ADHD/Mental Health Follow up form

Name: Date: Form filled out by: Mom, Dad, Guardian

Condition your child is being treated for: ot ADHD 0 Autism verbal non-verbal 0O Anxiety

O Panic attacks 0 Depression O Sleep issues O Mood swings/anger issues O bipolar disorder

ol don’t know O other

Since last visit your child’s behavior is: 0 well controlled in school and at home 0 with new medication
better than before o medication is not working, not doing well 0 was controlled but lately worse
O angry O aggressive/violent

If not doing well or worse, when? o before school 0 in the morning at school o after or around lunch
O afterschool at home o all day long

Have you received any complaints from school? oNo oOYes

If yes, what’s are the complaints?
How is your child’s behavior at home after school? o well controlled o hyper o moody O angry

0 defiant O fights with siblings O others

Has there been any recent change in the family situation? like o0 move o parental divorce/separation/

alienation o death o exposure to violence/ abuse/neglect o DCF/foster care o No

Any sleep problems? oNo OYes
Any depression, sadness? oNo OYes
Is your child anxious or nervous? oNo OYes
Is your child at risk for self-harm? oNo OYes
Is your child taking medications daily? oNo OYes
When? AM AM/PM____ atschool____ afternoon Evening

Do you think that the medication or dose needs to be changed today? oNo oOVYes

Please circle if your child having any side effects from current medications i.e. decreased appetite,
headaches, tremors, irritability, palpitation, high BP, mood swings, anger etc.? 0 No Side effects

Parent Signature: Date: / /
If you have other concerns please write down in this reverse side of the page.
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