Orchard Park Pediatrics
Parent Assessment

For each item, please mark the box for Yes, No, or N/A.  Please give your answers on the basis of your child’s behavior over the last six months.








Child’s Name___________________________________________________________

Date of Birth___________________________________________________________

	
	YES
	NO
	N/A

	Does your child have a difficult time resting or sleeping at night?
	
	
	

	Does your child seem overactive or more active than what you expect?
	
	
	

	Is your child excitable in many different situations?
	
	
	

	Does your child seem impulsive?
	
	
	

	Does your child have a hard time following through on homework?
	
	
	

	Does your child have a hard time following through on household tasks/chores?
	
	
	

	Is your child easily distracted by things around them?
	
	
	

	Does your child have a hard time paying attention to the task at hand
	
	
	

	Do you notice temper outbursts
	
	
	

	Does your child have a difficult time sitting still or staying in one place?
	
	
	

	Does your child seem to disturb siblings or other children in close contact?
	
	
	

	Does your child rush through assigned tasks just to get it done? 
	
	
	

	Is your child easily frustrated by homework or household tasks/chore?
	
	
	

	Is your child emotional in situations?
	
	
	

	Does your child cry easily?
	
	
	

	Do you notice sudden changes in his/her mood?
	
	
	

	Do you notice drastic changes in his/her mood?
	
	
	

	Do you feel that your concerns have been an ongoing issue?
	
	
	

	Have any other family members expressed any related concerns?
	
	
	

	Do you have any additional comments about your child that you would like to share?
	
	
	


Additional Comments:

Signature: _____________________________________ Date_______________________

Thank you very much for your help
