
9 February 2012 

Dear Parents: 

In order to perform a thorough evaluation of your child’s learning capabilities and 
behavior, there is some important information that we need to obtain from you and 
your child’s teacher(s).  The checklist below outlines what information is needed to 
begin the process.  

Package: 

Teacher questionnaire 
Parent questionnaire 
If available, results of hearing or vision screening done by school nurse 
Current IEP (Individualized Education Plan) if student has one 
Any past testing done by the school, another health provider, resource 
teachers, or mental health providers 

After you have gathered all the information, bring the entire package to the Pediatric 
Clinic front desk.  A physician will review the package and then a staff member will 
call you to schedule an appointment.  Please give the provider 7 workdays in which 
to review all the information.   

Please call central appointments and leave a telephone consult with your medical 
team if you have any questions.  We look forward to meeting with you and your 
child and ask that you do not bring siblings to the appointment. 

JBER Pediatric Clinic
673d MDOS/SGOC      
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Parent Questionnaire 

 
Please complete the following information. 
 
Child’s name _________________________________________nickname 
_____________________________ 
     

Age _____________________                                Grade in school ___________________ 
 
Sponsor’s name ____________________________________________ 
 
Home phone ____________________ cell phone _______________ work phone _______________ 
 

 
Description of problems/concerns 

 
Please describe your reasons for wanting an evaluation of your child’s learning 
and/or behavior problems.  Be as specific as possible. 
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When did you start noticing these problems? _____________________________________________ 
 
 
 
 
What do you think may be causing these problems? _____________________________________ 
 
 
 
 
 
What have you tried to do in the past to deal with these problems? ____________________ 
 
 
 
 
 
_________________________________________________________________________________________________ 
 
Has a psychiatrist/social worker/doctor or other healthcare/educational 
professional ever seen your child for these problems?  If so please state when, why  
and comments they had. 
 
 
_________________________________________________________________________________________________ 
 
 
 
 
 
Has anyone else in the family been seen for similar problems as those this child is 
having?  Comments: ________________________________________________________________________ 
 
 
 
 
 
 
 
_________________________________________________________________________________________________ 
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Has your child previously been evaluated or tested for intellectual, learning, 
developmental, or psychological problems?  Comments: ________________________________ 
 
 
 
 
 
 

Medical History 
 

Were there any problems or complications while you were pregnant with this child?  
 
 
 
 
Was this child born prematurely, at term, or overdue? __________________________________ 
 
Please list any major illnesses or injuries or medical conditions this child has. ________ 
 
 
 
 
Any hospitalizations or surgeries? _________________________________________________________ 
 
 
 
Does your child take any medications/herbals/supplements? __________________________ 
 
 
 
Has your child ever taken medications to control their emotions/behaviors?  What 
and when: ___________________________________________________________________________________ 
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Please give the age when your child: 
 
Sat alone ______________ walked ____________ toilet trained _____________ talked well _______ 
 
Did they develop as quickly as their brothers/sisters? ___________________________________ 
 
 

Family 
 

Adults in the house: 
Name               age         relation to child         occupation         highest level of education 
 
 
 
 
 
 
Children in or out of the house: 
Name             age         occupation/school grade           living at home? 
 
 
 
 
 
 
 
Was this child adopted? _____________________________________________________________________ 
 
Was either parent separated/divorced/widowed? _______________________________________ 
 
Are there serious problems in the family? ________________________________________________ 
 
Are there marital problems? _______________________________________________________________ 
 
Are there financial problems? ______________________________________________________________ 
 
Is either parent having problems with anger/depression/anxiety or other emotional 
problems? ____________________________________________________________________________________ 
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Do any of this child’s relatives have a history of:     (whom) 
Epilepsy/seizures ______________________________________ 
Reading/math problems ______________________________ 
Learning disability _____________________________________ 
Global delays/mental retardation ____________________ 
Autism/Asperger’s _____________________________________ 
Attention deficit disorder _____________________________ 
Nervous system disease _______________________________ 
Mental illness ___________________________________________ 
Other chronic illness ___________________________________ 
 

 
School History 

 
Were any grades skipped? ___________________________ 
Were any grades repeated? __________________________ 
Is your child in any special classes or have special tutors? ______________________________ 
 
 
Did your child attend preschool? ___________________________________________________________ 
 
Have difficulties with schoolwork? ________________________________________________________ 
 
Trouble getting ready for school? __________________________________________________________ 
 
Ever been suspended from school? ________________________________________________________ 
 
Have detention for behavior problems? ___________________________________________________ 
 
How many days of school were missed last year? _____________ This year? ______________ 
 
Have difficulty making or keeping friends? _______________________________________________ 
 
Get along with kids the same age? _________________________________________________________ 
 
Prefers to play alone? _______________________________________________________________________ 
 
Fight a lot with other children? _____________________________________________________________ 
 
Fight a lot with adults? ______________________________________________________________________ 
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Mood 

 
Is your child often tense? _________________________________________________________________ 
 
Unhappy? __________________________________________________________________________________ 
 
Angry? ______________________________________________________________________________________ 
 
Other emotional difficulties? _______________________________________________________________ 
 
 
 
 

Discipline 
 
 

Have a sense of right and wrong? _________________________________________________________ 
 
Difficult to discipline? _______________________________________________________________________ 
 
Break the rules often? _______________________________________________________________________ 
 
Quarrel a lot with siblings?  Parents? ______________________________________________________ 
 
 
What methods do you use to discipline? __________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Who does the disciplining? _________________________________________________________________ 
 
 
Please check other items that describe your child:  
 
Headaches ____                              Cries excessively _____               Nervous/high strung ___ 
Frequent daydreaming ____      Gets teased _____                          Gets bullied _____ 
Clumsy ______                                 Temper tantrums _____             Issues with weight ____ 
Trouble getting to sleep ____     Restless sleep _____                   Difficult to awaken _____ 
Appears tired ____                         Snores ____                             breathing stops in sleep ____  
Constipation _____                         Daytime wetness ____               Stool in underwear _____  
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What do you like best about you child? ____________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
What concerns you the most? ______________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
_________________________________________________________________________________________________ 



NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: ___________  Child’s Name: _____________________________________________  Date of Birth: _______________ 

Parent’s Name: _____________________________________________  Parent’s Phone Number: _____________________________

Directions: Each rating should be considered in the context of what is appropriate for the age of your child.
When completing this form, please think about your child’s behaviors in the past 6 months.

Is this evaluation based on a time when the child � was on medication � was not on medication � not sure?

Symptoms Never Occasionally Often Very Often

1. Does not pay attention to details or makes careless mistakes  0 1 2 3
with, for example, homework

2. Has difficulty keeping attention to what needs to be done 0 1 2 3

3. Does not seem to listen when spoken to directly 0 1 2 3

4. Does not follow through when given directions and fails to finish activities 0 1 2 3
(not due to refusal or failure to understand)

5. Has difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 1 2 3
mental effort

7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3
or books)

8. Is easily distracted by noises or other stimuli 0 1 2 3

9. Is forgetful in daily activities 0 1 2 3

10. Fidgets with hands or feet or squirms in seat 0 1 2 3

11. Leaves seat when remaining seated is expected 0 1 2 3

12. Runs about or climbs too much when remaining seated is expected 0 1 2 3

13. Has difficulty playing or beginning quiet play activities 0 1 2 3

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks too much 0 1 2 3

16. Blurts out answers before questions have been completed 0 1 2 3

17. Has difficulty waiting his or her turn 0 1 2 3

18. Interrupts or intrudes in on others’ conversations and/or activities 0 1 2 3

19. Argues with adults 0 1 2 3

20. Loses temper 0 1 2 3

21. Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3

22. Deliberately annoys people 0 1 2 3

23. Blames others for his or her mistakes or misbehaviors 0 1 2 3

24. Is touchy or easily annoyed by others 0 1 2 3

25. Is angry or resentful 0 1 2 3

26. Is spiteful and wants to get even 0 1 2 3

27. Bullies, threatens, or intimidates others 0 1 2 3

28. Starts physical fights 0 1 2 3

29. Lies to get out of trouble or to avoid obligations (ie, “cons” others) 0 1 2 3

30. Is truant from school (skips school) without permission 0 1 2 3

31. Is physically cruel to people 0 1 2 3

32. Has stolen things that have value 0 1 2 3               

The information contained in this publication should not be used as a substitute for the
medical care and advice of your pediatrician. There may be variations in treatment that
your pediatrician may recommend based on individual facts and circumstances.

Copyright ©2002 American Academy of Pediatrics and National Initiative for Children’s
Healthcare Quality

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD.
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Symptoms (continued) Never Occasionally Often Very Often
33. Deliberately destroys others’ property 0 1 2 3

34. Has used a weapon that can cause serious harm (bat, knife, brick, gun) 0 1 2 3

35. Is physically cruel to animals 0 1 2 3

36. Has deliberately set fires to cause damage 0 1 2 3

37. Has broken into someone else’s home, business, or car 0 1 2 3

38. Has stayed out at night without permission 0 1 2 3

39. Has run away from home overnight 0 1 2 3

40. Has forced someone into sexual activity 0 1 2 3

41. Is fearful, anxious, or worried 0 1 2 3

42. Is afraid to try new things for fear of making mistakes 0 1 2 3

43. Feels worthless or inferior 0 1 2 3

44. Blames self for problems, feels guilty 0 1 2 3

45. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3

46. Is sad, unhappy, or depressed 0 1 2 3

47. Is self-conscious or easily embarrassed 0 1 2 3

Somewhat
Above of a

Performance Excellent Average Average Problem Problematic

48. Overall school performance 1          2     3   4        5

49. Reading 1          2     3   4        5

50. Writing 1          2     3   4        5

51. Mathematics 1          2     3   4        5

52. Relationship with parents 1          2     3   4        5

53. Relationship with siblings 1          2     3   4        5

54. Relationship with peers 1          2     3   4        5

55. Participation in organized activities (eg, teams) 1          2     3   4        5

Comments:

For Office Use Only

Total number of questions scored 2 or 3 in questions 1–9: __________________________________________

Total number of questions scored 2 or 3 in questions 10–18: ____________________________

Total Symptom Score for questions 1–18:____________________________________________________________________

Total number of questions scored 2 or 3 in questions 19–26: ____________________________

Total number of questions scored 2 or 3 in questions 27–40: ____________________________

Total number of questions scored 2 or 3 in questions 41–47: ____________________________

Total  number of questions scored 4 or 5 in questions 48–55:____________________________________________________________

Average Performance Score:______________________________________________

D3                                NICHQ Vanderbilt Assessment Scale—PARENT Informant, continued

Today’s Date: ___________  Child’s Name: _____________________________________________  Date of Birth: _______________ 

Parent’s Name: _____________________________________________  Parent’s Phone Number: _____________________________
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NICHQ Vanderbilt Assessment Scale—TEACHER Informant

Teacher’s Name: _______________________________  Class Time: ___________________  Class Name/Period: ________________ 

Today’s Date: ___________  Child’s Name: _______________________________ Grade Level: _______________________________

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating
and should reflect that child’s behavior since the beginning of the school year. Please indicate the number of 
weeks or months you have been able to evaluate the behaviors: ___________.

Is this evaluation based on a time when the child � was on medication � was not on medication � not sure?

Symptoms Never Occasionally Often Very Often 

1. Fails to give attention to details or makes careless mistakes in schoolwork 0 1 2 3      

2. Has difficulty sustaining attention to tasks or activities 0 1 2 3

3. Does not seem to listen when spoken to directly 0 1 2 3

4. Does not follow through on instructions and fails to finish schoolwork 0 1 2 3
(not due to oppositional behavior or failure to understand)

5. Has difficulty organizing tasks and activities 0 1 2 3

6. Avoids, dislikes, or is reluctant to engage in tasks that require sustained 0 1 2 3
mental effort

7. Loses things necessary for tasks or activities (school assignments, 0 1 2 3
pencils, or books)

8. Is easily distracted by extraneous stimuli 0 1 2 3

9. Is forgetful in daily activities 0 1 2 3

10. Fidgets with hands or feet or squirms in seat 0 1 2 3

11. Leaves seat in classroom or in other situations in which remaining 0 1 2 3
seated is expected

12. Runs about or climbs excessively in situations in which remaining 0 1 2 3
seated is expected

13. Has difficulty playing or engaging in leisure activities quietly 0 1 2 3

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks excessively 0 1 2 3

16. Blurts out answers before questions have been completed 0 1 2 3

17. Has difficulty waiting in line 0 1 2 3

18. Interrupts or intrudes on others (eg, butts into conversations/games)  0 1 2 3 

19. Loses temper 0 1 2 3

20. Actively defies or refuses to comply with adult’s requests or rules 0 1 2 3      

21. Is angry or resentful 0 1 2 3

22. Is spiteful and vindictive 0 1 2 3

23. Bullies, threatens, or intimidates others 0 1 2 3

24. Initiates physical fights 0 1 2 3

25. Lies to obtain goods for favors or to avoid obligations (eg, “cons” others) 0 1 2 3

26. Is physically cruel to people 0 1 2 3

27. Has stolen items of nontrivial value 0 1 2 3

28. Deliberately destroys others’ property 0 1 2 3

29. Is fearful, anxious, or worried 0 1 2 3

30. Is self-conscious or easily embarrassed 0 1 2 3

31. Is afraid to try new things for fear of making mistakes 0 1 2 3

The recommendations in this publication do not indicate an exclusive course of treatment
or serve as a standard of medical care. Variations, taking into account individual circum-
stances, may be appropriate.

Copyright ©2002 American Academy of Pediatrics and National Initiative for Children’s
Healthcare Quality

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD.
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D4                          NICHQ Vanderbilt Assessment Scale—TEACHER Informant, continued

Teacher’s Name: _______________________________  Class Time: ___________________  Class Name/Period: _______________

Today’s Date: ___________  Child’s Name: _______________________________ Grade Level: ______________________________

Symptoms (continued) Never Occasionally Often Very Often

32. Feels worthless or inferior 0 1 2 3

33. Blames self for problems; feels guilty 0 1 2 3

34. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3

35. Is sad, unhappy, or depressed 0 1 2 3

Somewhat
Performance Above of a
Academic Performance Excellent Average Average Problem Problematic

36. Reading 1 2 3 4 5

37. Mathematics 1 2 3 4 5

38. Written expression 1 2 3 4 5

Somewhat
Above of a

Classroom Behavioral Performance Excellent Average Average Problem Problematic

39. Relationship with peers 1 2 3 4 5

40. Following directions 1 2 3 4 5

41. Disrupting class 1 2 3 4 5

42. Assignment completion 1 2 3 4 5

43. Organizational skills 1 2 3 4 5    

Comments:

Please return this form to: __________________________________________________________________________________

Mailing address: __________________________________________________________________________________________

________________________________________________________________________________________________________

Fax number: ____________________________________________________________________________________________

For Office Use Only

Total number of questions scored 2 or 3 in questions 1–9: __________________________

Total number of questions scored 2 or 3 in questions 10–18: ________________________

Total Symptom Score for questions 1–18: __________________________________________

Total number of questions scored 2 or 3 in questions 19–28: ________________________

Total number of questions scored 2 or 3 in questions 29–35: ________________________

Total number of questions scored 4 or 5 in questions 36–43: ________________________

Average Performance Score:______________________________________________
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