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Areas of Concern - Check List

Never  Sometime Often Always

Finds It hard to go to sleep or stay asleep.

Enjoys food and eat well throughout the day.

Good at making friends and keeping friends.

Good relationships at home.

Good relationships at school.

Gets frustrated and angry.

Hurts other people.

Feels anxious, worried or stressed.

Able to cope when things go wrong.

Thinks about hurting themselves.
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