Child Intake Questionnaires                                                                 The Amen Clinic for Behavioral Medicine


MARK S. KOSINS, MD

DIPLOMAT-AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY

647 CAMINO DE LOS MARES #226



949.489.9898 (P)

SAN CLEMENTE, CA 92673




949.489.2569 (F)

Dear: _________________________________


Date: ______________________

You will be getting what we call an Amen Intake.  Actually, it is a number of things that I have put together to give us the best information when evaluating a SPECT scan or just in evaluating information on brain systems in general.

You will be receiving the following:  (These are the instructions)

A. The Amen Clinic Information:

1. A referral to the Amen Clinic.  Call the Amen Clinic and tell them you want to get a SPECT scan.  I will fax them a referral first.  In the case that you need two scans, you will need to go to the clinic twice.  Once you have an appointment, ask them when I will have the results.  As soon as they tell you, call my office and schedule a time to see me about 5-10 days after they say I will have the results of the scans.

2. Directions to the Amen Clinic (in Newport Beach) and a sheet about what to eat or not eat and what medication to take or not take.

3. A Brain System Checklist- You MUST take this to the Amen Clinic and make a copy to bring to our office at your next evaluation (usually before you and I meet again).

B. Forms to fill out in advance for our office.  You will bring these in to be scored.  An appointment for about two (2) hours will be scheduled to come back to your office in the next week or so to be interviewed and score these forms.  Please fill them out completely in advance.  They will be scored and will be part of your evaluation.
C. Testing to be filled out in advance.  These are pencil and paper tests.  Bring them filled out and give to Susan or anyone at the front desk when you come in for your appointment for the interview.  Testing is individualized for children, adolescents and adults.  Once they are scored, they will be interpreted by a psychologist, and become part of your evaluation.
So after your evaluation with me today you will:

a. Go to the Amen Clinic to get one or two scans as we have discussed.

b. Bring in or mail testing to be filled out in advance.

c. Schedule and appointment to see me for a follow up visit to go over all of this as discussed above.  Remember, I would like to see you 5-10 days AFTER Dr. Amen says that I will have the results.  On that day, you will see ___________________ for an hour, followed by an appointment with me for 30 minutes.

Sincerely, Mark Kosins, M.D.

The charge for all of the above is as follows: $1,000 per scan to the Amen Clinic 

________  to our office for the following:

a. Our evaluation today and setting up the SCAN evaluation and treatment plan

b. My review of the scans and any documents you may bring in for review

c. Psychological testing as needed (up to $250 additional)

d. Scoring of all forms and checklists, including meeting with my associate if required.

e. Meeting with myself and sometimes my assistant to explain the scans, testing, and all results to you and to develop a care plan for continued treatment.

f. A book or DVD of your choice.

This is the Amen Clinic Information:

It includes a referral to the Amen Clinic, directions and a Brain Systems Checklist.  If completing a packet that includes a duplicate copy, please take the white copy to the Amen Clinic when you have your scan and return the yellow copy to our office.

If completing online, please make a copy of the Brain System Checklist to return to our office. Instructions are attached.

If you live far away, we may ask you to mail the Brain System Checklist and additional forms and checklists and testing (if included) to our office.

	Patient Information

	Patient’s Name: 
	
	Weight:
	
	Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female

	Date of Birth: 
	
	Age:
	
	Marital Status: 
	 FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Separated  

 FORMCHECKBOX 
 Divorced 

 FORMCHECKBOX 
 Widowed

	Home Address: 
	

	
	

	Home Phone: 
	
	Alternate Phone:
	

	Name of Parent or Guardian:
	

	
	(Needs to be completed if patient is under 18 years of age).

	Referral Source

	Referral Source:
	Mark Kosins MD  or _________________
	Degree:
	

	Address:
	647 Camino De Los Mares #226  San Clemente, Ca 92673

	Phone:
	949-489-9898
	Fax:
	949-489-2569
	E-mail:
	Markkosins@aol.com or

	
	
	
	

	Professional License No:
	A25406 or _________________
	Patient’s Medication
	Status for Test (circle one)

	Reason for Referral
	
	On
	Off

	Diagnosis: ICD-9 code(s):
	
	
	On
	Off

	Description:
	
	
	On
	Off

	
	
	On
	Off

	Services Requested:
	 FORMCHECKBOX 
 Full Evaluation (history/2scans/follow-up)

	 FORMCHECKBOX 
 Evaluation (historian review/doctor’s evaluation)

	 FORMCHECKBOX 
 Concentration SPECT  FORMCHECKBOX 
 Resting SPECT  FORMCHECKBOX 
 Concentration and Resting SPECT   FORMCHECKBOX 
 On Medication SPECT

	 FORMCHECKBOX 
  Doctor’s Follow-up/Review of SPECT

	Payment Policies:  Please inform your patient that they will be responsible for payment for their services at the time services are rendered.  A $250 non-refundable deposit is required to schedule an appointment.

	Cancellation Policies:  Our office has a 24-hour cancellation policy for scheduled appointments.  Cancellations MUST be received 24 hours in advance and during regular office hours (Monday through Friday 9:00am to 5:00pm).  This policy is required because we must preorder the diagnostic radionuclide for all scans.  Appointments not cancelled with 24-hours notice will be charged the full $400 appointment fee at the clinic’s discretion.


I have read the above cancellation and payment policy and by signing below, I have agreed that I will have the above financial responsibility charged to my credit card if I don’t give proper notification.

____________________________________________
____________________

Name






Date

_____________
______________________________________________________________
____________________

Card Type
Card Number







Exp Date

THE AMEN CLINIC NEWPORT BEACH, INC.

SCANS ONLY

Thank you for your interest in The Amen Clinic, Newport Beach, Inc.  The following will be helpful information for you:

· Please complete the enclosed Amen Brain System Checklist and bring it to your first appointment.

· We are strictly a diagnostic center.  Therefore, we do not write prescriptions and we do not do follow-up treatment.

· The cost for each SPECT scan is $1000.00 (concentration and resting) and payable at the time of your visits.  We accept personal checks and most credit cards.

· We do not bill insurance.  We will give you a Super Bill for you to directly submit to your insurance company for reimbursement.

· There is an IV injection of a radioisotope for both SPECT scans.

· We are not Medicare or Medi-Cal providers.

· The scans and reports are mailed back to your referring physician. 

· It usually takes 10 working days to get your final report.

· Please bring a list of the medications that you are currently taking.  Include the dosage, frequency, supplements, vitamins, etc.

· No fasting is required for the scans.  Eat meals as usual.

· NO CAFFEINE, NICOTINE, ASPIRIN OR COLD MEDICATION ON THE DAY OF YOUR SCAN.
· Discontinue stimulants 4 days prior to the scan, usually all other medications should be lowered as much as possible under your doctor’s supervision.  Our goal is to get as clear a scan as possible.

· Please have the name, address and phone number of your referring doctor.

· In the event we do not have 24-hour notice of cancellation, you will be charged $400.00 for the medication that has been specially ordered for your SPECT scan. 

We hope you find the above information helpful.  If you have questions or need further information, please do not hesitate to call.

Thank you,

Daniel G. Amen, MD and Staff
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4019 Westerly Place, Suite 100

Newport Beach, Ca  92660

2nd driveway from Dove St.  Park in large parking lot.

DIRECTIONS:

From John Wayne Airport:

Exit the airport by turning right on MacArthur Boulevard.  Turn right on Campus Dr.  Turn left on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard.

From Pacific Coast Highway (Hwy 1):

Take Pacific Coast Highway (Hwy 1) north to Jamboree.  Turn right on Jamboree and continue until MacArthur Blvd.  You will cross over Hwy 73.  Turn left on MacArthur Blvd.  Turn left on Birch.  Turn left on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard.

From San Diego or I-405 North:

Take I-405 North to MacArthur Blvd.  Turn left on MacArthur Blvd.  Turn right on Birch.  Turn left on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard.

From South Bay/San Fernando Valley/West Los Angeles:

Take I-405 South to 73 Fwy South.  Exit Campus Dr.  Turn left on Campus Dr.  Turn right on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard.

From the Los Angeles Area:

Take I-5 South to 55 Fwy South.  Take I-405 South.  Exit at MacArthur Blvd.  Turn left on MacArthur Blvd.  Turn right on Birch.  Turn left on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard.

From the San Diego Area/South Orange County:

Take I-5 North to I-405 North.  Exit at MacArthur Blvd.  Turn left on MacArthur Blvd.  Turn right on Birch.  Turn left on Dove.  Turn right on Westerly Place.  Our address is 4019 Westerly Place, Ste. 100.  Enter our suite from the courtyard. 

Brain System Checklist

Please rate yourself on each of the symptoms listed below using the following scale.  If possible, to give us the most complete picture, have another person who knows you well (such as a spouse, lover or parent) rate you as well.   

List other ___________________​​​​​​​​​​​​​​​​​​​​​​__________________________

    0

    1

     2

      3

           4

      

N/A

Never

Rarely
         Occasionally
Frequently
Very Frequently        Not Applicable/Not Known
Other    Self

Prefrontal Cortex…Inattention Symptoms   6/18

____    ___ 1. 
Fails to give close attention to details or makes careless mistakes

____    ___ 2. 
Trouble sustaining attention in routine situations (i.e., homework, chores, paperwork)

____    ___ 3. 
Trouble listening

____    ___ 4. 
Fails to finish things

____    ___ 5. 
Poor organization for time or space (such as backpack, room, desk, paperwork)

____    ___ 6. 
Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 

____    ___ 7. 
Loses things 

____    ___ 8. 
Easily distracted

____    ___ 9. 
Forgetful

____    ___10.   Poor planning skills

____    ___11.
Lack clear goals or forward thinking

____    ___12.
Difficulty expressing feelings

____    ___13.
Difficulty expressing empathy for others

____    ___14.
Excessive daydreaming 

____    ___15.
Feeling bored

____    ___16.
Feeling apathetic or unmotivated  

____    ___17.
Feeling tired, sluggish or slow moving

____    ___18.
Feeling spacey or “in a fog

 Hyperactivity-Impulsivity Symptoms    4/9

____    ___19.
Fidgety, restless or trouble sitting still

____    ___20.
Difficulty remaining seated in situations where remaining seated is expected 

____    ___21.
Runs about or climbs excessively in situations in which it is inappropriate 

____    ___22.
Difficulty playing quietly 

____    ___23.
"On the go" or acts as if "driven by a motor"

____    ___24.
Talks excessively

____    ___25.
Blurts out answers before questions have been completed 

____    ___26.
Difficulty awaiting turn

____    ___27.
Interrupts or intrudes on others (e.g., butts into conversations or games)

____    ___28.
Impulsive (saying or doing things without thinking first)

Cingulate System   5/17

____    ___29.
Excessive or senseless worrying

____    ___30.
Upset when things do not go your way 

____    ___31.
Upset when things are out of place

____    ___32.
Tendency to be oppositional or argumentative

____    ___33.
Tendency to have repetitive negative thoughts 

____    ___34.
Tendency toward compulsive behaviors

____    ___35.
Intense dislike for change

____    ___36.
Tendency to hold grudges

____    ___37.
Trouble shifting attention from subject to subject

____    ___38.
Trouble shifting behavior from task to task

____    ___39.
Difficulties seeing options in situations

____    ___40.
Tendency to hold on to own opinion and not listen to others

____    ___41.
Tendency to get locked into a course of action, whether or not it is good 

____    ___42.
Needing to have things done a certain way or you become very upset

____    ___43.
Others complain that you worry too much

____    ___44.
Tend to say no without first thinking about question
____    ___45.
Tendency to predict fear
____   ___46.
Frequent feelings of sadness

Limbic     5/18

____   ___47.
Moodiness 

____   ___48.
Negativity

____   ___49.
Low energy

____   ___50.
Irritability

____   ___51.
Decreased interest in others 

____   ___52.
Decreased interest in things that are usually fun or pleasurable 

____   ___53.
Feelings of hopelessness about the future

____   ___54.
Feelings of helplessness or powerlessness

____   ___55.
Feeling dissatisfied or bored

____   ___56.
Excessive guilt

____   ___57.
Suicidal feelings 

____   ___58.
Crying spells

____   ___59.
Lowered interest in things usually considered fun

____   ___60.
Sleep changes (too much or too little)

____   ___61.
Appetite changes (too much or too little)

____   ___62.
Chronic low self-esteem

____   ___63.
Negative sensitivity to smells/odors

Basal Ganglia    5/25

____   ___64.  Frequent feelings of nervousness or anxiety

____   ___65.  Panic attacks

____   ___66.  Symptoms of heightened muscle tension (headaches, sore muscles, hand tremor)

____   ___67.  Periods of heart pounding, rapid heart rate or chest pain

____   ___68.  Periods of trouble breathing or feeling smothered

____   ___69.  Periods of feeling dizzy, faint or unsteady on your feet

____   ___70.  Periods of nausea or abdominal upset

____   ___71.  Periods of sweating, hot or cold flashes

____   ___72.  Tendency to predict the worst

____   ___73.  Fear of dying or doing something crazy

____   ___74.  Avoid places for fear of having an anxiety attack
____   ___75.  Conflict avoidance

____   ___76.  Excessive fear of being judged or scrutinized by others
____   ___77.  Persistent phobias

____   ___78.  Low motivation

____   ___79.  Excessive motivation

____   ___80.  Tics (motor or vocal)

____   ___81.  Poor handwriting

____   ___82.  Quick startle

____   ___83.  Tendency to freeze in anxiety provoking situations

____   ___84.
Lacks confidence in their abilities

____   ___85.
Seems shy or timid

____   ___86.
Easily embarrassed

____   ___87.
Sensitive to criticism

____   ___88.
Bites fingernails or picks skin

Temporal Lobe   5/13

____   ___89.
Short fuse or periods of extreme irritability

____   ___90.
Periods of rage with little provocation

____   ___91.
Often misinterprets comments as negative when they are not

____   ___92.
Irritability tends to build, then explodes, then recedes, often tired after a rage

____   ___93.
Periods of spaciness or confusion

____   ___94.
Periods of panic and/or fear for no specific reason


____   ___95.
Visual or auditory changes, such as seeing shadows or hearing muffled sounds

____   ___96.
Frequent periods of deja vu (feelings of being somewhere you have never been)

____   ___97.
Sensitivity or mild paranoia

____   ___98.
Headaches or abdominal pain of uncertain origin

____   ___99.
History of a head injury or family history of violence or explosiveness

____   ___100. Dark thoughts, may involve suicidal or homicidal thoughts

____   ___101. Periods of forgetfulness or memory problems
B. B.  These are the forms and checklists to fill out when you come for your next visit for an additional evaluation.  Please bring them filled out in advance to our San Clemente office.

They include:

General Systems Checklist

Learning Screening Questions

A Medical Review

In the case of children and adolescents, there are forms for the parents to fill out on themselves as well.  Bring or mail them in with a copy of the Brain Systems Checklist that you will take to the Amen Clinic for your scan.

In certain cases or if you live far away we may ask you to mail in these forms as a convenience.

Child/Teen General Symptom Checklist

Parents please rate your child or teen on each of the symptoms listed below using the following scale.  If possible, to give us the most complete picture, have the child or teen rate him/herself as well. For young children it may not be practical to have them fill out the questionnaire.  Use your best judgment and do the best you can.

0

   1

   2                         3                        
4


NA

Never

Rarely
         Occasionally
Frequently
Very Frequently        Not Applicable/Not Known
Ch/Tn   Parent   296.2   5/10

____    ___  1. Depressed or sad mood  

____    ___  2. Not as much interest in things that are usually fun

____    ___  3. Significant recent weight or appetite changes

____    ___  4. Recurrent thoughts of death or suicide

____    ___  5. Sleep changes, lack of sleep or  marked increase in sleep

____    ___  6. Low energy or feelings of tiredness

____    ___  7. Feelings of being worthless, helpless, hopeless or guilty

____    ___  8. Plays alone or appears socially withdrawn

____    ___  9. Cries easily

____    ___ 10. Negative thinking



296.7 4/8

____    ___  11. Periods of an elevated, high or irritable mood

____    ___  12. Periods of a very high self esteem or big thinking

____    ___  13. Periods of decreased need for sleep without feeling tired

____    ___  14. More talkative than usual or feel pressure to keep talking

____    ___  15. Fast thoughts or frequent jumping from one subject to another

____    ___  16. Easily distracted by irrelevant things

____    ___  17. Marked increase in activity level

____    ___  18. Cyclic periods of angry, mean or violent behavior



PD 5/7

____    ___  19. Periods of time where you feel intensely anxious or nervous

____    ___  20. Periods of trouble breathing of feeling smothered

____    ___  21. Periods of feeling dizzy, faint or unsteady on your feet

____    ___  22. Periods of heart pounding, fast heart rate or chest pain

____    ___  23. Periods of trembling, shaking or sweating

____    ___  24. Periods of nausea, abdominal upset or choking

____    ___  25. Intense fear of dying



OV. ANX  3/8

____    ___  26. Lacks confidence in abilities

____    ___  27. Needs lots of reassurance

____    ___  28. Needs to be perfect

____    ___  29. Seems fearful and anxious

____    ___  30. Seems shy or timid and 31,32, 33

____    ___  31. Easily embarrassed

____    ___  32. Sensitive to criticism

____    ___  33. Bites fingernails or chews clothing



SP

____    ___  34. Persistent refusal to go to school

 

SAD

____    ___  35. Excessive fear of interacting with other children or adults



SIM. P

____    ___  36. Persistent, excessive fear (heights, closed spaces, specific animals, etc.)  please list ___________

____    ___  37. Excessive anxiety concerning separation from home or from those to whom the child is attached.



OC TEND. 2/6

____    ___  38. Recurrent bothersome thoughts, ideas or images which you try to ignore

____    ___  39. Trouble getting "stuck" on certain thoughts, or having the same thought over and over

____    ___  40. Excessive or senseless worrying 

____    ___  41. Others complain that you worry too much or get "stuck" on the same thoughts

____    ___  42. Compulsive behaviors that you must do or you feel very anxious, such as excessive hand washing, 

cleaning, checking locks, or counting or spelling 

____    ___  43. Needing to have things done a certain way or you become very upset 



309.89  3/7

____    ___  44. Recurrent and upsetting thoughts of a past traumatic event (molest, accident, fire, etc.), 

                         please list __________________________________________________

____    ___  45. Recurrent distressing dreams of a past upsetting event

____    ___  46. Feelings of reliving a past upsetting event

____    ___  47. Spend effort avoiding thoughts or feelings related to a past trauma

____    ___  48. Feeling that your future is shortened

____    ___  49. Startle easily

____    ___  50. Feel like you're always watching for bad things to happen



AN   2/3

____    ___  51. Refusal to maintain body weight above a level most people consider healthy

____    ___  52. Intense fear of gaining weight or becoming fat even though underweight

____    ___  53. Feelings of being fat, even though you're underweight



BN 2/4

____    ___  54. Recurrent episodes of eating large amounts of food 

____    ___  55. A feeling of lack of control over eating behavior

____    ___  56. Engage in activities to eliminate excess food, such as self induced vomiting, laxatives, 

                         strict dieting or strenuous exercise

____    ___  57. Persistent worry with body shape and weight



MOTOR TICS

____    ___  58. Involuntary physical movements or motor tics (such as eye blinking, shoulder shrugging, head 

                         jerking or picking).  How long have motor tics been present?_______ How often?________

                         describe____________________________________________________________________



VERBAL TICS

____    ___  59. Involuntary vocal sounds or verbal tics (such as coughing, puffing, blowing, whistling, 

swearing). How long have verbal tics been present?_______ How often?________

describe____________________________________________________________________

SMD

____    ___  60. Repetitive, seemingly driven motor behavior (e.g., hand shaking or waving, body rocking, head 

banging, mouthing of objects, self-biting, picking at skin or bodily orifices, hitting own body) that interferes with normal activities or results in self-inflicted bodily injury that requires medical treatment (or would result in an injury if preventive measures were not used).



ENCOP

____   ____  61. Passage of feces in inappropriate places (e.g., clothing or floor). 



ENEUR

____   ____  62. Bed wetting.  If present, how often?____________



SELECTIVE M

____   ____  63. Failure to speak in specific social situations (in which there is an expectation for speaking, e.g.,

at school) despite speaking in other situations.

295.   3/6

____    ___  64. Delusional or bizarre thoughts (thoughts you know others would think are false)

____    ___  65. Visual hallucination, seeing objects or images are not really present 

____    ___  66. Hearing voices that are not really present

____    ___  67. Odd behaviors

____    ___  68. Poor personal hygiene or grooming

____    ___  69. Inappropriate mood for the situation (i.e., laughing at sad events)

____    ___  70. Frequent feelings that someone or something is out to hurt you



REACTRIVE ATT. DIS  2/2

____    ___  71. Problems with social relatedness before the age of 5, either by failing to respond appropriately 

to others or becoming indiscriminately attached to others

____    ___  72. Multiple changes in caregivers before the age of 5



CD   5/15

____    ___  73. Steals

____    ___  74. Bullies, threatens, or intimidates others

____    ___  75. Initiates physical fights

____    ___  76. Cruel to animals

____    ___  77. Force others into things they do not want to do (sexually or criminally)

____    ___  80. Sets fires

____    ___  81. Destroys property

____    ___  82. Break in to others home, school, car or place of business

____    ___  83. Lies 

____    ___  84. Stays out at night despite parental prohibitions

____    ___  85. Runs away overnight 

____    ___  86. Cuts school

____    ___  87. Doesn’t seem sorry for hurting others



ODD   5/9

____    ___  88. Negative, hostile, or defiant behavior 

____    ___  89. Loses temper

____    ___  90. Argues with adults

____    ___  91. Actively defies or refuses to comply with adults' requests or rules

____    ___  92. Deliberately annoys people

____    ___  93. Blames others for his or her mistakes or misbehavior

____    ___  94. Touchy or easily annoyed by others

____    ___  95. Angry and resentful

____    ___  96. Spiteful or vindictive



AUT

____    ___  97. Impairment in communication as manifested by at least one of the following:

· delay in, or total lack of, the development of spoken language (not accompanied by an attempt to compensate through alternative modes of communication such as gesture or mime)

· in individuals with adequate speech, marked impairment in the ability to initiate or sustain a conversation with others

· repetitive use of language or odd language

· lack of varied, spontaneous make-believe play or social imitative play appropriate to developmental level

ASPERG

____    ___  98. Impairment in social interaction, with at least two of the following:

· marked impairment in the use of multiple nonverbal behaviors such as eye-to-eye gaze, facial expression, body postures, and gestures to regulate social interaction

· failure to develop peer relationships appropriate to developmental level

· lack of spontaneous seeking to share enjoyment, interests, or achievements with other people (e.g., by a lack of showing, bringing, or pointing out objects of interest)

· lack of social or emotional reciprocity

____    ___  99. Repetitive patterns of behavior, interests, and activities, as manifested by at least one of following:

· preoccupation with an area of that is abnormal either in intensity or focus

· rigid adherence to specific, nonfunctional routines or rituals

· repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or complex whole-body movements)

· persistent preoccupation with parts of objects

STUTT

____    ___  100. stutters



THY 3/7

____    ___  101. feel tired during the day

____    ___  102. feel cold when others feel fine or they are warm

____    ___  103. often feel warm when others feel fine or they are cold

____    ___  104. problems with brittle or dry hair

____    ___  105. problems with dry skin

____    ___  106. problems with sweating

____    ___  107. problems with chronic anxiety or tension

Child/Teen Brain System Checklist

Please rate your child/teen on each of the symptoms listed below using the following scale.  If practical and/or possible, to give us the most complete picture, have the child/teen (Ch/Tn) rate himself or herself.  List who filled this out.___________________________________________

0

   1

   2                         3                        4




N/A

Never

Rarely
         Occasionally
Frequently
Very Frequently        Not Applicable/Not Known
Ch/Tn   Parent  6/18  INNATENTIVE…PREFRONTAL

____    ___ 1. 
Fails to give close attention to details or makes careless mistakes

____    ___ 2. 
Trouble sustaining attention in routine situations (i.e.,  homework, chores, paperwork)

____    ___ 3. 
Trouble listening

____    ___ 4. 
Fails to finish things

____    ___ 5. 
Poor organization for time or space (such as backpack, room, desk, paperwork)

____    ___ 6. 
Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 

____    ___ 7. 
Loses things 

____    ___ 8. 
Easily distracted

____    ___ 9. 
Forgetful

____    ___10.   Poor planning skills

____    ___11.
Lack clear goals or forward thinking

____    ___12.
Difficulty expressing feelings

____    ___13.
Difficulty expressing empathy for others

____    ___14.
Excessive daydreaming 

____    ___15.
Feeling bored

____    ___16.
Feeling apathetic or unmotivated  

____    ___17.
Feeling tired, sluggish or slow moving

____    ___18.
Feeling spacey or “in a fog”

 

4/9  HYPERACTIVITY

____    ___19.
Fidgety, restless or trouble sitting still

____    ___20.
Difficulty remaining seated in situations where remaining seated is expected 

____    ___21.
Runs about or climbs excessively in situations in which it is inappropriate 

____    ___22.
Difficulty playing quietly 

____    ___23.
"On the go" or acts as if "driven by a motor"

____    ___24.
Talks excessively

____    ___25.
Blurts out answers before questions have been completed 

____    ___26.
Difficulty awaiting turn

____    ___27.
Interrupts or intrudes on others (e.g., butts into conversations or games)

____    ___28.
Impulsive (saying or doing things without thinking first)



5/17  CINGULATE

____    ___29.
Excessive or senseless worrying

____    ___30.
Upset when things do not go your way 

____    ___31.
Upset when things are out of place

____    ___32.
Tendency to be oppositional or argumentative

____    ___33.
Tendency to have repetitive negative thoughts 

____    ___34.
Tendency toward compulsive behaviors

____    ___35.
Intense dislike for change

____    ___36.
Tendency to hold grudges

____    ___37.
Trouble shifting attention from subject to subject

____    ___38.
Trouble shifting behavior from task to task

____    ___39.
Difficulties seeing options in situations

____    ___40.
Tendency to hold on to own opinion and not listen to others

____    ___41.
Tendency to get locked into a course of action, whether or not it is good 

____    ___42.
Needing to have things done a certain way or you become very upset

____    ___43.
Others complain that you worry too much

____    ___44.
Tend to say no without first thinking about question

____    ___45.
Tendency to predict fear
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____    ___46.
Frequent feelings of sadness

____    ___47.
Moodiness 

____    ___48.
Negativity

____    ___49.
Low energy

____    ___50.
Irritability

____    ___51.
Decreased interest in others 

____    ___52.
Decreased interest in things that are usually fun or pleasurable 

____    ___53.
Feelings of hopelessness about the future

____    ___54.
Feelings of helplessness or powerlessness

____    ___55.
Feeling dissatisfied or bored

____    ___56.
Excessive guilt

____    ___57.
Suicidal feelings 

____    ___58.
Crying spells

____    ___59.
Lowered interest in things usually considered fun

____    ___60.
Sleep changes (too much or too little)

____    ___61.
Appetite changes (too much or too little)

____    ___62.
Chronic low self-esteem

____    ___63.
Negative sensitivity to smells/odors
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____    ___64.    Frequent feelings of nervousness or anxiety

____    ___65.    Panic attacks

____    ___66.    Symptoms of heightened muscle tension (headaches, sore muscles, hand tremor)

____    ___67.    Periods of heart pounding, rapid heart rate or chest pain

____    ___68.    Periods of trouble breathing or feeling smothered

____    ___69.    Periods of feeling dizzy, faint or unsteady on your feet

____    ___70.    Periods of nausea or abdominal upset

____    ___71.    Periods of sweating, hot or cold flashes

____    ___72.    Tendency to predict the worst

____    ___73.    Fear of dying or doing something crazy

____    ___74.    Avoid places for fear of having an anxiety attack
____    ___75.    Conflict avoidance

____    ___76.    Excessive fear of being judged or scrutinized by others
____    ___77.    Persistent phobias

____    ___78.    Low motivation

____    ___79.    Excessive motivation

____    ___80.    Tics (motor or vocal)

____    ___81.    Poor handwriting

____    ___82.    Quick startle

____    ___83.    Tendency to freeze in anxiety provoking situations

____    ___84.
Lacks confidence in their abilities

____    ___85.
Seems shy or timid

____    ___86.
Easily embarrassed

____    ___87.
Sensitive to criticism

____    ___88.
Bites fingernails or picks skin 
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____    ___89.
Short fuse or periods of extreme irritability

____    ___90.
Periods of rage with little provocation

____    ___91.
Often misinterprets comments as negative when they are not

____    ___92.
Irritability tends to build, then explodes, then recedes, often tired after a rage

____    ___93.
Periods of spaciness or confusion

____    ___94.
Periods of panic and/or fear for no specific reason


____    ___95.
Visual or auditory changes, such as seeing shadows or hearing muffled sounds

____    ___96.
Frequent periods of deja vu (feelings of being somewhere you have never been)

____    ___97.
Sensitivity or mild paranoia

____    ___98.
Headaches or abdominal pain of uncertain origin

____    ___99.
History of a head injury or family history of violence or explosiveness

____    ___100. Dark thoughts, may involve suicidal or homicidal thoughts

____    ___101. Periods of forgetfulness or memory 

Medical Review of Systems

Please place a check mark in the boxes that apply.  Please explain any problem areas.




Mother’s Brain System Checklist

This form should be filled out by the biological mother on herself, if possible.  If it is not possible please have it filled out by someone who knows her well.  Please rate yourself on each of the symptoms listed below using the following scale.  If possible have the father or other person who knows the biological mother rate her as well.  List who filled this out: __________________

0

   1

   2                         3                         4

NA
Never

Rarely
         Occasionally
Frequently
Very Frequently        Not Applicable/Not Known
Other   Mother

____    ___ 1. 
Fails to give close attention to details or makes careless mistakes

____    ___ 2. 
Trouble sustaining attention in routine situations (i.e.,  homework, chores, paperwork)

____    ___ 3. 
Trouble listening

____    ___ 4. 
Fails to finish things

____    ___ 5. 
Poor organization for time or space (such as backpack, room, desk, paperwork)

____    ___ 6. 
Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 

____    ___ 7. 
Loses things 

____    ___ 8. 
Easily distracted

____    ___ 9. 
Forgetful

____    ___10.   Poor planning skills

____    ___11.
Lack clear goals or forward thinking

____    ___12.
Difficulty expressing feelings

____    ___13.
Difficulty expressing empathy for others

____    ___14.
Excessive daydreaming 

____    ___15.
Feeling bored

____    ___16.
Feeling apathetic or unmotivated  

____    ___17.
Feeling tired, sluggish or slow moving

____    ___18.
Feeling spacey or “in a fog” 

____    ___19.
Fidgety, restless or trouble sitting still

____    ___20.
Difficulty remaining seated in situations where remaining seated is expected 

____    ___21.
Runs about or climbs excessively in situations in which it is inappropriate 

____    ___22.
Difficulty playing quietly 

____    ___23.
"On the go" or acts as if "driven by a motor"

____    ___24.
Talks excessively

____    ___25.
Blurts out answers before questions have been completed 

____    ___26.
Difficulty awaiting turn

____    ___27.
Interrupts or intrudes on others (e.g., butts into conversations or games)

____    ___28.
Impulsive (saying or doing things without thinking first)

____    ___29.
Excessive or senseless worrying

____    ___30.
Upset when things do not go your way 

____    ___31.
Upset when things are out of place

____    ___32.
Tendency to be oppositional or argumentative

____    ___33.
Tendency to have repetitive negative thoughts 

____    ___34.
Tendency toward compulsive behaviors

____    ___35.
Intense dislike for change

____    ___36.
Tendency to hold grudges

____    ___37.
Trouble shifting attention from subject to subject

____    ___38.
Trouble shifting behavior from task to task

____    ___39.
Difficulties seeing options in situations

____    ___40.
Tendency to hold on to own opinion and not listen to others

____    ___41.
Tendency to get locked into a course of action, whether or not it is good 

____    ___42.
Needing to have things done a certain way or you become very upset

____    ___43.
Others complain that you worry too much

____    ___44.
Tend to say no without first thinking about question
____    ___45.
Tendency to predict fear
____    ___46.
Frequent feelings of sadness

____    ___47.
Moodiness 

____    ___48.
Negativity

____    ___49.
Low energy

____    ___50.
Irritability

____    ___51.
Decreased interest in others 

____    ___52.
Decreased interest in things that are usually fun or pleasurable 

____    ___53.
Feelings of hopelessness about the future

____    ___54.
Feelings of helplessness or powerlessness

____    ___55.
Feeling dissatisfied or bored

____    ___56.
Excessive guilt

____    ___57.
Suicidal feelings 

____    ___58.
Crying spells

____    ___59.
Lowered interest in things usually considered fun

____    ___60.
Sleep changes (too much or too little)

____    ___61.
Appetite changes (too much or too little)

____    ___62.
Chronic low self-esteem

____    ___63.
Negative sensitivity to smells/odors

____    ___64.    Frequent feelings of nervousness or anxiety

____    ___65.    Panic attacks

____    ___66.    Symptoms of heightened muscle tension (headaches, sore muscles, hand tremor)

____    ___67.    Periods of heart pounding, rapid heart rate or chest pain

____    ___68.    Periods of trouble breathing or feeling smothered

____    ___69.    Periods of feeling dizzy, faint or unsteady on your feet

____    ___70.    Periods of nausea or abdominal upset

____    ___71.    Periods of sweating, hot or cold flashes

____    ___72.    Tendency to predict the worst

____    ___73.    Fear of dying or doing something crazy

____    ___74.    Avoid places for fear of having an anxiety attack
____    ___75.    Conflict avoidance

____    ___76.    Excessive fear of being judged or scrutinized by others
____    ___77.    Persistent phobias

____    ___78.    Low motivation

____    ___79.    Excessive motivation

____    ___80.    Tics (motor or vocal)

____    ___81.    Poor handwriting

____    ___82.    Quick startle

____    ___83.    Tendency to freeze in anxiety provoking situations

____    ___84.
Lacks confidence in their abilities

____    ___85.
Seems shy or timid

____    ___86.
Easily embarrassed

____    ___87.
Sensitive to criticism

____    ___88.
Bites fingernails or picks skin 

____    ___89.
Short fuse or periods of extreme irritability

____    ___90.
Periods of rage with little provocation

____    ___91.
Often misinterprets comments as negative when they are not

____    ___92.
Irritability tends to build, then explodes, then recedes, often tired after a rage

____    ___93.
Periods of spaciness or confusion

____    ___94.
Periods of panic and/or fear for no specific reason


____    ___95.
Visual or auditory changes, such as seeing shadows or hearing muffled sounds

____    ___96.
Frequent periods of deja vu (feelings of being somewhere you have never been)

____    ___97.
Sensitivity or mild paranoia

____    ___98.
Headaches or abdominal pain of uncertain origin

____    ___99.
History of a head injury or family history of violence or explosiveness

____    ___100. Dark thoughts, may involve suicidal or homicidal thoughts

____    ___101. Periods of forgetfulness or memory problems
Father’s Brain System Checklist

This form should be filled out by the biological father on himself, if possible.  If it is not possible please have it filled out by someone who knows him well.  Please rate yourself on each of the symptoms listed below using the following scale.  If possible have the mother or other person who knows the biological father rate him as well.  List who filled this out: _________________

0

   1

   2                         3                    

     4

NA
Never

Rarely
         Occasionally
Frequently
Very Frequently        Not Applicable/Not Known
Other   Father

____    ___  1. 
Fails to give close attention to details or makes careless mistakes

____    ___  2. 
Trouble sustaining attention in routine situations (i.e.,  homework, chores, paperwork)

____    ___  3. 
Trouble listening

____    ___  4. 
Fails to finish things

____    ___  5. 
Poor organization for time or space (such as backpack, room, desk, paperwork)

____    ___  6. 
Avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort 

____    ___  7. 
Loses things 

____    ___  8. 
Easily distracted

____    ___  9. 
Forgetful

____    ___  10.   Poor planning skills

____    ___  11.
Lack clear goals or forward thinking

____    ___  12.
Difficulty expressing feelings

____    ___  13.
Difficulty expressing empathy for others

____    ___  14.
Excessive daydreaming 

____    ___  15.
Feeling bored

____    ___  16.
Feeling apathetic or unmotivated  

____    ___  17.
Feeling tired, sluggish or slow moving

____    ___  18.
Feeling spacey or “in a fog” 

____    ___  19.
Fidgety, restless or trouble sitting still

____    ___  20.
Difficulty remaining seated in situations where remaining seated is expected 

____    ___  21.
Runs about or climbs excessively in situations in which it is inappropriate 

____    ___  22.
Difficulty playing quietly 

____    ___  23.
"On the go" or acts as if "driven by a motor"

____    ___  24.
Talks excessively

____    ___  25.
Blurts out answers before questions have been completed 

____    ___  26.
Difficulty awaiting turn

____    ___  27.
Interrupts or intrudes on others (e.g., butts into conversations or games)

____    ___  28.
Impulsive (saying or doing things without thinking first)

____    ___  29.
Excessive or senseless worrying

____    ___  30.
Upset when things do not go your way 

____    ___  31.
Upset when things are out of place

____    ___  32.
Tendency to be oppositional or argumentative

____    ___  33.
Tendency to have repetitive negative thoughts 

____    ___  34.
Tendency toward compulsive behaviors

____    ___  35.
Intense dislike for change

____    ___  36.
Tendency to hold grudges

____    ___  37.
Trouble shifting attention from subject to subject

____    ___  38.
Trouble shifting behavior from task to task

____    ___  39.
Difficulties seeing options in situations

____    ___  40.
Tendency to hold on to own opinion and not listen to others

____    ___  41.
Tendency to get locked into a course of action, whether or not it is good 

____    ___  42.
Needing to have things done a certain way or you become very upset

____    ___  43.
Others complain that you worry too much

____    ___  44.
Tend to say no without first thinking about question
____    ___  45.
Tendency to predict fear
____    ___  46.
Frequent feelings of sadness

____    ___  47.
Moodiness 

____    ___  48.
Negativity

____    ___  49.
Low energy

____    ___  50.
Irritability

____    ___  51.
Decreased interest in others 

____    ___  52.
Decreased interest in things that are usually fun or pleasurable 

____    ___  53.
Feelings of hopelessness about the future

____    ___  54.
Feelings of helplessness or powerlessness

____    ___  55.
Feeling dissatisfied or bored

____    ___  56.
Excessive guilt

____    ___  57.
Suicidal feelings 

____    ___  58.
Crying spells

____    ___  59.
Lowered interest in things usually considered fun

____    ___  60.
Sleep changes (too much or too little)

____    ___  61.
Appetite changes (too much or too little)

____    ___  62.
Chronic low self-esteem

____    ___  63.
Negative sensitivity to smells/odors

____    ___  64.    Frequent feelings of nervousness or anxiety

____    ___  65.    Panic attacks

____    ___  66.    Symptoms of heightened muscle tension (headaches, sore muscles, hand tremor)

____    ___  67.    Periods of heart pounding, rapid heart rate or chest pain

____    ___  68.    Periods of trouble breathing or feeling smothered

____    ___  69.    Periods of feeling dizzy, faint or unsteady on your feet

____    ___  70.    Periods of nausea or abdominal upset

____    ___  71.    Periods of sweating, hot or cold flashes

____    ___  72.    Tendency to predict the worst

____    ___  73.    Fear of dying or doing something crazy

____    ___  74.    Avoid places for fear of having an anxiety attack
____    ___  75.    Conflict avoidance

____    ___  76.    Excessive fear of being judged or scrutinized by others
____    ___  77.    Persistent phobias

____    ___  78.    Low motivation

____    ___  79.    Excessive motivation

____    ___  80.    Tics (motor or vocal)

____    ___  81.    Poor handwriting

____    ___  82.    Quick startle

____    ___  83.    Tendency to freeze in anxiety provoking situations

____    ___  84.
Lacks confidence in their abilities

____    ___  85.
Seems shy or timid

____    ___  86.
Easily embarrassed

____    ___  87.
Sensitive to criticism

____    ___  88.
Bites fingernails or picks skin 

____    ___  89.
Short fuse or periods of extreme irritability

____    ___  90.
Periods of rage with little provocation

____    ___  91.
Often misinterprets comments as negative when they are not

____    ___  92.
Irritability tends to build, then explodes, then recedes, often tired after a rage

____    ___  93.
Periods of spaciness or confusion

____    ___  94.
Periods of panic and/or fear for no specific reason


____    ___  95.
Visual or auditory changes, such as seeing shadows or hearing muffled sounds

____    ___  96.
Frequent periods of deja vu (feelings of being somewhere you have never been)

____    ___  97.
Sensitivity or mild paranoia

____    ___  98.
Headaches or abdominal pain of uncertain origin

____    ___  99.
History of a head injury or family history of violence or explosiveness

____    ___  100. Dark thoughts, may involve suicidal or homicidal thoughts

____    ___  101. Periods of forgetfulness or memory problems

Please list anything else that may be important in our evaluation:

REGARDING PAPERWORK FOR SCANS:

Over the course of the next few days, please take the time to answer the following questionnaires and tests.

These are a valuable portion of your assessment and help guide your diagnosis and treatment.  We at APMG, Inc., understand that filling out questionnaires can be a rather boring and tiresome affair, but we are asking for your cooperation helping us to understand you better.

We also realize that you have busy lives and the questions and concerns that you have that are causing you to consider psychiatric treatment may directly interfere with your timely completion of the materials.

The testing packets are a group effort and require the assistance of several different professionals to score and interpret.  We are asking that they be returned to us at least 10 days prior to your scheduled appointment with Dr. Kosins for explanation of all testing and scans, etc.  This can be before or after the actual SPECT SCANS are done.

In the event that it is not possible to have the scan results in a timely fashion, your scan results may not be fully available when we meet.

Thank you for your assistance and patience.  

Sincerely,

Mark Kosins, M.D.

C. This is the testing that you will fill out in advance and bring or mail to the office for your next appointment for an additional evaluation.  Please give or address it to Susan or anyone at the front desk.  It will be scored by a psychologist and become part of your evaluation.

In marking your answers, please complete the appropriate areas.

In some cases, we may not do testing.

If you live far away, we ask that you mail this in.

Thank you!!

Child Symptom Inventory-4: Parent Checklist

Child’s Name: ___________________________ Gender: _______ Date of Birth: ________ Age: _____

School: ________________________________ Grade: _________ Today’s Date: ____________________

Name of Person Completing this Form: ____________________________ Relationship: _______________

Directions:  Check which rating best describes your child’s overall behavior.  Answer each question to the best of your ability.

	CATEGORY A
	NEVER
	SOME

TIMES
	OFTEN
	VERY

OFTEN

	1.  Fails to give close attention to details or makes careless mistakes.
	
	
	
	

	2.  Has difficulty paying attention to tasks or play activities.
	
	
	
	

	3.  Does not seem to listen when spoken to directly.
	
	
	
	

	4.  Has difficulty following though on instructions and fails to 

      finish things.
	
	
	
	

	5.  Has difficulty organizing tasks and activities.
	
	
	
	

	6.  Avoids doing tasks that require a lot of mental effort 

      (schoolwork, homework, etc.)
	
	
	
	

	7.  Loses things necessary for activities.
	
	
	
	

	8.  Is easily distracted by other things going on
	
	
	
	

	9.  Is forgetful in daily activities
	
	
	
	

	10.  Fidgets with hands or feet or squirms in seat
	
	
	
	

	11.  Has difficulty remaining seated when asked to do so
	
	
	
	

	12.  Runs about or climbs on things when asked not to do so
	
	
	
	

	13.  Has difficulty playing quietly
	
	
	
	

	14.  Is “on the go” or acts as if “driven by a motor”
	
	
	
	

	15.  Talks excessively
	
	
	
	

	16.  Blurts out answers to questions before they have been completed
	
	
	
	

	17.  Has difficulty awaiting turn in group activities
	
	
	
	

	18.  Interrupts people or butts into other children’s activities
	
	
	
	


	CATEGORY B
	NEVER
	SOME-

TIMES
	OFTEN
	VERY

OFTEN

	19.  Loses temper     
	
	
	
	

	20.  Argues with adults
	
	
	
	

	21.  Defies or refuses what you tell him/her to do
	
	
	
	

	22.  Does things to deliberately annoy others
	
	
	
	

	23.  Blames others for own misbehavior or mistakes
	
	
	
	

	24.  Is touchy or easily annoyed by others
	
	
	
	

	25.  Is angry and resentful
	
	
	
	

	26.  Takes anger out on others or tries to get even
	
	
	
	


	CATEGORY C
	NEVER
	SOME-

TIMES
	OFTEN
	VERY 

OFTEN

	27.  Plays hooky from school
	
	
	
	

	28.  Stays out at night when not supposed to
	
	
	
	

	29.  Lies to get things or to avoid responsibility (“Cons” Others)
	
	
	
	

	30.  Bullies, threatens or intimidates others
	
	
	
	

	31.  Starts physical fights
	
	
	
	

	32.  Has run away from home overnight
	
	
	
	

	33.  Has stolen things when others were not looking
	
	
	
	

	34.  Has deliberately destroyed others’ property
	
	
	
	

	35.  Has deliberately started fires
	
	
	
	

	36.  Has stolen things from others using physical force
	
	
	
	

	37.  Has broken into someone else’s house, building, or car
	
	
	
	

	38.  Has used a weapon when fighting (bat, brick, bottle, etc.)
	
	
	
	

	39.  Has been physically cruel to animals
	
	
	
	

	40.  Has been physically cruel to people
	
	
	
	

	41.  Has been preoccupied with or involved in sexual activity
	
	
	
	


	CATEGORY D
	NEVER
	SOME-

TIMES
	OFTEN
	VERY

OFTEN

	42.  Is over-concerned about abilities in academic, athletic, or

       social activities
	
	
	
	

	43.  Has difficulties controlling worries
	
	
	
	

	44.  Acts restless or edgy
	
	
	
	

	45.  Is irritable for most of the day
	
	
	
	

	46.  Is extremely tense or unable to relax
	
	
	
	

	47.  Has difficulty falling asleep or staying asleep
	
	
	
	

	48.  Complains about physical problems(headaches, upset stomach, etc.) for which there is no apparent cause
	
	
	
	


	CATEGORY E
	NEVER
	SOME-

TIMES
	OFTEN
	VERY OFTEN

	49.  Shows excessive fear to specific objects or situations (animals, heights, storms, insects, etc.)
	
	
	
	

	50.  Cannot get distressing thoughts out of his/her mind (worries about germs or doing things perfectly)
	
	
	
	

	51.  Feels compelled to perform unusual habits (hand washing, checking clocks, repeating things a set number of times)
	
	
	
	

	52.  Has experienced an extremely upsetting event and continues to be bothered by it
	
	
	
	

	53.  Does unusual movements for no apparent reason (eye blinking, twitching, lip licking, head jerking, etc.)
	
	
	
	

	54.  Makes vocal sounds for no apparent reason (coughing, throat clearing, sniffling, grunting, etc.)
	
	
	
	


	CATEGORY F
	NEVER
	SOME-

TIMES
	OFTEN
	VERY

OFTEN

	55.  Has strange ideas or beliefs that are not real (child’s food is poisoned, people are trying to get him/her, etc.)
	
	
	
	

	56.  Has auditory hallucinations-hears voices talking to or telling him/her to do things.
	
	
	
	

	57.  Has extremely strange and illogical thoughts or ideas
	
	
	
	

	58.  Laughs or cries at inappropriate times or shows no emotion in situations where most others of same age would react.
	
	
	
	

	59.  Does extremely odd things (excessive preoccupation with fantasy friends, talks to self in a strange way, etc.)
	
	
	
	


	CATEGORY G
	NEVER
	SOME-

TIMES
	OFTEN
	VERY 

OFTEN

	60.  Is depressed for most of the day
	
	
	
	

	61.  Shows little interest in or enjoyment of pleasurable activities
	
	
	
	

	62.  Has recurrent thoughts of death or suicide
	
	
	
	

	63.  Feels worthless or guilty
	
	
	
	

	64.  Has low energy level or is tired for no apparent reason
	
	
	
	

	65.  Has little confidence or is very self conscious
	
	
	
	

	66.  Feels that things never work out right
	
	
	
	


	67.  Has experienced a big change in his/her normal appetite or weight
	No
	Yes

	68.  Has experienced a big change in his/her normal sleeping habits (cannot sleep or sleeps too much)
	No
	Yes

	69.  Has experienced a big change in his/her normal activity level (over active or inactive) 
	No
	Yes

	70.  Has experienced a big change in his/her ability to concentrate
	No
	Yes

	71.  Has experienced a big drop in school grades or schoolwork
	No
	Yes


	CATEGORY H
	NEVER
	SOME-

TIMES
	OFTEN
	VERY

OFTEN

	72.  Has a peculiar way of relating to others (avoids eye contact, odd facial expressions or gestures, etc.)
	
	
	
	

	73.  Does not play or relate well with other children
	
	
	
	

	74.  Not interested in making friends
	
	
	
	

	75.  Is unaware or takes no interest in other people’s feelings
	
	
	
	

	76.  Has a significant problem with language
	
	
	
	

	77.  Has difficulty making socially appropriate conversation
	
	
	
	

	78.  Talks in a strange way (repeats what others say, confuses words like “you” and “I”, uses odd words or phrases, etc.)
	
	
	
	

	79.  Is unable to pretend or make believe when playing
	
	
	
	

	80.  Shows excessive preoccupation with one topic
	
	
	
	

	81.  Gets very upset over small changes in routine or surroundings
	
	
	
	

	82.  Makes strange repetitive movements (flapping arms, etc.)
	
	
	
	

	83.  Has strange fascination for parts of objects
	
	
	
	


	CATEGORY I
	NEVER
	SOME

TIMES
	OFTEN
	VERY 

OFTEN

	84.  Tries to avoid contact with strangers, abnormally shy
	
	
	
	

	85.  Is excessively shy with peers
	
	
	
	

	86.  Is generally warm and outgoing with family members and familiar adults
	
	
	
	

	87.  When put in an uncomfortable social situation, child cries, freezes, or withdraws from interacting
	
	
	
	


	CATEGORY J
	NEVER
	SOME-

TIMES
	OFTEN
	VERY

OFTEN

	88.  Gets very upset when child expects to be separated from home or parents
	
	
	
	

	89.  Worries that parents will be hurt or leave home and not come back
	
	
	
	

	90.  Worries that some disaster (getting lost, kidnapped, etc.) will separate child from parents
	
	
	
	

	91.  Tries to avoid going to school in order to stay home with parent
	
	
	
	

	92.  Worries about being left at home alone or with a sitter
	
	
	
	

	93.  Afraid to go to sleep unless near parent
	
	
	
	

	94.  Has nightmares about being separated from parent
	
	
	
	

	95.  Complains about feeling sick when child expects to be separated from home or parents
	
	
	
	

	96.  Wets bed at night
	
	
	
	

	97.  Wets or soils underwear during daytime hours
	
	
	
	


SNAP-IV TEACHER & PARENT SCALES
CHILD’S NAME:                                                                    GENDER:  M   F     AGE:             GRADE:    

PARENT/TEACHER NAME:                                                               
For each item, circle the number that best describes this child.  Please circle only one response.

Not At 
   Just A    Quite A    Very










All
   Little
      Bit
         Much










0
     1
        2

3

Section 1

1. Often fails to give close attention to details or makes careless

mistakes in schoolwork or tasks.




0
     1
        2

3

2. Often has difficulty sustaining attention in tasks or play.

0                1              2                 3
3. Often does not seem to listen when spoken to directly. 

0
     1
        2

3
4. Often doesn’t follow through with instructions and fails

to finish schoolwork, chores, or duties.



0
     1
       2

3

5. Often has difficulty organizing tasks and activities.

0
     1
       2

3
6. Often avoids, dislikes, or reluctantly engages in tasks


requiring sustained mental effort.



0
     1             2

3

7. Often loses things necessary for activities (school supplies).
0
     1
       2

3
8. Often is distracted by extraneous stimuli.


0
     1
       2

3
9. Often is forgetful in daily activities.



0
     1
       2

3
10. Often has difficulty maintaining alertness, orienting to 

requests, or executing directions.



0
     1
       2

3
Section 2

11.  Often fidgets with hands or feet or squirms in seat.

0
     1
       2

3
12.  Often leaves seat in classroom or in other situations in

 which remaining seated is expected.



0
     1
       2

3

       13.  Often runs about or climbs excessively in situations in 

 which it is inappropriate.




0
     1
       2

3

       14.  Often has difficulty playing or engaging in leisure

 activities quietly.





0
     1
       2

3

       15.  Often is “on the go” or often acts as if “driven

 by a motor”.






0
     1 
       2

3


16. Often talks excessively. 




0
     1
       2

3
17. Often blurts out answers before questions have been

 completed.






0
     1
       2

3

18. Often has difficulty awaiting his/her turn.


0
     1
       2

3
19. Often interrupts or intrudes on others (e.g. butts into

 conversations/games).





0
     1
       2

3

       20.  Often has difficulty sitting still, being quiet, or inhibiting

 impulses in the classroom or at home.



0
     1
       2

3

Section 3

21.  Often loses temper.





0
     1
       2
             3

22. Often argues with adults.




0
     1
       2
             3
23. Often actively defies or refuses adult requests/rules.

0
     1
       2
             3
24. Often deliberately does things that annoy other people.

0
     1
       2
             3
25. Often blames others for his/her mistakes or misbehavior.

0
     1
       2
             3
26. Often touchy or easily annoyed by others.


0
     1
       2
             3
27. Often is angry and resentful.




0
     1
       2
             3
28. Often is spiteful or vindictive.




0
     1
       2
             3
29. Often is quarrelsome.





0
     1
       2
             3
30. Often is negative, defiant, disobedient, or hostile towards
0
     1
       2
             3
authority figures.







Section 4

31. Often makes noises (humming or odd sounds).


0
    1
       2
             3
32. Often is excitable and impulsive.



0
    1
       2
             3


33. Often cries easily.





0
    1
       2
             3
34. Often is uncooperative.





0
    1
       2
             3
35. Often acts “smart”.





0
    1
       2
             3
36. Often is restless or overactive.




0
    1
       2
             3


37. Often disturbs other children.




0
    1
       2
             3
38. Often changes mood quickly and drastically.


0
    1
       2
             3
39. Often easily frustrated if demands are not met 

0
    1
       2
             3
      immediately
40. Often teases other children and interferes with

0
    1
       2
             3
their actions
YALE-BROWN OBSESSIVE COMPULSIVE SCALES

Please rate the average occurrence of each item during the past week.  

The following 5 questions will ask you about the thoughts you cannot stop thinking about.  Please circle one choice for each question.

THOUGHTS:
1. How much time on a daily basis is occupied by your repetitive thoughts?  

None

Mild


Moderate
Severe


Extreme




Less than 1 hr/day
1-3 hrs/day or
Greater than 3 & up to 8
Greater than 8 hrs




or sometime intrusion
frequent 

hrs/day or very frequent
or nearly constant







intrusion

intrusion


intrusion

0

1


2

3


4

2. How much interference (interruptions) do these thoughts cause?  How much do these thoughts get in the way of school or doing things with friends?  Is there anything that you don’t do because of them?  

None

Mild


Moderate
Severe


Extreme




Slight interference with 
definite inter-
causes substantial 
Incapacitating




social or school activities
ference with 
impairment trouble in





but overall performance
social or school
social or school performance





not impaired

performance but 








not impaired

0


1


2

3


4
3. How much distress is associated with the obsessive thoughts?

None

Mild


Moderate
Severe


Extreme




Infrequent and not too
frequent &
very frequent & very 
nearly constant




disturbing

disturbing but
disturbing

and disabling







still manage-



distress







able

0


1


2

3


4

4. How hard do you have to try to stop the thoughts or ignore them?  Please rate only your effort, not your actual success/failure.  

None

Mild


Moderate
Severe


Extreme

Makes an effort
tries to resist most of the
makes some 
yields to all obsessions
completely and

to always resist
time


effort to resist
without attempting to 
willingly yields

or symptoms 





to control them but does
to all obsessions









so with some reluctance

0


1


2

3


4

5.  To what degree of control do you believe you have over your obsessive thoughts?

Complete

Much Control

Moderate Control
Little Control

No Control




Usually able to

Sometimes able to stop
Rarely successful in
Experienced as




stop or divert

or divert obsessions
stopping and can divert 
completely




with some effort




attention with difficulty
involuntary




and concentration

0


1


2


3


4

Compulsions:

The following 5 questions will ask you about the rituals (behaviors) you cannot stop doing.  Please circle one choice for each questions.

6.  How much time do you spend performing your ritualized behaviors?

None

Mild


Moderate

Severe

Extreme




Less than  1 hr/day
1-3 hr/day

3-8 hr/day
More than 8 hr/day

0


1


2


3

4

7.  How much do these behaviors get in the way of school or doing things with friends?  Is there anything you don’t do because of them?

None
Mild



Moderate

Severe


Extreme



Slight interference with

Definite inter-

Causes substantial
Incapacitating



social or school activities

ference with

impairment in social




but overall performance 

social or school

or school performance



not impaired.


performance but







still manageable. 

0

1



2


3


4

8.  How much distress would you feel if you were prevented (not allowed) from carrying out your habit?  How upset would you become?

None
Mild



Moderate

Severe

Extreme



Only slightly anxious

Anxiety would mount
Very disturbing
Incapacitating







but remain manageable
increase in 











anxiety

0

1



2


3

4

9.  How much do you try to fight the habits?  Remember only rate your effort, not your actual success or failure.

None
Mild

Moderate

Severe



Extreme



Tries to resist
Makes some effort
Yields to all habits

Completely and willingly








Without control, but

yields to all habits


  






With some reluctance

0

1

2


3



4

10.  How strong is the feeling you get to complete (do) the habit?

Complete

Much Control
Moderate Control
Little Control

No Control




Some pressure
Can control it with
Very strong drive must 
Overpowering,






difficulty.

Be carried out to 

rarely able to delay









completion

even for a moment

0


1

2


3


4

BEHAVIOR CHECKLIST FOR ADHD

Below is a list of problems and behaviors that some people have.  Beside each item indicate with a check mark how much of a problem in your own opinion each one is for you.  Please select only one choice per item.








Not

Just A

Pretty

Very








At All

Little

Much

Much
1. Physical Restlessness



_____

_____

_____

_____
                
2. Mental Restlessness



_____

_____

_____

_____ 
               

3. Easily Distracted



_____

_____

_____

_____  

4. Impatient




_____

_____

_____

_____

5. “Hot” or Explosive Temper


_____

_____

_____

_____

6. Unpredictable Behavior


_____

____​_

_____

_____
          
7. Difficulty Completing Tasks


_____

_____

_____

_____

8. Frequently Shifting From Task to Task

​_____

_____

_____

_____

9. Difficulty Sustaining Attention


_____

_____

_____

_____

10. Impulsive




_____

_____

_____

_____

11. Talking Too Much



_____

_____

_____

_____

12. Difficulty Doing Tasks Alone


_____

_____

_____

_____

13. Often Interrupting Others


_____

_____

_____

_____

14. Don’t Appear To Be Listening To Others
_____

_____

_____

_____

15. Losing A Lot Of Things


_____

_____

_____

_____

16. Forgetful In Getting Things Done

_____

_____

_____

_____

17. Engaging In Physically Daring Activities
_____

_____

_____

_____

18. Always On The Go, As If Driven By A Motor
_____

_____

_____

_____
Childhood Depression Inventory

Name: ___________________________________       Gender:  M   F             Age:  _____    Date: _______________________

INSTRUCTIONS:

Kids sometimes have different feelings and ideas.

This form lists the feelings and ideas in groups of three statements.  From each group pick one sentence that describes you best for the past two weeks.  After you pick a sentence from the first group, then go on to the next group of three statements.

There is no right or wrong answer.  Just pick the sentence that best describes the way you have been feeling recently.  Put a mark like this X next to your answer.  Put the mark in the box next to the sentence that you pick.

Here is an example how this form works.  Try it, put a mark next to the sentence that describes you best.


EXAMPLE:



 FORMCHECKBOX 

I read books all the time.



 FORMCHECKBOX 

I read books once in a while.



 FORMCHECKBOX 

I never read books.

Remember, pick out the sentences that describe your feelings and thoughts in the past two weeks.

1.
 FORMCHECKBOX 
0
I am sad once in a while.


 FORMCHECKBOX 
1
I am sad many times.


 FORMCHECKBOX 
2
I am sad all the time.

2.
 FORMCHECKBOX 
2
Nothing will ever work out for me.


 FORMCHECKBOX 
1
I am not sure if things will work out for me.


 FORMCHECKBOX 
0
Things will work out for me O.K.

3.
 FORMCHECKBOX 
0
I do most things O.K.


 FORMCHECKBOX 
1
I do many things wrong.


 FORMCHECKBOX 
2
I do everything wrong.

4.
 FORMCHECKBOX 
0
I have fun in many things.


 FORMCHECKBOX 
1
I have fun in some things.


 FORMCHECKBOX 
2
Nothing is fun at all.

5.
 FORMCHECKBOX 
2
I am bad all the time.


 FORMCHECKBOX 
1
I am bad many times.


 FORMCHECKBOX 
0
I am bad once in a while.

6.
 FORMCHECKBOX 
0
I think about bad things happening to me once in  a while.


 FORMCHECKBOX 
1
I worry that bad things will happen to me.


 FORMCHECKBOX 
2
I am sure that terrible things will happen to me.

7.
 FORMCHECKBOX 
2
I hate myself.


 FORMCHECKBOX 
1
I do not like myself.


 FORMCHECKBOX 
0
I like myself.

8.
 FORMCHECKBOX 
2
All bad things are my fault.


 FORMCHECKBOX 
1
Many bad things are my fault.


 FORMCHECKBOX 
0
Bad things are not usually my fault.

9.
 FORMCHECKBOX 
0
I do not think about killing myself.


 FORMCHECKBOX 
1
I think about killing myself but would not do it.


 FORMCHECKBOX 
2
I want to kill myself.

10.
 FORMCHECKBOX 
2
I feel like crying everyday.


 FORMCHECKBOX 
1
I feel like crying many days.


 FORMCHECKBOX 
0
I feel like crying once in a while.

11.
 FORMCHECKBOX 
2
Things bother me all the time.


 FORMCHECKBOX 
1
Things bother me many times.


 FORMCHECKBOX 
0
Things bother me once in a while.

12.
 FORMCHECKBOX 
0
I like being with people.


 FORMCHECKBOX 
1
I do not like being with people many times.


 FORMCHECKBOX 
2
I do not want to be with people at all.

13.
 FORMCHECKBOX 
2
I can not make up my mind about things.


 FORMCHECKBOX 
1
It is hard to make up my mind about things.


 FORMCHECKBOX 
0
I make my mind about things easily.

14.
 FORMCHECKBOX 
0
I look O.K.


 FORMCHECKBOX 
1
There are some bad things about my looks.


 FORMCHECKBOX 
2
I look ugly.

15.          FORMCHECKBOX 
2
I have to push myself all the time to do my schoolwork.

 FORMCHECKBOX 
1
I have to push myself many times to do my schoolwork.


 FORMCHECKBOX 
0
Doing schoolwork is not a big problem.

16.
 FORMCHECKBOX 
2
I have trouble sleeping every night.


 FORMCHECKBOX 
1
I have trouble sleeping many nights.


 FORMCHECKBOX 
0
I sleep pretty well.

17.
 FORMCHECKBOX 
0
I am tired once in a while.


 FORMCHECKBOX 
1
I am tired many days.


 FORMCHECKBOX 
2
I am tired all the time.

18.
 FORMCHECKBOX 
2
Most days I do not feel like eating.


 FORMCHECKBOX 
1
Many days I do not feel like eating.


 FORMCHECKBOX 
0
I eat pretty well.

19.
 FORMCHECKBOX 
0
I do not worry about aches and pains.


 FORMCHECKBOX 
1
I worry about aches and pains many times.


 FORMCHECKBOX 
2
I worry about aches and pains all the time.

20.
 FORMCHECKBOX 
0
I do not feel alone.


 FORMCHECKBOX 
1
I feel alone many times.


 FORMCHECKBOX 
2
I feel alone all the time.

21.
 FORMCHECKBOX 
2
I never have fun at school.


 FORMCHECKBOX 
1
I have fun at school only once in a while.


 FORMCHECKBOX 
0
I have fun at school many times.

22.
 FORMCHECKBOX 
0
I have plenty of friends.


 FORMCHECKBOX 
1
I have some friends but I wish I had more.


 FORMCHECKBOX 
2
I do not have any friends.

23.
 FORMCHECKBOX 
0
My schoolwork is alright.


 FORMCHECKBOX 
1
My schoolwork is not as good as before.

 FORMCHECKBOX 
2        I do very poorly in subjects I used to be good in.

24.
 FORMCHECKBOX 
2
I can never be as good as other kids.


 FORMCHECKBOX 
1
I can be as good as other kids if I want to.


 FORMCHECKBOX 
0
I am just as good as other kids.

25.
 FORMCHECKBOX 
2
Nobody really loves me.


 FORMCHECKBOX 
1
I am not sure if anybody loves me.


 FORMCHECKBOX 
0
I am sure that somebody loves me.

26.
 FORMCHECKBOX 
0
I usually do what I am told.


 FORMCHECKBOX 
1
I do not do what I am told most times.


 FORMCHECKBOX 
2
I never do what I am told.

27.
 FORMCHECKBOX 
0
I get along with people.


 FORMCHECKBOX 
1
I get into fights many times.

 FORMCHECKBOX 
2
I get into fights all the time.

Learning Difficulties

Child/Teen Screening Questionnaire
Please have the child or teen rate themselves on the left column of spaces for each of the symptoms listed below using the following scale.  If there are questions not appropriate to age or if you don’t know whether it applies please put N/A.  

Also, please have another person who knows the child/teen well (such as a parent, tutor or teacher) rate the child/teen under the second column as well. 

Name of Child/Teen ________________________________________ Name of other rater_____________________
                 0              1                   2                         3                           4                                 N/A

             Never      Rarely      Occasionally       Frequently       Very Frequently      Not Applicable/Not Known
  CH
OTHER

Reading 

_____
_____  1.   I am a poor reader.





 

_____ 
_____  2.   I do not like reading.





 

_____
_____  3.   I make mistakes when reading like skipping words or lines.




_____ 
_____  4.   I read the same line twice.




 

_____ 
_____  5.   I have problems remembering what I read when I read all the words.

_____
_____  6.   I reverse letters when I read (such as b/d, p/q).




 

_____
_____  7.   I switch letters in words when reading (such as god and dog).

 

_____
_____  8.   My eyes hurt or water when I read.






 

_____
_____  9.   Words tend to blur when I read.

_____
_____  10.  Words tend to move around the page when I read.


_____
_____  11.  When reading I have difficulty getting the main idea or identifying                                                                                                                                                                                  

                               details from the story.

Writing

_____
_____  12. I have “messy “ handwriting.




_____
_____  13. My work tends to be messy.


_____ 
_____  14. I prefer print rather than writing in cursive.

 

_____
_____  15. My letters run into each other or there is no space between words. 



_____
_____  16. I have trouble staying within lines.



_____
_____  17. I have problems with grammar or punctuation.

 

_____
_____  18. I am a poor speller.






_____
_____  19. I have trouble copying off the board or from a page in a book.


 

_____
_____  20. I have trouble getting thoughts from my brain to the paper.





_____
_____  21. I can tell a story but cannot write it.


 

Body Awareness/ Spatial Relationships

_____
_____  22. I have trouble with knowing my left from my right.


_____
_____  23. I have trouble keeping things within columns or coloring within lines.



_____
_____  24. I tend to be clumsy, uncoordinated. 


_____
_____  25. I have difficulty with eye hand coordination.
 

_____
_____  26. I have difficulty with concepts such as up, down, over or under.  


_____
_____  27. I tend to bump into things when walking. 

Oral Expressive language

_____
_____  28. I have difficulty expressing myself in words.


 

_____
_____  29. I have trouble finding the right word to say in conversations.



_____
_____  30. I have trouble getting to the point in conversations.


Receptive language

_____
_____  31. I have trouble keeping up/following what is being said in conversations.


_____
_____  32. I tend to misunderstand people and give the wrong answers in conversations.

_____
_____  33. I have trouble understanding directions people tell me.


 

_____
_____  34. I have trouble telling the direction sound is coming from.

_____
_____  35. I have trouble filtering out background noises.


 

Math

_____
_____  36. I am poor at basic math skills adding, subtracting, multiplying & dividing)

_____
_____  37. I make “careless mistakes” in math.


 

_____
_____  38. I tend to switch numbers around.




 

_____
_____  39. I have difficulty with word problems.




Sequencing

_____
_____  40. I have trouble getting everything in the right order when I speak. 


_____
_____  41. I have trouble telling time. 




_____
_____  42. I have trouble using the alphabet in order.  

 

_____
_____  43. I have trouble saying the months of the year in order.


 

Abstraction

_____
_____  44. I have trouble understanding jokes people tell me. 






_____
_____  45. I tend to take things too literally.

 


Organization

_____
_____  46. My notebook/paperwork is messy or disorganized.


 

_____
_____  47. My room is messy.

_____
_____  48. I tend to shove everything into my backpack, desk or closet.   

_____
_____  49. I have multiple piles around my room.



 

_____
_____  50. I have trouble planning my time.


 

_____
_____  51. I am frequently late or in a hurry.



 

_____
_____  52. I often do not write down assignments and end up forgetting what to do. 

Memory

_____
_____  53. I have trouble with my memory.

 


_____
_____  54. I remember things from long ago but not recent events.



 

_____
_____  55. It is hard for me to memorize things for school or work.             
 

_____
_____  56. I know something one day but do not remember it to the next.




_____
_____  57. I forget what I am going to say right in the middle of saying it.



_____
_____  58. I have trouble following directions that have more than two steps.

 

Social Skills

_____
_____  59. I have few or no friends.




  

_____
_____  60. I have trouble reading body language or facial expressions of others.
 


_____
_____  61. My feelings are often or easily hurt. 





_____
_____  62. I tend to get into trouble with friends, teachers, parents or bosses.



_____
_____  63. I feel uncomfortable around people I do not know well.


SCORING SUMMARY CHILD (6-11)

Please leave this page blank

Name:                                                                                 Sex:  M     F        Age:             Potential DX:  ____            

Seeing Dr. Kosins again on:   ____________________                                        

SNAP-IV

Circle type of respondent: Parent   or   Teacher

Total score items 1-10:    ______________             
Total score items 11-20:  ______________             
Total score items 21-30:  ______________             
Total score items 31-40:  ______________             

Y-BOCS
Total score items 1-10:   ______________              
CHILDHOOD DEPRESSION INVENTORY

Total score items 1-27:     



            

Section A total:  #’s: 1, 6, 8, 10, 11, 13   

_____

Section B total #’s:  5, 12, 26, 27  


_____

Section C total #’s:  3, 15, 23, 24


_____

Section D total #’s:  4, 16, 17, 18, 19, 20, 21, 22
_____

Section E total #’s:  2, 7, 9, 14, 25


_____

LEARNING DIFFICULTIES SCREENING QUESTIONNAIRE

Please write the numbers of any response marked with a “3” (frequently) or “4” (very frequently)

  _________________________________________________________________________________

Please attach the scoring sheet from the CHILD SYMPTOM INVENTORY: 

CHILD SYMPTOM INVENTORY-4:  SYMPTOM COUNT SCORE SHEET

Child’s Name: ______________________ D.O.B. ________ Age: ______ Date Completed: _____________

	Category
	Disorder
	Items
	Criterion 

Score
	Parent

Score
	Teacher

Score
	Screening Cutoff

Score (Yes/No)
	Rule

Outs

	A
	ADHD, Inattentive Type
	1-9
	≥ 6
	
	
	
	D Thru J

	A
	ADHD, Hyperactive-Impulsive Type
	10-18
	≥ 6
	
	
	
	D Thru J

	A
	ADHD, Combined Type
	1-9
	≥ 6
	
	
	
	

	
	
	10-18
	≥ 6
	
	
	
	

	B
	Oppositional Defiant Disorder
	19-26
	≥ 4
	
	
	
	

	C
	Conduct Disorder
	27-41
	≥ 3
	
	
	
	

	D
	Generalized Anxiety Disorder
	42-43
	≥ 1
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


General


Being overweight


Recent weight gain or weight loss


Poor appetite


Increased appetite


Abnormal sensitivity to cold


Cold sweats during the day


Tired or worn out


Hot or cold spells


Abnormal sensitivity to heat


Excessive sleeping


Difficulty sleeping


Lowered resistance to infection


Flu-like or vague sick feeling


Sweating excessively at night


Urinating excessively


Excessive daytime sweating


Excessive thirst


Other_______________





Neurological


Pacing due to muscle restlessness


Forgotten periods of time


Dizziness


Drowsiness


Muscle spasms or tremors


Impaired ability to remember


“Tics”


Numbness


Convulsions / fits


Slurred speech


Speech problem (other)


Weakness in muscles


Other_________________





Respiratory


Asthma, wheezing


Cough


Coughing up blood or sputum


Shortness of breath


Rapid breathing


Repeated nose or chest colds


Other__________________





Chest and Cardiovascular


Ankle swelling


Rapid / irregular pulse


Breast tenderness


Chest pain


High blood pressure


Low blood pressure


Other_________________�





Genitourinary


Itchy privates or genitals


Painful urination


Excessive urination


Difficulty in starting urine


Accidental wetting of self


Pus or blood in urine


Decreased sexual desire


Other_______________________





Females


No menses


Menstrual irregularity


Painful or heavy periods


Premenstrual moodiness, irritability, anger, tension, bloating, breast tenderness, cramps, headache


Painful menstrual periods


Painful intercourse or sex


Sterility infertility


Abnormal vaginal discharge


Other_______________________





Males


Impotence (weak male erection)


Inability to ejaculate or orgasm


Scrotal pain


Abnormal penis discharge


Other_______________________





Explanation:


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Head, Eye, Ear, Nose, & Throat


Facial pain


Headache


Head injury


Neck pain or stiffness


Frequent sore throat


Blurred vision


Double vision


Overly sensitive to light


See spots or shadows


Hearing loss in both ears


Ear ringing


Disturbances in smell


Runny nose


Dry mouth


Sore tongue


Other________________________





Gastrointestinal and Hepatic


Trouble swallowing


Nausea or vomiting (throwing up)


Abdominal (stomach / belly) pain


Anal itching


Painful bowel movements


Infrequent bowel movements


Liquid bowel movements


Loss of bowel control


Frequent belching or gas


Vomiting blood


Rectal bleeding (red or black blood)


Jaundice (yellowing of skin)


Other________________________





Musculoskeletal


Back pain or stiffness


Bone pain


Joint pain or stiffness


Leg pain


Muscle cramps or pain


Other________________________





Skin, Hair


Dry hair or skin


Itchy skin or scalp


Easy bruising


Hair loss


Increased perspiration


Sun sensitivity 


Other________________________


















































PAGE  
1

