 3 4 
12. Not been able to stop worrying? 0 1 2 3 4 

13. Not been able to do things you wanted to or should have done, because 
they made you feel nervous? 0 1 2 3 4 

IX. 14. Heard voices—when there was no one there—speaking about you or telling 
you what to do or saying bad things to you? 0 1 2 3 4 

15. Had visions when you were completely awake—that is, seen something or 
someone that no one else could see? 0 1 2 3 4 

X. 
16. 

Had thoughts that kept coming into your mind that you would do 
something bad or that something bad would happen to you or to someone 
else? 

0 1 2 3 4 

17. Felt the need to check on certain things over and over again, like whether a 
door was locked or whether the stove was turned off? 0 1 2 3 4 

18. Worried a lot about things you touched being dirty or having germs or being 
poisoned? 0 1 2 3 4 

19. Felt you had to do things in a certain way, like counting or saying special 
things, to keep something bad from happening? 0 1 2 3 4 

In the past TWO (2) WEEKS, have you… 

XI. 20. Had an alcoholic beverage (beer, wine, liquor, etc.)?  Yes  No 

21. Smoked a cigarette, a cigar, or pipe, or used snuff or chewing tobacco?  Yes  No 

22. 
Used drugs like marijuana, cocaine or crack, club drugs (like Ecstasy), 
hallucinogens (like LSD), heroin, inhalants or solvents (like glue), or 
methamphetamine (like speed)? 

 Yes  No 

23. 

Used any medicine without a doctor’s prescription to get high or change 
the way you feel (e.g., painkillers [like Vicodin], stimulants [like Ritalin or 
Adderall], sedatives or tranquilizers [like sleeping pills or Valium], or 
steroids)? 

 Yes  No 

XII. 24. In the last 2 weeks, have you thought about killing yourself or committing 
suicide? 

 Yes  No 

25. Have you EVER tried to kill yourself?  Yes  No 
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Screen for Child Anxiety Related Disorders 
(SCARED) 

Child Version—Part One (To be filled out by the CHILD) 

Name: 

Date: 

Directions: 
Below is a list of sentences that describe how people feel. Read each phrase and decide if it is “Not True or Hardly 
Ever True” or “Somewhat True or Sometimes True” or “Very True or Often True” for you. Then for each sentence, 
fill in one circle that corresponds to the response that seems to describe you for the last 3 months.  

0 
Not True or 

Hardly 
Ever True 

1 
Somewhat 

True or 
Sometimes 

True 

2 
Very True 
or Often 

True 

1. When I feel frightened, it is hard to breathe.

2. I get headaches when I am at school.

3. I don’t like to be with people I don’t know well.

4. I get scared if I sleep away from home.

5. I worry about other people liking me.

6. When I get frightened, I feel like passing out.

7. I am nervous.

8. I follow my mother or father wherever they go.

9. People tell me that I look nervous.

10. I feel nervous with people I don’t know well.

11. I get stomachaches at school.

12. When I get frightened, I feel like I am going crazy.

13. I worry about sleeping alone.

14. I worry about being as good as other kids.

15. When I get frightened, I feel like things are not real.

16. I have nightmares about something bad happening to my
parents.

17. I worry about going to school.

18. When I get frightened, my heart beats fast.

19. I get shaky.

20. I have nightmares about something bad happening to me.
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Screen for Child Anxiety Related Disorders (SCARED) 
Child Version—Part 2 (To be filled out by the CHILD) 

0 
Not True or 

Hardly 
Ever True 

1 
Somewhat 

True or 
Sometimes 

True 

2 
Very True 
or Often 

True 

21. I worry about things working out for me.

22. When I get frightened, I sweat a lot.

23. I am a worrier.

24. I get really frightened for no reason at all.

25. I am afraid to be alone in the house.

26. It is hard for me to talk with people I don’t know well.

27. When I get frightened, I feel like I am choking.

28. People tell me that I worry too much.

29. I don’t like to be away from my family.

30. I am afraid of having anxiety (or panic) attacks.

31. I worry that something bad might happen to my parents.

32. I feel shy with people I don’t know well.

33. I worry about what is going to happen in the future.

34. When I get frightened, I feel like throwing up.

35. I worry about how well I do things.

36. I am scared to go to school.

37. I worry about things that have already happened.

38. When I get frightened, I feel dizzy.

39. I feel nervous when I am with other children or adults and I
have to do something while they watch me (for example: read
aloud, speak, play a game, play a sport.)

40. I feel nervous when I am going to parties, dances, or any place
where there will be people that I don’t know well.

41. I am shy.

SCORING: 
A total score of ≥ 25 may indicate the presence of an Anxiety Disorder. Scores higher that 30 are more specific. 
A score of 7 for items 1, 6, 9, 12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant 
Somatic Symptoms. 
A score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generalized Anxiety Disorder. 
A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety Disorder. 
A score of 8 for items 3, 10, 26, 32, 39, 40, 41 may indicate Social Anxiety Disorder. 
A score of 3 for items 2, 11, 17, 36 may indicate Significant School Avoidance. 
*For children ages 8 to 11, it is recommended that the clinician explain all questions, or have the child answer the
questionnaire sitting with an adult in case they have any questions.

Developed by Boris Birmaher, M.D., Suneeta Khetarpal, M.D., Marlane Cully, M.Ed., David Brent M.D., and Sandra McKenzie, Ph.D., Western 
Psychiatric Institute and Clinic, University of Pgh. (10/95). E-mail: birmaherb@msx.upmc.edu 
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( ) helpful ( ) out of touch with you 

( ) friendly ( ) caring 

( ) overly strict ( ) jerks 

( ) smart or wise most of the time ( ) stupid or dumb most of the time 

( ) can be trusted and counted on ( ) can’t be trusted or counted on 

( ) usually mean 

School 5

What school do you go to? 

What grade are you in?    

What activities (if any) are you in at school (such as sports, music etc.)? 

What do you like the most about school? 

What do you like the least about school?  

Activities and Interests 

What do you do for fun?   

What activity would you like to do that you haven’t done yet in your life? 

Friendships & Relationships 

How much time do you spend with others your age? ( )a lot of time ( )some time ( )not much 

time 

Do you have a “best” friend?  ( ) Yes ( ) No 

If so, how long have you known him/her?   

Do you have a boyfriend/girlfriend?   ( ) Yes ( ) No 

If so, how long have you been dating?   

Do people at school tend to label your group of friends (e.g. skaters, metalheads, preps, etc.)? 

( ) Yes ( ) No 

If so, what label would you usually be given? 

Do you have someone you can talk to about personal issues in you life?  ( ) Yes ( ) No 

If so, who?   

How do you generally think of adults?  (Please check all that apply) 



Drug and Alcohol Use 6
never tried rarely monthly weekly daily 

How often do you drink?     ( )     ( )  ( )    ( ) ( )    ( ) 

Smoke cigarettes?         ( )   ( ) ( )    ( )  ( )     ( ) 

Smoke marijuana?        ( )  ( )   ( )    ( )  ( )     ( ) 

Use cocaine/crack?       ( )  ( )   ( )    ( )  ( )     ( ) 

Use acid/LSD?  ( )        ( )       ( )        ( )       ( )        ( ) 

Tried other drugs?  (Please list)  

Family 

Describe your family in a few words:  

Who do you get along with the best in your family? 

What would you change about your family if you were given the power to do so? 

Faith 

Do you currently attend church, synagogue, or mosque? ( )  Yes ( )  No 

Are you involved in a religious youth group? ( )  Yes ( )  No 

Have you had any positive or negative experiences related to your faith? ( )  Yes ( )  No 

Please List:  

General 

What is your earliest memory from childhood? 

Please list any major changes in your life over the past five (5) years (e.g., moving, parents 

divorced, etc.):    

Is there anything else you want me to know about you? 

Signature Date 




