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ADD / ADHD INFORMATION PACKET

Enclosed you will find important information regarding your diagnosing your child & treatment plans if necessary.  For 
children su�ering from ADD or ADHD, we help diagnose & create e�ective treatment plans through the QbTest 
System.

About the QbTest
QbTest is an FDA cleared, CE marked and widely used objective test that measures activity, attention and 
impulsivity. It is a computer-based test that combines attention measurements with an activity analysis based on a 
motion tracking system. The test results are instantly analyzed and presented in a report that compares a patient's 
results with a group of people of the same age and gender who do not have ADHD.

In all, there are three preliminary stages to diagnosing & treating ADD / ADHD. First, we schedule an initial consult with 
you & your child. Second, if necessary, we schedule a time for you to come in for the QbTest, which takes around 15 to 
20 minutes. Lastly, if necessary, we schedule a final appointment to review results & possible treatment plans.

Prior to your first visit, please complete the three forms in this packet. Email completed forms to: 
frontdesk@palonline.net or fax them to: (770) 277 - 9169.

1. ADHD Intake Form - To be completed by parent
2. Parent Vanderbilt Form - To be completed by parent
3. Teacher Vanderbilt Form - To be comleted by teacher
4. Cardiac Questionnaire - To be completed by parent

Thank you for your attention! Once we receive your completed forms, our o�ce will reach out to schedule your initial 
consultation.  If you have any questions, please feel free to contact our o�ces.

PAL
Your Medical Home
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ADD / ADHD INTAKE FORM

Patient:       Date:

Date of Birth:       Grade:

Was your child born premature or at term? If premature, how early?

Were there any complications with the pregnancy or delivery of your child?If so, please describe:

Does your child have any problems with sleep such as snoring, poor quality, frequent nightmares, or trouble initiating 
sleep?If so, please describe:

Does your child have a di�cult temperament? (IE had colic, lots of tantrums, picky eating, trouble with babysitters, 
etc.?)

Has your child ever needed speech therapy, physical therapy, or occupational therapy? If so, please describe:

Have you ever been concern that your child might seriously harm his/herself or someone else?

Has your child ever heard voices that wasn’t their’s or described visions that didn’t exist?

Have you ever sought psychological counseling for your child?

Has your child ever had conflict with teachers, sta�, or peers at school?

Has your child ever been suspended from school?

Has there ever been in discussions regarding repeating a grade at school?

Has your child ever had an Individualized Education Plan (IEP)?
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THE FOLLOWING FORM IS 
TO BE COMPLETED BY THE 

PARENT



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.

Revised - 1102



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:

NICHQ Vanderbilt Assessment Scale—PARENT Informant

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

Parent’s Name: _____________________________________________  Parent’s Phone 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 19–26:__________________________

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: ______________________________________________
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THE FOLLOWING FORM IS 
TO BE COMPLETED BY YOUR 

CHILD’S MAIN TEACHER



HE0351

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.

Revised - 0303
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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:______________________________________________

11-20/rev0303
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CARDIAC RISK ASSESSMENT 
FORM TO BE COMPLETED BY 

PARENT



Updated 05.11.17

Pediatric Cardiac Risk Assessment Form
Complete this form for each person under the age of 50, including children, periodically during 
well child visits including neonatal, preschool, before and during middle school, before and 
during high school, before college and every few years through adulthood.  If you answer “Yes” 
or “Unsure” to any questions, read the back of this form. 

Name:_______________________________________ Age:_______    Date:______________________________ 

Individual History Questions: Yes No Unsure
Has this person fainted or passed out DURING exercise, emotion or startle?  
Has this person fainted or passed out AFTER exercise?  
Has this person had extreme fatigue associated with exercise (different from others of similar age)? 
Has this person ever had unusual or extreme shortness of breath during exercise? 
Has this person ever had discomfort, pain or pressure in his chest during 
or  heart “racing or skipping beats”? 
Has a doctor ever told this person they have:   high blood pressure   high cholesterol     a heart 
murmur or  a heart infection?   (Check all that apply) 

Has a doctor ever ordered a test for this person’s heart? If yes, what test and when? 

Has this person ever been diagnosed with an unexplained seizure disorder or exercise-induced asthma?  If 
yes, which one and when? 
Has this person ever been diagnosed with any form of heart/cardiovascular disease? If yes, what was the 
diagnosis? 
Is this person adopted, or was an egg or sperm donor used for conception? 
Family History Questions (think of grandparents, parents, aunts, uncles, cousins and siblings): 
Are there any family members who had a sudden, unexpected, unexplained death before age 50? 
(including SIDS, car accident, drowning, passing away in their sleep, or other) 
Are there any family members who died suddenly of “heart problems” before age 50? 
Are there any family members who have had unexplained fainting or seizures? 
Are there any family members who are disabled due to “heart problems” under the age of 50? 
Are there any relatives with certain conditions such as: 

  

 

 Coronary artery atherosclerotic disease (Heart attack, age 50 years or younger) 
 

 Pacemaker or  implanted cardiac defibrillator (if yes, whom and at what age was it implanted?) 
Other form of heart/cardiovascular disease or mitochondrial disease 
Has anyone in the family had genetic testing for a heart disease? If yes, for what disease? 
________________________________  Was a gene mutation found? Circle one: YES/NO
Explain more about any “yes” answers here:

   
Evaluation for heart murmur in both supine and standing position and during valsalva  
Femoral pulse  
Brachial artery blood pressure – taken in both arms
Evaluation for Marfan syndrome stigmata 

Person Completing Form: _______________________________________________
Print Name

Physical Exam from Physician should include: Normal   Abnormal

Questions shaded in gray represent questions that we believe are of more signi�cance and concern and a referral for cardiac evaluation should be considered.

Check the appropriate box(es):  Hypertrophic cardiomyopathy (HCM)  Dilated cardiomyopathy (DCM) 
 Arrhythmogenic right ventricular cardiomyopathy (ARVC)  Long QT syndrome (LQTS)  Short QT 

syndrome  Brugada syndrome  Catecholaminergic polymorphic ventricular tachycardia  Aortic 
rupture or Marfan syndrome  Ehlers-Danlos syndrome  Primary pulmonary hypertension  Congenital 
deafness (deaf at birth) 

PROOF


