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Youth

Assessment

of Care "

Dear Youth,

This survey was developed by parents and youth, family and youth advocates, service providers, and the
New York State Office of Mental Health (NYS OMH) to help us get your input on how services work for
you.

@ This survey is anonymous - you don’t put your name on the paper.

@ This survey is confidential - agency staff won't see your completed survey.

@ Please answer the survey questions about the last 6 months of services your child and family received
from this program.

@ The NYS OMH uses the information you provide to help agencies improve services for families and
youth in New York State.

@ Dlease fill out and return the survey in the envelope provided to agency survey coordinator at the
NYS OMH YSR 44 Holland Avenue Albany, NY 12229 within the next two weeks.

If you have any questions about the survey, please call the family survey coordinator toll free at

1-800-430-3586. Para assistencia en espafiol, favor de llamar al 1-800-430-3586.

Thank You!

Agency Information:

Agency Name and Program:

New York State .

om

Office of Mental Health






New York State Office of Mental Health
Youth Assessment of Care Survey (YACS)

Please help our agency improve services by answering some questions about your services during the last

6 months. There are no right or wrong answers and all responses will be kept private.

How long have you received services from the program listed on the front page of this survey?

0 Less than 1 month L] 3-5 months L More than 1 year- 3 years
] 1-2 months [] 6 months to 1 year ] More than 3 years
Are you still getting services from this program? O Yes [ No

Place an in the box that best shows how much you agree with each statement.

1  |got services that were helpful for me. Ol Ol O] O]
2 | had someone to talk to when | was troubled. L] Ll L] L]
3 Services helped me make positive changes. Ol Ol O] O]
4 Staff treated me with respect. Ol Ol U] U]
5  Staff was sensitive to my cultural/ethnic background. Ol Ol O] O]
6  Staff spoke with me in a way that | understood. Ol Ol U] U]
7  |felt safe in the places | received services. Ol Ol O] O]
8 | could get services when | needed them. L] L] L] L]
9 It was easy to get to/from services. Ol Ol O] O]
10 | was able to get help in a crisis. L] L] L] L]
11 | was included as a partner in planning my services. Ol Ol O] O]
12 | had a say in the kinds of treatment/services | got. L] L] L] L]
13 My treatment goals were in my own words. Ol Ol O] O]
14 | have a safety plan that would work for me if | needed one. L] ] ] ]
15 Overall, | am happy with the services | received. L] L] Ll Ll
Because of these services:
16 | am behaving better in school. L] L] L] L]
17 | am happier with my life. Ol Ol O] O]
18 | am better able to cope when faced with challenges. Ol Ol U] U]
19 | have been able to make friends. O] O] L] L]
20 | get along better with my family. O] Ol Ol Il
20a | am more hopeful. Ol Ol O] O]

Please continue on the next page.
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Youth Assessment of Care Survey

21 Do you take medication for emotional or behavioral reasons? (1 Yes [] No (skip to 22)
If yes...... Agree S?ggﬁy D;ﬁ;g;ﬁle Disagree
21a My medications were explained to me in a way that | understood. ] ] ] ]
21b | know what medication side effects to watch for. O O O L]
21c | had choices about taking medications. ] ] ] ]
21d My medication has helped me. L] L] ] ]
21e |feel comfortable about taking medication. ] O O ]
22 Have you been given a diagnosis for your emotional/mental health issues? 1 Yes ] No
If yes......
22a (check all that apply)
1 ADHD/ADD L1 Bipolar L] Disruptive (e.g. [1  Schizophrenia/Psychosis
L] Anxiety (e.g., OCD, [J pevelopmental ODD, CD) [] Substance Use
PTSD) (e.g., PDD, Autism) [] Learning Disability ] Tourettes/Tics
] Attachment/ [] Depression [l Mental Retardation [  Other

22b Have you been informed of therapy options? L] Yes

23

24

25

26

27

Separation Anxiety

O

No

Do you have access to a peer advocate (a youth with prior mental health experience, who works for a mental

health agency)? L] Yes L] No [J  Unsure
Were you arrested since you started receiving services?

L] Yes 1 No
Were/are you on PINS (Person In Need of Supervision) or PINS diversion since starting services?

L Yes L1 No L1 Unsure

Were you expelled or suspended from school since you started receiving services?
L] Yes ] No [J No, but was prior to starting services [J Does not apply

Since starting to receive services, the number of days you were in school is:
L] Greater [J About the same [ Less [J  Does not apply

Please tell us a little more about yourself

28

29

30

31

32

Your age group (check one):
[] 9-11 years old [J 15-18 years old
[] 12-14 years old [J 19-21 years old

Your gender:
L1 Female L1 Male

Are you of Hispanic ethnicity?
] Yes 1 No ] Unsure

Your race is (check as many as needed):

[] American Indian/Native Alaskan L] Native Hawaiian/Pacific Islander
] Asian 1 White/Caucasian
] Black/African American ] Other

Where do you live?
] At Home (with parent/parents)
L1 At Home (with relatives -e.g., aunt, grandparent)
(] Foster Home
[] Residential Program
L1 other

Please continue on the back of the page
CY09





Youth Assessment of Care Survey

33 What were the 2 most helpful services provided by this program?

1)

2)

34 What 2 things would you change about services provided by this program?

1)

2)

35 What additional services and/or supports would be helpful to you? (Check all that apply):

[ school Work ] wWork Readiness L1 After School Programs/Community Activities
L] Make Friends [] Sex Education L] Anger Management Skills
] Food/Nutrition O Driving/Transportation [ Self Advocacy/Empowerment
[] Health/Hygiene [] Leadership Training [] College/Continuing Education
[] Recreation [J Money Management [J Non-medication therapy options
[] Service Eligibility (e.g., [] Natural Supports (e.g., [] Other
SSI, Medicaid, HEAP) extended family, community)

36 What additional services would be helpful to you or your family? (Check all that apply):
[] Respite [ Sibling Support L] Transition Planning
[ Parenting Skills [ Advocacy Skills [ Education & Training
[] Parent Support (] Family Counseling L1 other

We would appreciate your feedback on this survey.

37 What did you think of the overall survey? (check all that apply)

] Length was justright [ Words were easy to read ] Questions were things that are
[] Hard to fill out [J Too Short important to me
[ Too long [ Hard to understand O] Other
38 Did someone help you complete this form? O Yes O No
If yes......

38a How did that person help you? (Check all that apply)
] Wrote down the answers | gave L] Translated into my language
L]

[ Read the questions to me Helped in some other way

Please return your survey to your program or to:
NYS OMH Youth Services Evaluation Research
44 Holland Ave.
Albany, NY 12229
If you have any questions about the survey call toll free at 1-800-430-3586.

Thank you for filling out this survey!
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Family
Assessment

of Care

Survey

Dear Parent/Guardian,

This survey was developed by parents and youth, family and youth advocates, service providers, and the
New York State Office of Mental Health (NYS OMH) to help us get your input on how services work for
you.

@ This survey is anonymous - you don’t put your name on the paper.

@ This survey is confidential - agency staff won't see your completed survey.

@ Please answer the survey questions about the last 6 months of services your child and family received
from this program.

@ The NYS OMH uses the information you provide to help agencies improve services for families and
youth in New York State.

@ Please fill out and return the survey in the envelope provided to agency survey coordinator at the
NYS OMH YSR 44 Holland Avenue Albany, NY 12229 within the next two weeks.

If you have any questions about the survey, please call the family survey coordinator toll free at

1-800-430-3586. Para assistencia en espafiol, favor de llamar al 1-800-430-3586.

Thank You!

Agency Information:

Agency Name and Program:

New York State -

om

Office of Mental Health






New York State Office of Mental Health
Family Assessment of Care Survey (FACS)

Please answer the following questions about the Children's Single Point of Access (SPOA): The SPOA is a process to help ensure that
children with serious emotional disturbance have access to appropriate mental health services that best fit their needs

Were you referred to the program listed on the front page of this survey through SPOA? O ves [ No L] Unsure
If yes.......
Did SPOA make it easier to access services? L] Yes LI No
Through SPOA, | was directly involved with determining what services my child received. O vYes O No
My child’s and family’s strengths were recognized during the SPOA process. O vYes O No
How long has your child received services from the program listed on the front page of this survey?(check one):
O Less than 1 month 0 3-5months ] More than 1 year- 3 years
[ 1-2 months ] 6 months to 1 year ] More than 3 years
Is your child still getting services from this program? [Jyes [J No
Ao GO Sigwy D
1  The services my child and/or family received were helpful for us. L] L] L] L]
2 My child had someone to talk to when he/she was troubled. ] ] ] ]
3 Services helped my family make positive changes. L] L] L] L]
4 Staff treated me with respect. O O O O
5  Staff was sensitive to our cultural/ethnic background. L] L] L] L]
6  Staff spoke with me in a way that | understood. O O O O
7 My child could get services when he/she needed them. L] L] L] L]
8  The location of services was convenient for us. L] L] L] L]
9 My child was able to get help in a crisis. O O O O
10 | was included as a partner in planning my child's services. L] L] L] L]
11 There was a way for me to be involved in my child's services. L] L] L] L]
12 | had a say in the kinds of treatment and services my child received. L] L] L] L]
13 My child and | have a safety plan that would work for us if we needed one. ] ] ] ]
14 My out-of-pocket expenses for services are affordable. U U U U
15 My child's treatment was comprehensive. (Included school, home, therapy, etc.) L] L] L] L]
16 My child's services were coordinated. (Providers were on the same page.) U L] L] L]
17 Overall, | am satisfied with the services my child received. L] L] L] L]
How have things changed for your child and family?
18 My child is behaving better in school. L] L] L] L]
19 My child is happier with his/her life. L] L] L] L]
20 My child is better able to cope when faced with challenges. O O O O
21 My child has been able to make friends. L] L] L] L]
22 We get along better as a family. L] L] L] L]
How have things changed for you?
23 | have more time to do social activities. L] L] L] L]
24 In acrisis, | have someone who would help. ] ] ] ]
25 | have the support | need from others. L] L] L] L]
26 My life is less stressful. L] L] L] L]
27 My relationship with my child is better. O O O O

Please continue on the next page
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Family Assessment of Care Survey

28 Does your child take medication for emotional or behavioral reasons? 0 Yes [J No (skip to 29)
If yes....... Agree Slzgﬁfy [gﬁggg;e Disagree
28a | understand what my child's medications are for. | | | L]
28b | know what medication side effects to watch for in my child. ] ] [l [l
28c My child and | had choices about taking medications. ] L] L] L]
28d Medication has helped my child. [l [l ] ]
28e My child feels comfortable about taking medication. | Ol | [l
29 Have you been given a diagnosis for your child's emotional/mental health issues? (1 VYes 1 No
If Yes......
29a (check all that apply)
(] ADHD/ADD (] Bipolar [] Disruptive (e.g., [1 Schizophrenia/Psychosis
ODD, CD)
] Anxiety (e.g., OCD, PTSD) [] Developmental [] Learning Disability [ Substance Use
(e.g., PDD, Autism)
[] Attachment/ Separation [] Depression [] Mental Retardation [1 Tourettes/Tics
Anxiety [J Other
29b  Have you been informed of therapy options? L] Yes L] No
30 Do you have access to a family advocate?
L] Yes ] No [J Unsure
31 Was your child arrested since starting to get services from this program?
L] Yes ] No
32 Was your child on PINS (Person In Need of Supervision) or PINS diversion since starting services?
I Yes I No ] Unsure [] Does not apply

33 Was your child expelled or suspended from school since starting to receive services from this program?
Does not apply

1 Yes ] No

] No, but was prior to
starting services

OJ

34 Since starting to receive services from this program, the number of days your child was in school is:
[ Greater [] About the same L] Less

Please tell us a little more about your child (who is receiving services) and family:

35 Your child's age (check one)

] 4 years old or under [ 9-11 years old ] 15-18 years old
] 5-8 years old O 12-14 years old ] 19-21 years old
36 Your child's gender:
L] Female O Male
37 Is your child of Hispanic ethnicity?
L Yes L] No L1 unsure
38 Your child's race is (check as many as needed):
L] American Indian/Native Alaskan L] Native Hawaiian/Pacific Islander
[ Asian [J White/Caucasian
L] Black/African American L] other
39 What is your relationship to this child?
L] Parent/Parents L] Foster Parent
[ Relative (e.g., aunt, grandparent) L1 other

OJ

40 Where does your child live?

L] At Home (with parent/parents)
L] At Home (with relatives -e.g., aunt, grandparent)

41 What is your family's county of residence? (e.g. Ulster)

Foster Home
Residential Program

OO

O

Does not apply

Other

Please continue to the back of the page
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Family Assessment of Care Survey

42 What were the 2 most helpful services provided by this program?

1

2)

43 What 2 things would you change about services provided by this program?

1

2)

44 What additional services and/or supports would be helpful to your child? (Check all that apply):

[ School Work 0 work Readiness ] After School Programs/Community Activities
[0 Make Friends [0 sex Education ] Anger Management Skills
O] Food/Nutrition O Driving/Transportation [ Self Advocacy/Empowerment
[ Health/Hygiene 0 Leadership Training ] College/Continuing Education
[ Recreation 0 Money Management ] Non-medication therapy options
[ ] Service Eligibility [1 Natural Supports (e.g., [] Other
(e.g., SSI, Medicaid, extended family,
HEAP) community)

45 What additional services would be helpful to you or your family? (Check all that apply):

[] Respite [] Sibling Support [J Transition Planning
[ Parenting Skills [] Advocacy Skills [J Education & Training
(1 Parent Support [ Family Counseling L1 other

We would appreciate your feedback on this survey.

46 What did you think of the overall survey? (check all that apply)

[ Length was justright [ Words were easy to read [J Questions were things that are
[ Hard to fill out [] Too Short important to me
O Too long 0 Hard to understand ] other
47 Did someone help you complete this form? L] Yes L] No
If Yes......

47a How did that person help you? (Check all that apply)

] wrote down the answers | gave ] Translated into my language
L] Read the questions to me O Helped in some other way

Please return your survey to your program or to:
NYS OMH Youth Services Evaluation Research
44 Holland Ave.

Albany, NY 12229

If you have any questions about the survey you can call toll free at 1-800-430-3586.

Para assistencia en espafol, favor de llamar al 1-800-430-3586.

Thank you for taking this survey!
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o LA

F amily 3
Assessment

of Care

Survey

Estimado padre/tutor,

El Departamento de Salud Mental de Estado de Nueva York (NYS OMH por sus siglas en inglés) preparé
esta encuesta con contribuciones de padres y jévenes, de aquellos que abogan por la familia y la juventud y
de agencias.

@ Esta encuesta es anénima, no tiene que poner su nombre en el papel.

@ Esta encuesta es confidencial — los empleados de la agencia no verdn la encuesta completada por usted.

@ Sirvase contestar las preguntas de la encuesta sobre los dltimos 6 meses de servicios que usted y su hijo
han recibido de este programa.

@ El NYS OMH usa la informacién proporcionada por usted para ayudar a que las agencias mejoren los
servicios para familias y jévenes en el Estado de Nueva York.

@ Dor favor, tome su tiempo para llenar la encuesta y devolverla en el sobre con la direccién y franqueo
que ladjuntamos a la NYS OMH YSR 44 Holland Avenue Albany, NY 12229 dentro de las préximas
dos semanas.

Si tiene alguna pregunta sobre la encuesta, llame gratis al coordinador de servicios de familia al

1-800-430-3586. Para ayuda en espafol, favor de llamar al 1-800-430-3586. Para recibir la encuesta en

espanol, llame al 1-800-430-35806.

iMuchas gracias!

Agency Information:

Agency Name and Program:

New York State .1
Q“

Office of Mental Health






Departamento de Salud Mental del Estado de Nueva York

Encuesta para la evaluacion de servicios a la familia (FACS- siglas en inglés)
Sirvase contestar las preguntas siguientes sobre el Punto Unico de Acceso para Nifios (SPOA-Children's Single Point of Access):
El SPOA es un proceso creado para ayudar a asegurar que los nifios que tienen trastornos emotivos graves tengan acceso a los servicios

de salud mental adecuados que mejor se adapten a sus necesidades.

¢ Le refirieron a este programa listed on the front page of this survey desde SPOA? O si
Si larespuesta afirmativa.......

El SPOA, ¢ hizo que le fuera mas facil tener acceso a los servicios?

Participé directamente en la determinacién de los servicios que mi hjo recibié por medio de SPOA.

Durante el proceso de SPOA se reconocieron los puntos fuertes de mi hijo y de mi familia.

O

O
O
O

No

Si
Si
Si

[] Nosé

[0 No
[0 No
0] No

¢,Cuanto tiempo hace que su hijo recibe servicios de este programa enumerado en la primera pagina de la encuesta? (marque uno) :

] Menos de 1 mes [l 3-5meses [] Mas de 1 afio- 3 afios
] 1-2 meses [l 6 mesesalafio [] Mas de 3 afios
¢ Todavia estéa su hijo recibiendo servicios de este programa? O si O No

1 Los servicios que mi hijo y/o familia han recibido han sido de ayuda para nosotros.

2 Mi hijo tenia alguien con quien hablar cuando estaba atribulado.

3 Los servicios ayudaron a que mi familia hiciera cambios positivos.

4 Los empleados me trataban con respeto.

5 Los empleados eran considerados con nuestros antecedentes culturales/étnicos.

6 Los empleados me hablaban de una manera que yo entendia.

7 Mi hijo podia obtener servicios cuando los necesitaba.

8 Ellugar donde prestaban servicios era conveniente para nosotros.

9 Mi hijo podia obtener ayuda cuando tenia una crisis.

10 Me incluyeron como participante en la planificacién de los servicios de mi hijo.

11 Existia una manera en que yo podia participar de los servicios de mi hijo.

12 Yo podia dar mi opinién sobre el tipo de tratamiento y servicios recibidos por mi hijo.
13 Mi hijo y yo teniamos un plan de seguridad que nos funcionaria si alguna vez lo llegaramos

a necesitar.
14 Los gastos que tengo que pagar de mi propio bolsillo estan a mi alcance.
15 El tratamiento de mi hijo era global (incluia la escuela, hogar, terapia, etc.)

16 Los servicios de mi hijo estaban coordinados (Los proveedores estaban de acuerdo en
todo.)

17 En general, me siento satisfecho/a con los servicios que mi hijo recibi6.

¢,Cémo han cambiado las cosas para su hijo y su familia?
18 Mi hijo se porta mejor en la escuela.

19 Mi hijo se siente mas contento con su vida.

20 Mi hijo puede encarar mejor los desafios que se le presentan.
21 A mi hijo le ha sido posible hacer amigos.

22 Nos llevamos mejor como familia.

¢Coémo le han cambiado las cosas a usted?
23 Tengo mas tiempo para actividades sociales.

24 En una crisis, tengo a alguien que ayudaria.
25 Cuento con el apoyo gque necesito de otros.
26 Mivida es menos estresante.

27 La relacién con mi hijo es mejor.

Sirvase continuar en la pagina siguiente

De acuerdo

Un pocode Un poco en

acuerdo

desacuerdo

No estoy de
acuerdo

(]

o000 O0O0o0o0o0oooooogooood

O0ooond

O

OooonQ0 O00o0o0o0ooooocogooood

0 I I I R

(]

o000 OO0 o0o0o0ooooocogooood

O0oond

O

ooooo0 OO0 oobooggooooooggogooao

I Y

FS-09





Encuesta para la evaluacion de servicios a la familia (FACS- siglas en inglés)

28 ¢Toma medicamentos su hijo por razones emocionales o del comportamiento? ] si [ No (continte al 29)
Unpocode Unpocoen No estoyde
Si la respuesta es afirmativa....... e 20UeI® “acuerdo  desacuerdo  acuerdo
28a Entiendo para qué son los medicamentos de mi hijo. L] L] L] L]
28b Sé los efectos secundarios del medicamento que tengo que vigilar en mi hijo. O O O O
28c Mi hijo y yo podiamos tomar decisiones sobre tomar medicamentos. ] ] ] L]
28d Los medicamentos han ayudado a mi hijo. O O O O
28e Mi hijo se siente bien con la idea de tomar medicamentos. O O O |
29 ¢Alguna vez le han dicho el diagndstico de los problemas emocionales/de salud mental de su hijo? 1l si [1 No

Si larespuesta es afirmativa .....

29a (marque todos los que correspondan)
] ADHD/ADD L] Bipolar [] Desafiante (por [0 Esquizofrenia/Psicosis
ejemplo, ODD, CD) ]  Uso de sustancias
O Ansiedad (por ejemplo, trastorno L1 Del desarrollo (por [ Discapacidad de [ Tourettes/Tics
obsesivo-compulsivo, PTSD) ejemplo., PDD, autismo) aprendizaje O otro
[ Ansiedad de apego/ separacion ~ [] Depresion [ Retraso mental
29b ¢ Le han informado sobre las opciones de terapia? O si ] No

30

31

32

33

34

¢ Tiene acceso a alguien que abogue por su familia?

] si ] No ] Nosé
¢Han arrestado a su hijo desde que empez6 a recibir servicios en este programa?
L] si L No

¢ Se incluyd a su hijo en el programa PINS (sigla en inglés de "persona que necesita supervision") o fue derivado a través del mismo
desde que se iniciaron los servicios?

O si 1 No ] Nosé [l

¢Han expulsado o suspendido a su hijo de la escuela desde que empezé a recibir servicios en este programa?

L si ] No ] No, pero antes de empezar [  No corresponde
los servicios

No corresponde

Desde que empez6 a recibir servicios en este programa, la cantidad de dias que su hijo ha estado en la escuela es:
] Mas cantidad ] Por el estilo ] Menos [0 No corresponde

Digamos un poco mas sobre su hijo (él/la gue recibe los servicios) y/o familia:

35

36

37

38

39

40

41

La edad de su hijo (marque uno):
[] 4 afios de edad o menos
[] 5-8 afios de edad

[] 9-11 afios de edad [] 15-18 afios de edad
[ 12-14 afios de edad [ 19-21 afios de edad

El sexo de su hijo:
] Femenino ] Masculino
¢Es su hijo de ascendencia hispana?
L si 1 No ] Nosé
La raza de su hijo es (marque todas las necesarias):
[ Indio americano/nativo de Alaska [] Nativo de Hawai/de las Islas del Pacifico
[ Asiatico [] Blanco/caucasico
] Negro/Afro Americano L] otra
¢, Cudl es su parentesco con este nifio?
] padre/madre L] Padre de crianza
L1 Pariente (por ejemplo, tia, abuelo) L1 otro
¢Donde vive su hijo?
L] En casa (con un padre o con los padres) L] En hogar de crianza L1 otro
] En casa (con parientes -por ejemplo, tia, abuelo) (foster home)
L1 En un programa residencial

¢En qué condado vive su familia? (eg Ulster)

Continte al dorso de la pagina, por favor.
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Encuesta para la evaluacion de servicios a la familia

42 ¢Cudles fueron los 2 servicios proporcionados por este programa que le ayudaron mas?

1)

2)

43 ¢Qué 2 cosas cambiaria de los servicios proporcionados por este programa?

1)

2)

44 ¢ Qué servicios adicionales y/o apoyo serian de ayuda para su hijo (Marque todos los que correspondan):

[ Trabajo escolar [J Preparacion para el trabajo [] Programas después de la escuela/Actividades comunitarias
] Hacer amigos [J Educacién sexual [] Destrezas para manejar la ira

[J Alimentos/Nutricién [J Manejar/Transportacion [J Auto defensa/Potenciacién

[ salud/Higiene [J Formacion en el liderazgo ] Universidad/Educacién continua
[ Recreaci6n (] ]

] ] ]

Administracion del dinero Opciones de tratamiento que no incluyan medicamentos

Derecho a servicios (por Apoyo naturalv(por ejemplo, Otro
ejemplo, SSI, Medicaid, el resto de la familia, la
HEAP) comunidad)

45 ¢Qué servicios adicionales serian de ayuda para usted y su familia? (Marque todos los que correspondan):

] Descanso O Apoyo a hermanos ] Planificacion para la transicion
[ Técnicas de crianza O] Técnicas de abogacia ] Educacion y capacitacion
O Apoyo a los padres O Consejeria familiar O otro

Aprecieriamos que nos diera su opindn sobre esta encuesta.

46 ¢Qué penso de la encuesta en general? (Marque todos los que corresponden)

] Tiene el largo perfecto O Las palabras fueron faciles de leer O Las preguntas fueron cosas que son
[ Dificil de llenar O Muy corta importantes para mi.
O Muy larga ]  Dificil de entejnder O] other

47 ¢Le ayud6 alguien a completar este formulario? L si ] No

Si larespuesta es afirmativa.......

47a ¢ Como le ayudd esa persona? (Marque todas las que correspondan.)
L] Anot6 las respuestas que yo le daba. ] Melo tradujo a mi idioma
L] Me ley6 las preguntas ] Ayudé de alguna otra forma,

Sirvase devolver su encuesta en el sobre adjunto con franqueo pagado a:
NYS OMH Youth Services Evaluation Research
44 Holland Ave.
Albany, NY 12229
Si tiene alguna pregunta sobre la encuesta, puede llamar gratis al 1-800-430-3586.
Para ayuda en espafiol, favor de llamar al 1-800-430-3586.

iMuchas gracias por completar esta encuesta!
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