


10. How often do you fidget or squirm with your hands or feet when you 
have to sit for a long time?

0 1 2 3 4

11. How often do you leave your seat in meetings or other situations in 
which you are expected to remain seated?

0 1 2 3 4

12. How often do you feel restless or fidgety? 0 1 2 3 4

13. How often do you have difficulty unwinding and relaxing when you have 
time to yourself?

0 1 2 3 4

14. How often do you feel overly active and compelled to do things, like you 
were driven by a motor?

0 1 2 3 4

15. How often do you find yourself talking too much in social situations? 0 1 2 3 4

16. When you are in a conversation, how often do you finish the sentences 
of people you are talking to?

0 1 2 3 4

17. How often do you have difficulty waiting your turn in situation when turn 
taking is required?

0 1 2 3 4

18. How often do you interrupt others when they are busy? 0 1 2 3 4

 ADULT SELF REPORT SCALE: SYMPTOM CHECKLIST 

Patient Name ___________________________________________________________ Date _____________________________________________ 

Please answer the questions below, rating yourself in each of the criteria 
shown using the scale on the right side of the page. As you answer each 
question, circle the correct number that best describes how you have felt 
and conducted yourself over the past 6 months. 
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PART A SCORE   ____

PART B SCORE   ____

TOTAL SCORE   ____ 
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1. How often do you make careless mistakes when you have to work on a 
boring or difficult project? 

0 1 2 3 4

2. How often do you have difficulty to keep your attention when you are 
doing boring or repetitive work?

0 1 2 3 4

3. How often do you have difficulty concentrating on what people say to 
you, even when they are speaking directly to you?

0 1 2 3 4

4. How often do you have trouble wrapping up the final details of a project, 
once the challenging parts have been done?

0 1 2 3 4

5. How often do you have difficulty getting things in order when you have 
to do a task that requires organization?

0 1 2 3 4

6. When you have a task that requires a lot of thought, how often do you 
avoid or delay getting started?

0 1 2 3 4

7. How often do you misplace or have difficulty finding things at home or 
work?

0 1 2 3 4

8. How often are you distracted by activity or noise around you? 0 1 2 3 4

9. How often do you have problems remembering appointments or 
obligations?

0 1 2 3 4



HEADACHE HISTORY 

Name ______________________________________________ Date ____________________ 

It may seem strange to ask a person where his headache hurts, but the exact location in the head is important 
to help us make an accurate diagnosis. Please read through the entire history, then answer each question to 
the best of your ability and as accurately as possible. If uncertain, leave blank. 

1. Location 

Indicate the area of your head where your headaches seem to be concentrated. Please check those 
that apply: 

 A.   Always on one side              ( R ) ______  ( L ) ______
 B.   Alternates 
 C.   Always on both sides 
 D.  Over eyes 
 E.   In eyes 
 F.   Under eyes 
 G.   Between eyes 
 H.  Behind eyes 
 I.   In temples 
 J.   In teeth 
 K.  Over cheeks 
 L.  In top of head 
 M. In side of head 
 N.  In back of head 
 O.  In neck - back 
 P.   In ears 
Q.  Other 

2. How long have you had these headaches? 

 A. They have become: 

____ Less Severe ____ Less Frequent

____ More Severe  ____ Same Frequent

____ Same Severity

____ More Frequent  

B. They occur: 

____ 1. Daily

____ 2. Weekly

____ 3. Monthly

____ 4. Periodic (several headaches followed by period of no headaches, only to 

             recur several months later). 

____ 
____
____
____
____
____
____
____
____
____
____
____
____
____
____
____
____



C. They begin: 

 1. Slowly (over 20-30 minutes). 

2. Abruptly 

D. They last: 

 1. Seconds 

2. Minutes 

3. Hours 
4. Days 

3. Headaches occur most often: (Please check appropriate blank). 

 A. Upon awakening in A.M. 

 B. Awakened in A.M. by headache 
 C. After getting up 

 D. Late morning 
 E. Later in day 

 F. Late afternoon 
 G. In evening 
 H. Awaken from sleep about 1-3 hours after going to bed 
I. (In Females) In association with monthly periods 

 J. Every day for several days, then no headaches for periods of time 

 K. Just before meals 
 L. 1-2 hours after meals 
 M. Do you ever miss or skip meals and have headaches occur at time of normal meals? 
 N. Several hours after missing usual meal hour 

 O. Other ____________________________________________________________________________ 

4. Headache pain best described as: 

 A. Steady 
 B. Pulsating 

 C. Throbbing 

 D. Shooting (if so, write from where to where)   _______________________________________________

      __________________________________________________________________________________
 

E. Other _____________________________________________________________________________ 

5. Headaches are accompanied by: (Please check Yes or No) 

YES    NO 
 A. Blockage or obstruction to breathing through nose. 

1. If headache on only one side, nose obstructs same side 
2. Both sides 

 B. Runny nose 

1. If headache on only one side, runny nose on same side. 
2. Both sides 

 C. Redness and watering of eye 
1. If headache on only one side, the side of headache 
2. Both sides 

____   ____ 
____   ____ 
____   ____ 

____   ____ 
____   ____ 
____   ____ 

____   ____ 
____   ____ 
____   ____ 

____
____

____
____

____
____

____
____
____
____

____
____
____
____

____
____
____
____

____
____
____

____
____
____
____

____



 D. Changes in eyesight with headaches 

1. Flashes of light

2. Decreased area of vision (tunnel vision)

3. Double Vision 

 E. Gastro-intestinal Symptoms 

 F. Chest symptoms 

6. List ALL medications you now take including non-prescription drugs (and birth control pills if taken). 

7. Is there anything that you know of that brings on a headache? _____________________________

 

8. Is there anything that you know of that aggravates a headache?____________________________ 

 

9. Is there anything that makes your headache better?_____________________________________ 

 

10. Does reading or close work make headaches worse? ___________________________________

 

11. Does exertion make headaches worse?______________________________________________ 

 

12. Do you have any of the following diseases? ___________________________________________

1. Arthritis 
2. Rheumatic disease 
3. High blood pressure (Hypertension) 
4. Diabetes 
5. Chronic kidney disease 
6. Ulcers of the stomach 
7. Asthma 
8. Hay fever 
9. Food allergies 

 10. Chronic constipation 

YES       NO

_____    _____

_____    _____

_____    _____

_____    _____

1. Nausea

2. Vomiting

3. Abdominal Cramps

4.Diarrhea

1. Chest Pain

2. Shortness of breath

3. Diffi culty breathing

_____    _____

_____    _____

_____    _____

_____    _____

_____    _____

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_____    _____
_____    _____
_____    _____
_____    _____
_____    _____
_____    _____
_____    _____
_____    _____
_____    _____
_____    _____

YES       NO

_____    _____

_____    _____

_____    _____

_____    _____



 

14.    Do you smoke? _______________________________        
         What? ______________________________________ 
         How many? __________________________________ 
 

15.    Do you use alcohol? ___________________________ 
         How much per day? ___________________________ 
         What form or forms? ___________________________ 
 

Beer __________________________________        Bourbon ____________________________________ 
Scotch ________________________________         Vodka 
______________________________________ 
Wine  _________________________________         Gin ________________________________________ 
Other  _________________________________ 
 

16.    Does headache ever occur within 30 minutes after use of alcohol? ___________________________________  

  YES         NO  

13.    Please list all illnesses you have had for the past 3 years.____________________________________________   
         _________________________________________________________________________________________ 
         _________________________________________________________________________________________ 
         _________________________________________________________________________________________ 

_____      _____ 

 
 
 
 

_____      _____ 

19.    Do you have:  

17.   Have you ever had a severe head injury?  

        When?  _________________________________________________________________ 

        What? __________________________________________________________________ 

        How?  __________________________________________________________________ 

 

18. Have you ever had a severe neck injury? 

        When?  _________________________________________________________________ 

        What? __________________________________________________________________ 

        How? ( Auto  accident,  sports, fall, etc. ) _______________________________________           

        _______________________________________________________________________ 

A. Feelings of tenseness of anxiety with no real cause 

B. Financial problems 

C. Marital problems 

D. Problems with neighbors 

E. Problems with employer 

F. Problems with fellow employees 

G. Problems with children 

H. Problems with in-laws 

I. Other_____________________________________________________________________ 

___________________________________________________________________________

___________________________________________________________________________ 

  YES         NO  

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 

_____      _____ 



BRAINCORE
VANDERBILT ASSESSMENT SCALE – Parent Informant #6175

Name of child:___________________ Gender:______ Age:___ Grade:_____Date: ____________

Completed by: _________________________ 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 behavior in the past 6 months.

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

Never Occasionally Often
Very

OftenSymptoms

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

0 1 2 3

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 on instructions and fails to finish schoolwork, chores, or duties 0 1 2 3

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

6.
Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (e.g.,
schoolwork or homework)

0 1 2 3

7.
Loses things necessary for tasks or activities (e.g., toys, school assignments, pencils,
books, or tools)

0 1 2 3

8. Is 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 seated is expected 0 1 2 3

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

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. Argues with adults 0 1 2 3

20. Loses temper 0 1 2 3

21. Actively defies or refuses to go along with adult 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

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 embarrased 0 1 2 3

..
Performance
Academic Performance

Excellent
Above

Average
Average

Somewhat
of a

Problem
Problematic

48. Reading 1 2 3 4 5

49. Mathematics 1 2 3 4 5

50. Written expression 1 2 3 4 5

. Classroom Behavioral Performance Excellent
Above

Average
Average

Somewhat
of a

Problem
Problematic

51. Relationship with peers 1 2 3 4 5

52. Following directions 1 2 3 4 5

53. Disrupting class 1 2 3 4 5

54. Assignment completion 1 2 3 4 5

55. Organizational skills 1 2 3 4 5

Comments:

For Office Use Only

Total number of items scored 2 or 3 in items 1-9: _____ (ADHD, predominantly inattentive type—6 or more symptoms)

Total number of items scored 2 or 3 in items 10-18:_____ (ADHD, predominantly hyperactive-impulsive type—6 or
more symptoms)

Total number of items scored 2 or 3 for items 1-18:_____ (ADHD, combined type—6 or more symptoms of both types)

Total number of items scored 2 or 3 in items 19-26:_____ (oppositional defiant disorder screen—4 or more symptoms)

Total number of items scored 2 or 3 in items 27-40:_____ (conduct disorder screen—3 or more symptoms)

Total number of items scored 2 or 3 in items 41-47:_____ (anxiety/depression screen—3 or more symptoms)



Scoring Instructions for the Vanderbilt Assessment Scale—Parent Informant

The Vanderbilt Assessment Scale has two components: symptom assessment and impairment of performance.

For the ADHD screen, the symptoms assessment component screens for symptoms that meet the criteria for both inattentive

(items 1-9) and hyperactive-impulsive ADHD (items 10-18). To meet DSM-IV criteria for the diagnosis of ADHD, one must have
at least 6 responses of "Often" or "Very Often" (scored 2 or 3) to either the 9 inattentive or 9 hyperactive-impulsive items, or
both and a score of 4 or 5 on any of the Performance items (48-55). There is a place to record the number of symptoms that
meet this criteria in each subgroup.

The Vanderbilt Assessment Scale also contains items that screen for 3 other co-morbidities: oppositional defiant disorder,
conduct disorder, and anxiety/depression.

For the oppositional defiant disorder screen there must be a score of 2 or 3 on 4 of the 8 items (19-26) on the subscale and

a score of 4 or 5 on any of the Performance items (48-55).

For the conduct disorder screen there must be a score of 2 or 3 on 3 out of the 14 items (27-40) on this subscale and a score

of 4 or 5 on any of the Performance items (48-55).

For the anxiety/depression screen there must be a score of 2 or 3 on 3 of the 7 items (41-47) and a score of 4 or 5 on any of

the Performance items 48-55).

The Vanderbilt Assessment Scale should NOT be used alone to make a diagnosis. The practitioner must consider information
from other sources.


