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Phone Number:Your	
  Name:	
  

Relationship to Child:	
   	
  Email	
  Address:	
  

Name	
  of	
  Child’s	
  School/Grade	
  in	
  School:	
  

What	
  are	
  your	
  main	
  concerns?	
  How	
  long	
  have	
  you	
  had	
  these	
  concerns?	
  

What	
  are	
  your	
  expectations for this appointment?

Has	
  your	
  child	
  ever	
  had	
  an	
  educational	
  evaluation	
  through	
  school	
  or	
  private	
  neuropsychological	
  testing?	
  	
  	
  ! yes	
  	
  	
  	
  ! no

o If	
  yes,	
  where	
  and	
  when?	
  (Please	
  provide	
  us	
  with	
  a	
  copy.)

Is	
  your	
  child	
  currently	
  receiving	
  any	
  services	
  at	
  school	
  (IEP,	
  504	
  Plan,	
  RTI,	
  etc.)?	
  	
  	
  	
  ! yes	
  	
  	
   ! no
o If	
  yes,	
  what	
  are	
  the	
  services	
  and	
  how	
  long	
  as	
  he/she	
  been	
  receiving	
  them?

Please	
  answer	
  the	
  following	
  questions	
  about	
  your	
  child
Has	
  your	
  child	
  ever	
  worked	
  with	
  a	
  therapist/counselor	
  for	
  the	
  above	
  mentioned	
  
concerns	
  or	
  other	
  behavioral	
  health	
  issues?	
  	
  

! yes	
  	
  	
  	
  ! no 

Is	
  your	
  child	
  currently	
  working	
  with	
  a	
  therapist/counselor?	
   ! yes	
  	
  	
  	
  ! no 

Does	
  your	
  child	
  snore	
  at	
  night?	
   ! yes	
  	
  	
  	
  ! no�
Is	
  your	
  child	
  a	
  restless	
  sleeper?	
   ! yes	
  	
  	
  	
  ! no�
Does	
  your	
  child	
  seem	
  to	
  have	
  the	
  same	
  amount	
  of	
  energy/stamina	
  as	
  his/her	
  peers?	
   ! yes	
  	
  	
  	
  ! no�
Does	
  your	
  child	
  complain	
  of	
  frequent	
  headaches?	
  	
   ! yes	
  	
  	
  	
  ! no 

Has	
  your	
  child	
  ever	
  fainted	
  or	
  passed	
  out	
  during	
  or	
  after	
  exercise?	
   ! yes	
  	
  	
  	
  ! no 

Has	
  your	
  child	
  ever	
  been	
  diagnosed	
  with	
  a	
  concussion	
  or	
  head	
  injury?	
   ! yes	
  	
  	
  	
  ! no	
  

Has	
  your	
  child	
  ever	
  had	
  discomfort,	
  pain,	
  or	
  pressure	
  in	
  his/her	
  chest	
  during	
  exercise?	
   ! yes	
  	
  	
  	
  ! no 

Has	
  your	
  child	
  ever	
  seen	
  a	
  cardiologist?	
   ! yes	
  	
  	
  	
  ! no 

Has	
  your	
  child	
  ever	
  been	
  diagnosed	
  with	
  a	
  seizure	
  disorder?	
   ! yes	
  	
  	
  	
  ! no  
 

1



Behavioral	
  Health (BH)	
  Intake	
  Form	
  
PAGE 2 � � � OF� 3

Family� History� Form�
Parent	
  1	
  Name:	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
  	
  Age:	
  	
  	
  	
  	
  	
  	
  	
  
Current	
  Occupation:	
  	
  	
  	
  	
   	
  School	
  Level	
  Completed:	
  

Other	
  Medical	
  History:	
  

Parent	
  2	
  Name:	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
  Age:	
  	
  	
  	
  	
  	
  	
  	
  

Current	
  Occupation:	
  	
  	
  	
  	
   	
  School	
  Level	
  Completed:	
  

Other	
  Medical	
  History:	
  

Brother(s)	
  Name(s)	
  /	
  Age(s):	
  

Sister(s)	
  Name(s)	
  /	
  Age(s):	
  	
  	
  	
  

Please	
  check	
  any	
  of	
  the	
  following	
  that	
  are	
  true	
  of	
  this	
  child:	
  ! adopted	
  	
  	
  ! foster	
  
Parents	
  are:	
  	
  ! married	
  	
  	
  ! separated	
  	
  	
  ! divorced	
  
Who	
  does	
  this	
  child	
  primarily	
  live	
  with?	
  	
  	
  

Please	
  indicate any of	
  the	
  following	
  conditions	
  that run	
  in	
  your	
  child’s	
  family.	
  	
  Please specify the family member(s) 
affected by the condition. Consider	
  your	
  child’s	
  immediate	
  family	
  (parents	
  and	
  siblings)	
  as	
  well	
  as	
  grandparents,	
  aunts/
uncles,	
  and	
  first cousins.	
  

 ! ADHD	
  	
  	
  	
  	
  	
  	
  

 ! Learning	
  Disability	
  	
  	
  	
  	
  	
  	
  

 ! Behavioral	
  Problems	
  in	
  Childhood	
  	
  	
  	
  	
  	
  	
  

 ! Anxiety	
  	
  	
  	
  	
  	
  	
  

 ! Depression	
  	
  	
  	
  	
  	
  	
  

 ! Bipolar	
  Disorder	
  	
  	
  	
  	
  	
  	
  	
  

 ! Substance	
  Abuse	
  	
  	
  	
  	
  	
  	
  

 ! Unexplained	
  seizures/fainting	
  	
  	
  	
  	
  	
  	
  	
  

 ! Autism	
  	
  	
  	
  	
  	
  	
  

 ! Sudden	
  or	
  unexplained	
  death	
  before	
  age	
  50	
  

 ! Cardiac	
  arrhythmia	
  or	
  abnormality	
  	
  	
  	
  	
  	
  	
  

 ! Heart	
  attack	
  before	
  the	
  age	
  of	
  50	
  	
  	
  	
  	
  	
  	
  

If completeing this form online please note this form does not automatically submit.
Please return your completed form to us via email	
  (BHteam@pedinw.com), 

fax	
  (617.928.0178)	
  or mail directly to our office at 2000 Washington Street Suite 466, Newton, 
MA 02462. 

revised	
  8/2019	
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Behavioral Health Authorization for Disclosure of Clinical Information 

Patient Name:           DOB:   

I authorize Pediatrics at Newton Wellesley, P.C. to communicate with the following providers, as needed, to help with 
evaluation, treatment planning and coordination of care:  

Person/Agency Role (check one) Phone/Fax/Email (if applicable) 

 therapist
medication prescriber
 school personnel
 other :______________

 therapist
medication prescriber
 school personnel
 other :______________

Pediatrics at Newton Wellesley, P.C. has my permission to release information/records acquired in the course of ongoing 
mental health assessment, evaluation and/or treatment of the above named patient, including telephone contact and 
email (if applicable please indicate if consenting to email communication  yes   no).  Please check the protected 
health information below that you are authorizing to be used and/or disclosed:  

 Details of Mental Health Diagnosis and/or Treatment provided by a Mental Health Provider
 Social/Family History  School Related Information
 Neuropsychological Reports  ER Visits/Hospitalizations
 Alcohol and Substance Abuse/Treatment*  HIV/AIDS Related*
 Information related to a sexually transmitted infection, sexual activity and/or orientation
 Other(s): please list
*HIV and Substance Abuse information is protected under federal law and must be authorized specifically in order to be use/disclosed.

This authorization will expire with the completion of treatment, unless otherwise changed and/or revoked. 

I understand that I may revoke this consent at any time, and that I must notify Pediatrics at Newton Wellesley, P.C. in 
writing.  I understand that such a revocation does not affect any action taken by Pediatrics at Newton Wellesley, P.C. 
prior to receiving my written notice.   

Signature of Patient (or Parent/Guardian) Date 

Printed Name 

Behavioral	
  Health	
  (BH) Intake Form 
PAGE	
  3	
  OF�� 3
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HE0351

NICHQ Vanderbilt Assessment Scale—TEACHER Informant

Teacher’s Name: _______________________________  Class Time: ___________________  Class Name/Period: ________________ 

Today’s Date: ___________  Child’s Name: _______________________________ Grade Level: _______________________________

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating
and should reflect 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?

Symptoms 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)

5. 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 3
mental effort

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 or squirms 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 2 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 this publication do not indicate an exclusive course of treatment
or serve as a standard of medical care. Variations, taking into account individual circum-
stances, may be appropriate.

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
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D4 NICHQ Vanderbilt Assessment Scale—TEACHER Informant, continued

Teacher’s Name: _______________________________  Class Time: ___________________  Class Name/Period: _______________

Today’s Date: ___________  Child’s Name: _______________________________ Grade Level: ______________________________

Symptoms (continued) Never 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 Above of a
Academic Performance Excellent Average 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 of a

Classroom Behavioral Performance Excellent 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: Pediatrics at Newton Wellesley - BH Team

Mailing address: 2000 Washington Street, Suite 466, Newton, MA 02462

Email: BHteam@pedinw.com 

Fax number: 617-928-0178

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 19–28: ________________________

Total number of questions scored 2 or 3 in questions 29–35: ________________________

Total number of questions scored 4 or 5 in questions 36–43: ________________________

Average Performance Score:______________________________________________

11-20/rev0303  
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Please return this form to: Pediatrics at Newton Wellesley - BH Team

Mailing address: 2000 Washington Street, Suite 466, Newton, MA 02462

Email: BHteam@pedinw.com 

Fax number: 617-928-0178
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