Completed by Caregiver about Client		Clinician Name: _______________________

		Client Name:  _________________________


SEVERITY RATING
SHEET

HOW SEVERE WOULD YOU SAY THIS BEHAVIOR WAS IN THE PAST MONTH?

	
	
	




	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	




	0
	
	1
	
	2
	
	3
	
	4

	Not at all
	Mild
	
	Moderate
	
	Severe
	
	Extreme







FREQUENCY RATING
SHEET

HOW OFTEN OR HOW MUCH OF THE TIME DURING THE PAST MONTH DOES THE PROBLEM HAPPEN?
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	NEVER
	
	1-2 TIMES PER MONTH
	
	1-2 TIMES PER WEEK
	
	2-3TIMES PER WEEK
	
	ALMOST EVERY DAY




