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Accountability in Action
☐Parent	☐Student
Student Name(s):	
DOB:
Gender: 
Grade: 
Race/Ethnicity/Nationality:
School:
Address:
Phone number (Student):
Phone number (Parent/Guardian): 
Email Address (Student):
Email Address (Parent/Guardian):

Parent/Guardian Information

Name(s);
DOB:
Gender: 
Race/Ethnicity/Nationality:
Relationship to Student:
Address (If different): 
Primary Language Spoken at Home:
Preferred Method of Contact:
Emergency Contact (Name and Phone):
Truancy History

How many unexcused absences in the past school year?

Has the student received any formal truancy citations or court referrals?

Reasons given for missing school (check all that apply):
☐Transportation issues
☐Health issues (physical/mental)
☐Family obligations
☐Peer conflict/bullying
☐Academic challenges
☐Lack of motivation
☐Other (please specify): 

Previous interventions attempted (if any): 
	☐Counseling (when/where): 
	☐Tutoring (when/where): 
	☐Parent-teacher conferences
	☐Probation
	☐Other

Student Self-Assessment (To be completed by the student)

On a scale of 1- 10, how much do you like school?
☐1 	☐2	☐3	☒4	☐5	☐6	☐7	☐8	☐9	☐10
What do you find most challenging about school?



What helps you stay motivated?


What are your goals for the next year (school-related or personal)?


How do you feel about being in this group?




Parent/Guardian Questionnaire

What concerns do you have about your child’s attendance?



Have you noticed any changes in behavior, mood, or social life?



What support do you think your child needs?



What would success look like for you after this program?



Mental Health History
Have you ever received services from Iris Family Support Center before? ☐Yes	☐No
Are you currently being seen by a counselor? ☐Yes	☐No
Are you currently being seen by a psychologist? ☐Yes	☐No
Have you ever been diagnosed with a mental health condition? ☐Yes	☐No
Have you ever received counseling services or been hospitalized for mental health or drug/alcohol concerns in the past? 	☐Yes	☐No
Please provide information regarding any names, dates, and ages of previous diagnosis, hospitalizations, and/or clinician/agencies that you have received services from.





Are you currently taking any psychiatric medication? 	☐Yes	☐No
Please list any current and past psychiatric medications that you have taken.
	Name of Medication
	Currently Prescribed
	Reasons for Medication 

	
	☐Yes	☐No
	

	
	☐Yes	☐No
	

	
	☐Yes	☐No
	

	
	☐Yes	☐No
	




Safety Concerns
Are you currently suicidal or homicidal?  	☐Yes	☐No
Have you ever attempted to commit suicide?	 ☐Yes	☐No
Have you ever purposefully inflicted self-harm (cuts, burns, punches, etc.)?	☐Yes	☐No
If yes to any of the above, please explain:


Family Composition
Please list the names, ages, and relationship of the people in your immediate family. (Significant others/husband/wife, biological children, stepchildren).
	Name
	Relationship
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Family Mental Health History
Please identify if any members of your family have had a history of any of the following mental health/drug and alcohol abuse/ legal concerns.
	
	Depression
	Anxiety
	Bipolar Disorder
	Schizophrenia
	ADHD
	Trauma History
	Abusive Behavior
	Alcohol Abuse
	Drug Abuse 
	Incarceration

	Self

	
	
	
	
	
	
	
	
	
	

	Mother

	
	
	
	
	
	
	
	
	
	

	Father

	
	
	
	
	
	
	
	
	
	

	Grandparent

	
	
	
	
	
	
	
	
	
	

	Biological
Child(ren)

	
	
	
	
	
	
	
	
	
	



History of Abuse/Neglect/Violence
Have you ever been abused or assaulted? ☐Yes	☐No
If yes, please complete the chart below.
	Type of Abuse
	By Whom?
	At What Age?
	Was is Reported?

	☐Sexual
	
	
	☐Yes	☐No

	☐Physical
	
	
	☐Yes	☐No

	☐Emotional
	
	
	☐Yes	☐No

	☐Verbal
	
	
	☐Yes	☐No

	☐Abandoned/Neglected
	
	
	☐Yes	☐No



Alcohol/Substance Abuse Assessment

Answer “YES” or “NO” if any of the following statements have been true for you in the last year

Have you ever drunk or used drugs more than you meant to?
☐Yes	☐No 	OR 
☐Yes	☐No 	Have you spent more time drinking or using that you intended?
☐Yes	☐No 	Have you ever neglected some of your usual responsibilities because of using last year?
☐Yes	☐No 	Have you felt you wanted or needed to cut down on your drinking or dug use in the last year?
Has anyone objected to your drinking or drug use?
☐Yes	☐No 	OR
☐Yes	☐No	Has a family, a friend, or anyone else ever told you they objected to your drinking or drug use?
Have you found yourself preoccupied with wanting to use alcohol or drugs?
☐Yes	☐No 	OR
☐Yes	☐No 	Have you found yourself thinking a lot about drinking or using?
☐Yes	☐No 	Have you ever used alcohol to relieve emotional discomfort such as sadness, anger, or boredom?

Total Yes ______
Scoring: Two (2) or more positive responses indicate possible abuse or dependence.
	Four (4) or more positive responses strongly indicate dependence. 

Please provide any additional information regarding substance use that may be helpful to know.










Strengths/Resources/Supports


What strengths do you and your family have?




Who/where can you turn to for support and help?
☐Parents	☐Boyfriend/Girlfriend		☐Sibling	☐Group	☐Extended Family	

☐Friends	☐Neighbors	☐School Staff	         ☐Church           ☐Pastor      ☐Therapist	

Current Needs/Goals

What do you feel is your biggest need right now?







What do you hope to gain from engaging in this program?




image1.png
Family
Support
Center





