RCCF SELF RATING FORM

Your Name: ______________________



Date:_______________________
Please circle the number that you believe best describes your experience with each area of functioning in the PAST WEEK.
1. Your relationship with other children at school

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

2.  Your relationship with teachers

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

3.  Your test or quiz performance

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

4. Completing homework, papers, or projects

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

5. Your relationship with your mother 

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

6. Organizing your school materials, having what you need for class.

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

7.  Your relationship with your siblings (Circle NA if you have not had contact with siblings this week) 
NA

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

8.  Your relationship with your mother (Circle NA if you have not had contact with your mother this week)
NA


No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

9.  Your relationship with your father (Circle NA if you have not had contact with your father this week)
NA


No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

10. Your relationship with peers outside of school

No problem 
0
1
2
3
4
5
6
Extreme Problem 

(I do not need help)






(I need some help)

PAGE  
1

