Traumatic Experiences Questionnaire for Young Children   (TEQ) 10-13
Child’s Name: ____________________________________________ Completed By:  __________________________________________________
Age : _________________
Date: ___________________________Clinician: _________________________________________________________
I. Please check any of these that your child has experienced, or that you suspect he/she has experienced:

1. Child has experienced:
______  Physical abuse
______  Severe teasing, bullying, or criticism at home or school
______  Sexual abuse
______  Painful medical treatment/life threatening illness/hospitalization

______  Severe dog bite 
______  Severe burns that required medical attention

______  Auto accident requiring emergency medical attention

______  Removed from home due to known or suspected neglect
2. Child has seen or heard:
______ Violence/physical fighting between family members

______  Violence in the community

______  A parent/caregiver being arrested
3. Loss/separation from parent or caregiver due to:

______  Parent deployed in military

______  Death

______  Deportation

______  Incarceration

______  Other long-term separation from caregiver/parent with little or no contact

4. ______  Other trauma not listed above (please explain) _______________________________________________
5. ______  None of the above.  (You do not need to complete the rest of this form.) 
II. If your child has experienced any of the events above, please complete the following:
	Since the event my child:
	0

Not At All
	1

Rarely
	2

Occasionally
	3

Frequently

	1.   Can’t stop thinking about it or acting it out. 
	(
	(
	(
	(

	2.   Has been harder to manage.
	(
	(
	(
	(

	3.   Avoids places, activities, or people that remind him/her of the event.
	(
	(
	(
	(

	4.   Has been clingy and won’t separate from me.
	(
	(
	(
	(

	5.   Has been in more trouble at school.
	(
	(
	(
	(

	6.   Has temper outbursts or fights more with others.
	(
	(
	(
	(

	7.   Tries to hurt him/herself.
	(
	(
	(
	(

	8.   Seems more fearful or worries all the time. 
	(
	(
	(
	(

	9.   Is “jumpy”, or startles easily.
	(
	(
	(
	(

	10. Is easily frustrated/sad/upset.
	(
	(
	(
	(

	11. Has problems falling or staying asleep.
	(
	(
	(
	(

	12. Has toileting problems.
	(
	(
	(
	(

	13. Has eating problems or unusual behaviors around food.
	(
	(
	(
	(

	14. Has sexual behaviors that concern me.
	(
	(
	(
	(


	15. My family is struggling since this happened. 
	(
	(
	(
	(

	16. I am concerned that my other children have been affected by these events.
	(
	(
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