. NICHQ Vanderbilt Assessment Follow-up—TEACHER Informant, continued

Teacher’s Name: Class Time: Class Name/Period:

Today’s Date: Child’s Name: Grade Level:
Side Effects: Has your child experienced any of the following side ~ Are these side effects currently a problem?
effects or problems in the past week? " None - Mild Moderate = Severe
Headache ‘

~ Stomachache B — -

~ Change of apy appetiteiexpléiﬁ.f}_é__i_'?;\‘}i;i e

Trouble sleeping

Irritability in the late mornmg, late afternoon, or evenmg—explaln below

Socially w1thdrawn—decreased interaction with others

Extreme sadness or unusual crying

Dull tlred listless behavlor

Tremorslfeelmg shaky ..
~ Repetitive movements, tics, jerking, twitching, eye blinking—explain below »

Picking at skin or fingers, nail biting, lip or cheek chewing—explain below
Sees or hears things that aren’t there

Explain/Comments:

For Office Use Only
Total Symptom Score for questions 1-18:

Average Performance Score:

Please return this form to: b LORIDA HYSICIAN S

ME DI =S A = R O u P
Mailing address: JOSEPH J. KEELEY, MD, FAAP
DIPLOMATE, AMERICAN BDARD DF PEDIATRICS
PamM BADZINSKI, ARNP

THE CENTER FOR CHILD DEVELOPMENT
615 E. PRINCETON, SUITE 401e¢ DRLANDDO, FLORIDA 328023
Fax munber: 407-B98-6005 @ FAX 407-898-7722
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