
DS NICHQ Vanderbilt Assessment Follow-up-PARENT Informant 

Today's Date: ____ _ Child's Name:-------------------- Date of Birth: _____ _ 

Parent's Name:---------------------- Parent's Phone Number: _____________ _ 

Directions: Each rating should be considered in the context of what is appropriate for the age of your child. Please think 
about your child's behaviors since the last assessment scale was filled out when rating his/her behaviors. 

Is this evaluation based on a time when the child 0 was on medication 0 was not on medication 0 not sure? 

Symptoms Never Occasionally Often Very Often 
1. Does not pay attention to details or makes careless mistakes with, 

for example, homework 
0 2 3 

~~~------- ---------

2. Has difficulty keepingattel1tion~CJ_what 11eeds to be done_ 

3. 12_~~11~!-~~~~11?-_t5>_li~~el1_wheJ1_S):l()~~l1 !() -~-iEt:~tl)' 
4. Does not follow through when given directions and fails to 

finish activities (not due to refusal or failure to understand) 

5. Has difficulty or_~~-J1i~ing ~<l~ks a11c!_ acti\}"~ti~~--------~--
6. Avoids, dislikes, or does not want to start tasks that require 

_ongoin& men~l _ _t:!fort_ ~ -----------~-

0 

0 

0 

0 

0 

1 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

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

0 2 3 

-----------------------
8. Is easilrAistracted by noises or()ther S~IJ1~!i 

9. Is for~etful in dail)'a_ct~\'iti~~ 

10. Fidgets with~<111ds or fe~t or squirms iJ1~e_at 

11. Leaves seat when remaining seated is expected 
- ---- ------

0 

0 

0 

0 

2 

2 

2 

1 2 
- --·----------- -·--- -----------

12. Runs <tb_o\ltor climbs_~()O _11?-uch when!t:ll?-<linings_eatedi~expec!e~ 0 1 2 

3 

3 

3 

3 

3 

3 

3 

3 

13. H.<ls diffi_cl1l_typ~~X~J1g()E_~e-~il1I1~l1g '!l1iet pl_ay <l~!iyities 
14. Is "on_the go"orCJ_ftel1 acts_asif"_"_<!ri~en by~moto!~' 

15. Talks too much 
- ~- ~--------------

16. Blurts out answers before questions have been completed 
-- - ------------ . ------------- -

~· 17. Has difficulty~aitin~~is_()r~~E_1:UE11 ______ _ 

0 

0 

0 

2 

1 2 

1 2 

1 

1 

18. Interrupts or intrudes in on others' conversations and/or activities 

0 

0 

0 

2 

2 

2 

3 

3 

3 

Performance 

19. Overall school performance 
--- --------·· 

2()._R_t:<ldin_£_ ______ _ 
21. Writing 

---. ---------~- -------. 

22. Mathematics 

23. Relationship with parents 

24. Rela!i()ns!lip wit~~~lings 

25. Relationship with peers 
----------. 

26. Participation in organized activities (eg, teams) 

The information contained in this publication should not be used as a substitute for the 
medical care and advice of your pediatrician. There may be variations in treatment that 

your pediatrician may recommend based on individual facts and circumstances. 

Somewhat 
ofa 

Excellent 
Above 

Average Average Problem Problematic 

2 3 4 5 

1 2 3 4 5 

5 
------------ ------------------

1 2 3 4 

1 

1 

-----

2 3 4 5 
-----

2 3 4 5 

2 3 4 5 
------

2 3 4 5 
------ ------ ·-~----~- ·~-------

2 3 4 5 

Copyright ©2002 American Academy of Pediatrics and National Initiative for Children's 

Healthcare Quality 

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD. 

Revised - 0303 

American Academy 
of Pediatrics NICHQ; 
DEDICATED TO THE HEALTH OF ALL CHILDRENOO National Initiative for Children's Healthcare Quality 

HE0352 



05 NICHQ Vanderbilt Assessment Follow-up-PARENT Informant, continued 

Today's Date: _____ Child's Name: _____________________ Date of Birth: ______ _ 

Parent's Name: _____________________ Parent's Phone Number: ____________ _ 

Side Effects: Has your child experienced any of the following side 
effects or problems in the past week? 

Headache 

Stomachache 
----------

ChaEge()_f~PP_etlte-expl~~r:-~~l_ow ______ _ 
Trouble sleeping 

Irrit~bility in th~l~tei1)0_rning,J~te__~~~~??~,?_!_e_','~in~=e_JC_plai~~elC>_\\'. 
Socially withdrawn-::-decreased interaction_:w_i~~othe_~s 

Extreme sadness or unusual crying 

Dull, tired, listless behavior 

Repetitive__Tl1_ovell1el2ts, ti~s,_jerki~_,_ twi_!~~i]1_~e_ye blinkin_g::-explail1 bel():W 

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 

~~E! these sit!e effects currently a problem? 
None Mild Moderate Severe 

Total Symptom Score for questions 1-18: _______________ _ 

Average Performance Score for questions 19-26: _____________ _ 

Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, )r, PhD. 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN'" 

ll-21/rev0303 

NIGH(} 
National Initiative for Children's Healthcare Quality 


