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Thank you for your interest in booking a behavioral health appointment with Dr.
Patrenos at Pediatrics Plus.

Please complete the entire packet and return it to the office via fax or in person to
obtain your child's appointment. No appointment will be made without the
completed paperwork being returned to us.

All of the included forms must be completed in their entirety. If the child is not of
age to have a teacher that can complete the designated teacher form, please have
a caregiver or adult that is familiar with the child other than the parent complete
that form (grandparent childcare provider, etc.)




Your child will be taking a medication that requires special monitoring.
Because of the documentation required, your child will have to follow
specific guidelines for medication refills. :

1. Your child must have had a well child check up within the past
year. We will be l.anppy to schedule that appointment for you if
necessary, but no controlled substances will be refilled unless

your child has a current check up.

2. Appointments for medication refills WILL NOT be
combined with visits for other illnesses, or with well check ups.

3. Your child will be seen in one month or sooner if there are
any changes to their medication doses. “Three month “
medication appointments will be made once there is documented
_ stability on the current dose. This means that after a medication
change your child will have to be seen againin 1 month before
they can receive 3 months prescriptions.

4. If you cannot make your appointment, please call to
Reschedule. Repeated “no-shows” will result in your having to
obtain care for your child with another provider.

5. An adult will be required to sign for all prescriptions. NO
REPLACEMENTS WILL BE GIVEN FOR LOST PRESCRIPTIONS SO
PLEASE TAKE THEM TO YOUR PHARMACY.

6. Referrals for counseling will be for 3 visits to see if it is a “good
fit. You may need to be seen for year long referral after that
time,

We understand that it is difficult to manage frequent
appointments, however, in prescribing controlled substances
there are guidelines that we must follow. Thank you for your
understanding.

SIGNED: DATE:
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CYW Adverse Childhood Exberiences Questionnaire (ACE-Q) Child

To he tompleted by Parent/Categiver

ngay‘s Détg:- )
=52 e 5 & . Hn Data Qb{%_~
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Many children experience stressful life events that can affect their health and wellbeing. The

i " ing their health and
results from this questionnaire will assist your child’s doctor in assess .
determining guidance. Please read the statements below. Count the number of statements that

apply to your child and write thé total number in the box provided.

Please DO NOT mark or indicate which speciﬁc statements apply to your child.

1) of the statements in Section 1, HOW MANY apply to your child? Write the total number in the box.

ol it v Atsame & ASe A S Ge€h WP T AN T seete S

Section 1. At any point singe your child was born...
®  Your child’s parenté or-guardians were separated or divorced . .

Your child lived with a household member who served time in jail or prison .

Your chifd lived with a household member who was depressed, mentally ill or attempted suicide

Your child saw or heard household members hurt or threaten to hurt each other

A household member swore at, insulted, humiliated, or put down your child in a way that scared

. = .your child OR a household member acted in a way that made your child afraid that s/he might be
' physically hurt ' :

- ™ Someone touched your child's private parts or asked your child to touch their private parts in a

sexual-way .

e e e

B More than once, ybur child went without food, clothing, a place to live, or had no one to protect

her/him. : ;
®  Someone pushed, grabbed, slapped or threw something at your child OR your child was hit so
< hard that your child was injured or had marks

®- “Your child lived with someone who had a problem with drinking or using drugs

Your child often felt unsupported, unloved and/or unprotected

~ oo L R VPP . a Gt e v e eeete

2) Of the statements in Section 2, HOW MANY apply to your child? Write the total number in the box.

Section 2. At.ariy point sincé your child was born...
" ™ Your child was in foster care

Your child experienced harassment or butlying at school
Your child lived with a parent or guardian who died
Your child was separated from her/his primary caregiver through deportation or immigration |
"Your child had a serious medical procedure or life threatening illness '

Your child often saw or heard violence in the neighborhood or in her/his school neighborhood

Your child was often treated badly because of race, sexual orientation, place of birth,
disability or religion

- P ——_ b s Vun At e e e

CYW ACE-Q Child (0-12 yo) © Center for Youth Wellness 2015
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Name: Clinician:

Date:

PHQ-9 modified for Adolescents
(PHQ-A)

Instructions: How often have you been bothered|by each of the following symptoms _durin the past two
weeks? For each symptom put an “X™ in the box beneath the answer that best describes how you have been

feeling.
= (0) (1) (2) (3)
Not at Several More Nearly
all days than every
hait day
. the days
1.__Feeling down, depressed, irritable, or hopeless?
2. Little interest or pleasure in doing things?
3. Trouble falling asleep, staying asleep, or sleeping too

much?

Poor appetite, weight loss, or overeating?

- Feeling tired, or having little energy?

L gl

Feeling bad about yourself — or feeling that yod

are a

failure, or that you have let yourself or your family

down?

7. Trouble concentrating on things like school wdrk,

reading, or watching TV?

8. Moving or speaking so slowly that other peopl
have noticed?

could

Or the opposite ~ being so fidgety or restless ﬂhat you

were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or
hurting yourself in some way?

of

In the past year have you feit depressed or sad mpst days, even if you felt okay sometimes?

OYes [INo

If you are experiencing any of the problems on thi

form, how difficult have these problems made it for you to
do your work, take care of things at home or get along with other people?

CINot difficult at all OSomewhat difficu OVery difficult ClExtremely difficult

Has there been a time in the past month when yol have had serious thoughts about ending your life?

OYes CINo
Have you EVER, in your WHOLE LIFE, tried to Kill yourself or made a suicide attempt?
ClYes CINo '

*™If you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss
this with your Health Care Clinician, go to a hospital emergency room or call 911.




Parent Version - Page 10f 2 (To be filled out by the PARENT)

Date:

Name:

Directions: : '
Below is a list of statements that describe how paople feel, Read each statement carefully and

decide ff it is “Not True or
True or Often True” for your child.

to the response that seems to describe your child

statements as well as you can,

1

Screén for Child Anxiety Related Disorders (SCARED)

Hardly Ever True® or “Somewhat True or Sometimes True” or “Very
Then for each statement, fill In one circle that corresponds

. Please respond to all

even if some do not seem to concem your

child.

0
Not True
or Hardly
Ever True

1
Somewhat
True or

2
Very True
or Often
True

When my child feels frightened, it is hard for himvher to breathe

wmmammmnmmmamou

~{ My child doesn't like to be with people he/she doesn't know well

My child gets scared if he/she sleeps away from home

My child worties about other people liking him/mer

When my child gets frightened, he/she feels like passing out

My child Is nervous

Mydﬂldfollowsmwtmevarlgo

VidIN|E G pOINIS

People tell me that my child looks nervous

-
©

My child feels nervous with people he/she doesn't know wel

-l
-

. | My child gets stomachaches at school -

0j0OjCjOo}0iO0f0}j0}jO}10]0

cjOj0]O0j0j0ij0i0jO}0Oi0O

12,

When my child gets frightened, ha/she fesls like he/she is going
crazy

(o]

13.

My child worries about sleeping alone

14.

My child worries about being as good as other kids

15.

When he/she gets frightened, he/she feels lika things are not real

0jojoi ©

0joijo

i6.

My child has nightmares about something bad happening to his/her
parents - '

©

OOOOOOOOOOOOO'angg

Q

17.

My child warries about going to school

18,

When my child gets frightened, his/her heart beats fast

19.

He/she gets shaky

20.

0o

clO101}0

NEXT PAGE

My child has nightmares about something bad happening to himmer| o



Screen for Child Anxiety Related Disorders (SCARED)
Parent Version- Page 2 of 2 (To be filled out by the PARENT)

Not True

or Hardly
Ever True

1
Somewhat
Trums or
Sometimen
Trwe

Very True
or Often

21,

My child wotrles about things working out for Nm/mher

Whenmymlldgetsmgmemd,helshesweaualot

28

My child is a worrier

My child gets really frightened for no reason at all

25,

My child is afraid to be alone in the house

it is hard for my child to talk with people he/she doesn’t know waell

27.

When my child gets frightened, he/she fesls like he/she is choking

28,

People tell me that my child worrles too much

29,

My child doesn’t like to be away from his/her famtily

clololojolojoiolol]o

olololojoioloioloio

cojlojofoiojotojotlalioc

30.

My child Is afrald of having anxiety (or panic) attacks

31.

My child worries that something bad might happen ta hisher
parents )

]

=)

o}

32,

My child feels shy with people ha/she doesn't know well

My child worrles about what Is going to happen in the future

When my chiid gets frightened, he/sha feels iike throwing up

My child worries about how well he/she does things
Mydﬂldlssoamdtogotosmool :

My child worrdes about things that have already happened .

o'jotoloioioilo

cjololojolols

- EE BE-BE-BEX-BE-BE-]

When my child gets frightened, he/she foels dizzy

39.

My child feels nervous when he/she Is with other children or adults
and he/she has to do someﬂ\lngwhﬂomeywawhhmm«(for
axample: read aloud, speak, play a gams, play a sporf)

40.

My child feels nervous whan he/sha Is going to paifies, danoces, or
any place where there will be peopie that he/she doasn't know well

O

o

o

41.

My child Is shy

(]

s

[+

Develaped by Boris Birmaher, MD, Sunesta Khetarpal, MD, Mariane Cully,

PhD. Western Psychiatric Institute and Clinic, University of Pgh. (10/96). Ermalt
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MEd, David Brent, MD, and Sandra MoKenzie,
: birmaherb@msx.uprac.sdu




NICHO Vanderbilt Assessment Scale PARENT Infor mant

Today’sDate:_____ Child’s Name:

Parent’s Name: Parent’s

Directions; Each rating should be considered In the context of what is ap
When complsting this form, please think about your child’s be

Is this evaluation based on a time when the child [ was on medicatior]

one Number:

Date of Birth:’

prlafc for the age of your child.
aviors In the past 6 months,

(] was not on medication [] not sure?

ever _ Occasio nally  Often  Very Often

Symptoms

1. Does not pay attention to details or makes careless mistakes 0 1 2 3
with, for example, homework -

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 when given directions and fails to finish activities || 0 1 2 3

(not due to refusal or failure to understand) '

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

6. Avoids, dislikes, or does not want to start tasks that reqmre ongoing 0 1 2 3
mental effort -

7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3
or books)

" 8. Iseasily distracted by noises or other stimuli

9. Is forgetful in daily activities

10. Fidgets with hands or feet or squirms in seat

11. Leaves seat when remaining seated is expected

12. Runs about or climbs too much when remaining seated is expected

13. Has difficulty playing or beginning quiet play activities

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

15. Talks too much

16. Blurts out answers before questions have been completed

17, Has difficulty waiting his or her turn

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

19. Argues with adults

20. Losestemper -

21. Actively defies or refuses to go along mth adults’ reguests or rula

. 22. Deliberately annoys people

23. Blames others for his or her mistakes or misbehaviors

.

24. Is touchy or easily apnoyed by others

25. Is angry or resentful

26. Is spiteful and wants to get even

27. Bullies, threatens, or intimidates others

28. Starts physical fights

29. Lies to get out of trouble or to avoid obligations (ie, “cons” others)

30. Is truant from school (skips school) without permission
31. Is physically cruel to people )

32. Has stolen things that have value

OOOOOOOOOOOOOO‘OOOOOOOOOOO

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

NNNNNNNNNNNNNNNNNNL{NNNNNN
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The informat} tained in this publication shoald not be used as a substitute for the Copyright

medical care and advice of your pediatrician. There may be varistions in treatment that Healthcare

your pediatrician may recommend based an individual facts and circumstances, Adapted
Revised - 1

American Academy

of Pediatrics NICHQ:

ity

DEDICATED TO THE HEALTH OF ALL CHILDREN™ Nmmhwmrﬁmm :

02 American Academy of Pediatrics and National Initiative for Children’s

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




NICHQ Vanderhilt Assessment Scale--PARENT Informant

Today’s Date: Child’s Name: ] Date of Birth:

Parent’s Name: - Parent’s l}hon.e Number:
Symptoms (continued) _ Never  Occasionally Often  Very Often
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. 1s 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. Peels 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. 18 self-conscious or-easily embarrassed 0 1 2 3

Somewhat
ofa -

Performance . Excellent ge Average  Problem Problematic
48, Overall school performance 1 2 3 4 5
49, Reading : 1 2 3 4 5
50. Writing 1 2 3 4 5
51. Mathematics 1 2 3 4 5
52. Relationship with parents 1 2 "3 4 5
53, Relationship with siblings 1 2 3 4 5

* 54, Relationship with peers 1 2 3 4 5

1 2 3 4 5

55. Participation in organized activities (eg, ueams)
Comments:

For Office Use Only

Total number of questions scored 2 or 3 in questions 1-9:
Total number of questions scored 2 or 3 in questions 10-18:
Total Symptom Score for questions 1-18:
Total number of questions scored 2 or 3 in questions 19-26:_.
Total number of questions scared 2 or 3 in questions-27-40:
"Total number of questions scored 2 or 3 in questions 41-47:
Total number of questions scored 4 or 5 in questions 48-55:

Average Performance Score:
American Academy -
of Pediatrics NICHQ: - MgNeIZ )




NICHQ Vanderbilt Assessment Scale—_.TEACHER informant

Teacher’s Name: Class Time: Class Name/Period: _
Today’s Date: Child’s Name: _~ rade Level:

D_iggﬁ_i_gng Each rating should be considered in thé context of what is appropriate for the age of the child you are rating
and should refiect that child's behavior since the beginning of the school year. Please indicate the number of

weeks or months you have been able to evaluate the behaviors: . .
Is this evaluation based on a time when the child  [] was on medication| []was not on medication [ not sure?
Sympioms . : . Never Occasionally - Often Very Often
1. Fails to give attention to details or makes careless mistakes in schoolwork |0 . 1 2 3
2. Has difficulty sustaining attention to tasks or activities 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 0 1 : 2 3
(not due to oppositional behavior or failure to understand)
. Has difficulty organizing tasks and activities ' 0 ) 1 2 3
6. Avoids, dislikes, or is reluctant to engage in tasks that require sustained 0 1 2
mental effort g ¢ .
7. Loses things necessary for tasks or activities (school assignments, - 0 1 2 3
pencils, or books) . .
8. Is easily distracted by extraneous stimuli - 0 1 2 3
9. Is forgetful in daily activities 0 1 2 3
10. Fidgets with hands or feet orsquirms in seat 0 1 2 3
11. Leaves seat in classroom or in other situations in which remaining 0 1 2 3
seated is expected
12. Runs about or climbs excessively in situations in which remaining 0 1 2 3
seated is expected :
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. Loses temper . 0 1 2 '3
20. Actively defies or refuses to comply with adult’s requests or rules 0 1 2 3
21. Is angry or resentful 0 1 2 3
22. Is spiteful and vindictive 0 1 2 3
23. Bullies, threatens, or intimidates others 0 1 2 3
24, Initiates physical fights 0 1 2 3
25, Lies to obtain goods for favors or to avoid obligations (eg, “cons” others) 0 1 2 3
26. Is physically cruel to people 0 1 2 3
27. Has stolen items of nontrivial value 0 1 2 3
28. Deliberately destroys others’ property 0 1 2 3
29. Is fearful, anxious, or worried 0 1 L2 3
30. Is self-conscious or easily embarrassed 0 1 2 3
31. Is afraid to try new things for fear of making mistakes 0 1 2 3
The recommendations in lhl; publication do not indieate an exclusive course of treatment Copyright ©2002 American Academy of Pediatrics and Nationa! Initiative for Children’s
orserveasa dard of medical care. Variations, taking into sccount individual circum- Healthcare Quality
“"Y.b“ Approp : Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD.
Reviged - 0303
American Academy g
of Pediatrics NICHQ): McNer
DEDICATED TO THE HEALTH OF ALL CHILDREN™ Notional Inflative for Children's Eeplihoare Quality ~— el




NICHQ Vanderbilt Assessment Scale—TEACHER Infor‘man_t_, con_tinugd

Teacher’s Name: Class Time: Class Name/Period:
Today’s Date: Child’s Name: Grade Level:
Symptoms (continued) ever Occasionally Often Very Often
32. Feels worthless or inferior 0 1 2 3
33. Blames self for problems; feels guilty "0 1 2 3
34. Feels lonely, unwanted, or unloved; complains that “no one loves him or her [ 0 1 2 3
35. Is sad, unhappy, or depressed 0 1 2 3
Somewhat
Performance &bove ofa
Academic Performance Excellent erage Average  Problem Problematic
36. Reading 1 2 3 4 5
37. Mathematics 1 2 3 4 5
38. Written expression 1 2 3 4 5
. Somewhat
. Above ofa
Classroom Behavioral Performance Excelient  Average Average  Problem Problematic
39. Relationship with peers 1 2 3 4 5
40. Following directions 1 "2 3 4 5
41. Disrupting class 1 2 3 4 5
42. Assignment completion 1 2 3 4 5
43. Organizational skills 1 2 3 4 5

Comments:

]

Please return this form to:

Mailing address:

Pax number:

For Office Use Only

Average Performance Score:

Total number of questions scored 2 or 3 in questions 1-9;
Total number of questions scored 2 or 3 in questions 10-18:
Total Symptom Score for questions 1~18:

Total number of questions scored 2 or 3 in questions 19-28:
Total number of questions scored 2 or 3 in questions 26-35: ___
Total number of questions scored 4 or 5 in questxons 36—43

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN‘

11-20/rev0303

NICHQ:

National Initiative for Childwmen's Healthoare Quality




Certain conditions are not within the scope of our practice. Please
answer the following questions about your child so we can determine if
we are able to provide care:

Is your child on any medicines for mood, attention, anxiety, sleep,
autism, or behavior? If so, what medications and who has prescribed
them? '

Has your child ever been on any medicines for mood, attention, anxiety,
sleep, autism, or behavior? If so, what medications and who has
prescribed them?

Has your child ever been hospitalized for a mood disorder, depression,
eating disorder, anxiety, autism, or suicide attempt? If yes, please
provide dates, facilities, and details below.

After completi'ng the questionnaire, please inform the patient that you
will consult with Dr. Patrenos to see if we will be able to provide care
and return the call.

Name of Patient/Guardian:
Phone Number:

schedule / Do not schedule (please circle one)



