Behavior History for Initial Evaluation

Name: Date: Form filled out by (Circle): Mom, Dad, Guardian
1. Concems: o Hyper o Impulsive o Cannot focus o0 Doesn’tlisten 0 Defiant 0 Talks back o Lies o Steals 0 Aggressiveness

o Gets into physical fights 0 Anxiety 0O Panic attacks o0 Obsessive-compulsive behavior 0 Depression 0 Mood swings 0 Suicidal thoughts

2. Consequences: o Poor or failing grades o Frequent calls/Complaints from school o At risk of getting kicked out

3. Are there severe and recurrent anger outbursts that are grossly out of proportion in intensity or duration to the situation? (1 No [ Yes

If yes, do they occur, on average, three or more times each week for 1 year or more? 0 No O Yes.
Between outbursts is mood persistently irritable or angry (most of the day and nearly every day)? [JNo [IYes
Are there 3 or more consecutive months intervals without symptoms when mood is stable? ONo [ Yes
4. How long the behavior problems have been present? Months Years Since Age 1 Unknown
5. Problems are present at o Home o School o School bus 0 Other places
6. Any sleep issues? oNo o Difficulty falling asleep o Wakes up at night

7. Please V if currently any symptoms in these body system areas: o Allergy/ Immune system o0 Blood o Eyes/Vision o Ears/Hearing
o0 Thyroid o Heart 0 Breathing 0O Stomach/Intestine o Urinary 0 Neurologic o No issues present

8. Birth/ Past medical history (Please \/) o Full-term o Premature (NICU stay days/weeks/months)

o0 Chromosomal abnormalities 0 Congenital heart disease o0 Motor delay o Cerebral palsy o Autism o Thyroid disease

o Seizure 0 Lead poisoning 0 Anemia 0O Thyroid disease o Speech delay? o Sensory problems o None
9.Has s/he been ever evaluated or diagnosed with ADHD or behavior or psychiatric problems in the past? oNo o Yes
If yes, was s/he prescribed any medication? oNoo Yes

10. Currently taking any prescribed medication? o No o Yes. Please give details below

Name Dose When started Helping (helped) Taking now?

11. Allergies to any medication? o No o Yes. Please give details

12. Family Hx: Does biological mom, dad, siblings, grand parents have any of these?

Condition No | Yes | Who Condition No | Yes | Who Condition No Yes | Who
ADHD Depression Cardiomyopathy

Anxiety Drugs/Alcohol Long QT

disorder dependence syndrome

Bipolar Learning Sudden death in

disorder disability early age <40

Schizophrenia Suicide Seizures

13. Has your child witnessed or been victim of direct violence? o No o Yes

14. Has s/he ever been removed from home (been in foster care)? 0 No O Yes. Please give details:

15. Are biological parents together? o No oYes. Please describe present living arrangement:

If you have answered Yes to any question, please use the reverse side and elaborate against corresponding number.
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