NAME OF PRACTICE                            

ADHD INTERIM ASSESSMENT FORM 

DATE:

	Last Name                                                                    First                                                               DOB

	Allergies:   NKDA       LIST ALLERGIES


	Grade:
	Therapist:

	
	School:
	Psychiatrist:

	WT                     HT                      BP
	Teachers:
	Other:

	Last F/U                           Last C/U
	
	

	ADHD Category:
	
	

	Medications/Dose:

1.

2.

3.
	Side Effects:
	Tutoring / Chapter 1

Special Ed / IEP

Legal Intervention

Other____________________________________________________________

__________________________________

Psychological Testing

        Date (most recent)_______________

________________________________________________________________________________________________________________________________________

	   Rating Scales (Vanderbilt)
	

	
	I
	HA
	TSS
	ODD/CD
	A/D
	AP 
	SP
	

	PARENT
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	

	TEACHER
	
	
	
	
	
	
	
	

	  Additional Observations

	

	

	

	

	

	

	

	

	

	

	

	

	

	Assessment:        Acceptable Functioning     Yes        No

	

	

	Plan:

	

	

	

	

	

	


 Office visit ________minutes in which >50% was counseling.

___________________________________________________________

RTC: ________mo.(s)________wk(s)________day(s)                                                      SIGNATURE







