
Behavioral Intake Checklist 
 
 
 Sign up for patient portal (messaging regarding scheduling will occur 

through the portal)  
 
 

 Survey Completion  

 Parent Vanderbilt x 2* 
 Teacher/Coach/Caretaker Vanderbilt x 2* 
 SCARED  
 PHQ 9** 
 Other*** 

 
 

 Return surveys to the office by mail, hand, or fax. Please note we do 
not accept surveys via email.  

 
Once all surveys have been received and documented you will get a 
message through the portal regarding scheduling. You and your child will 
likely be scheduled for an intake visit with our behavioral specialist followed 
by two visits with the physician. Please note that your child will need to be 
present for all of these visits. These are scheduled all at once so that we 
can be sure to accommodate close follow ups. 
 
* Parent Vanderbilts can also be completed by grandparents or anyone else who 
regularly cares for your child in the home.  
* Teacher Vanderbilts can also be completed by “specials teachers” for example art and 
music teachers, coaches, church or scout group leaders, daycare providers or anyone 
who has direct interactions with your child outside of the home. 
 
** PHQ 9 should be completed by the child if they are over the age of 12. This survey 
can be skipped if the child is under the age of 12.  
 
*** The Physician or behavioral specialist might request other surveys depending on 
your particular needs or you may choose to add a letter from the teacher, notes from 
yourself or other information. Any additional information you provide will be made a part 
of your child’s medical record.  
 
 
  



 
 

 
 
 

We at Traverse Area Pediatric and Adolescent Clinic understand that your child’s 
health and wellbeing extends beyond physical wellness. The emotional and educational 
wellbeing of our families are also very important to us.  

Our goal at TAPAC is to provide the very best mental health care that we can for 
your family. Therefore, our mental health services have been developed using a team 
approach utilizing our doctors, nurses, behavioral health specialists and most 
importantly you and your child. Though the process may feel lengthy it's worthwhile to 
keep in mind that every child is different, and information gathered in a structured way 
ensures that we fully understand your child or adolescent’s specific needs.  

In this packet you will find several surveys and a checklist. Please read through 
the checklist and follow the instructions for completion of the surveys. You may feel that 
some of the surveys do not apply to your child. Please complete them anyway unless 
they are crossed off on your checklist. Sometimes the most important information 
comes from surprising sources.  Much of our communication will be through your child’s 
patient portal so becoming familiar with that platform on your smartphone will be 
essential.  

We look forward to continuing to care for your child and hope that we can help 
them reach their full, happy potential!  
 
 
 

Drs.  
Sarah Mulder 
Luann Labian 
Karla Smith 
Ben Hazen  
Megan Coggon 

 

  



 

TAPAC PATIENT PORTAL INSTRUCTIONS  

 

Please complete the following steps to set up access to the patient portal. 

• Navigate to our practice’s Patient Portal on our website at 
tapactc.com and click the patient portal tab on the top right side of 
the home page.  Click Let’s Get Started. 
 

• Enter your (the parent/guardian’s) email address, create a 
password, and click Continue. 
 

• Enter your (the parent/guardian’s) birthday. You’ll enter your 
child’s information in a little bit. 
 

• Select a security question and provide the answer. 
 
 

• Click the button for who was issued the PIN and complete the 
registration.   
 

• The PIN code is: ____________________ (Contact office if you do not 
have a PIN) 
 
        Click Myself if you (the parent/guardian) are also the patient 
and were issued a PIN for yourself. You’ll enter your PIN, accept the 
Terms & Conditions, and click Create My Account.  
                                     OR 
 
Click A child if you are the parent/guardian of a patient of the 
practice. You’ll enter your (the parent/guardian’s) information, 
accept the Terms & Conditions, and click Continue.  You’ll then enter 
the patient’s birthday and PIN.  
If you have PINs for additional children, click I’d like to add another 
child, and enter the PIN and information for the next child. Repeat this 
until all children have been added. When done, click Create My 
Account. 
 
You’re all set! 
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Screen for Child Anxiety Related Disorders (SCARED)

Parent Version - Page 1 of 2 (To be filled out by the PARENT)

Name: ______________________ Date: __________________________

Directions:
Below is a list of statements that describe how people feel. Read each statement carefully and 
decide if it is “Not True or Hardly Ever True” or “Somewhat True or Sometimes True” or “Very 
True or Often True” for your child.  Then for each statement, fill in one circle that corresponds 
to the response that seems to describe your child for the last 3 months.  Please respond to all 
statements as well as you can, even if some do not seem to concern your child.

0
Not True 
or Hardly 
Ever True

1
Somewhat 

True or 
Sometimes 

True

2
Very True 
or Often 

True

1. When my child feels frightened, it is hard for him/her to breathe o o o

2. My child gets headaches when he/she is at school o o o

3. My child doesn’t like to be with people he/she doesn’t know well o o o

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

5. My child worries about other people liking him/her o o o

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

7. My child is nervous o o o

8. My child follows me wherever I go o o o

9. People tell me that my child looks nervous o o o

10. My child feels nervous with people he/she doesn’t know well o o o

11. My child gets stomachaches at school o o o

12. When my child gets frightened, he/she feels like he/she is going 
crazy o o o

13. My child worries about sleeping alone o o o

14. My child worries about being as good as other kids o o o

15. When he/she gets frightened, he/she feels like things are not real o o o

16. My child has nightmares about something bad happening to his/her  
parents o o o

17. My child worries about going to school o o o

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

19. He/she gets shaky o o o

20. My child has nightmares about something bad happening to him/her o o o
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Screen for Child Anxiety Related Disorders (SCARED)
Parent Version - Page 2 of 2 (To be filled out by the PARENT)

0
Not True 
or Hardly 
Ever True

1
Somewhat 

True or 
Sometimes 

True

2
Very True 
or Often 

True

21. My child worries about things working out for him/her o o o

22. When my child gets frightened, he/she sweats a lot o o o

23. My child is a worrier o o o

24. My child gets really frightened for no reason at all o o o

25. My child is afraid to be alone in the house o o o

26. It is hard for my child to talk with people he/she doesn’t know well o o o

27. When my child gets frightened, he/she feels like he/she is choking o o o

28. People tell me that my child worries too much o o o

29. My child doesn’t like to be away from his/her family o o o

30. My child is afraid of having anxiety (or panic) attacks o o o

31.
My child worries that something bad might happen to his/her 
parents

o o o

32. My child feels shy with people he/she doesn’t know well o o o

33. My child worries about what is going to happen in the future o o o

34. When my child gets frightened, he/she feels like throwing up o o o

35. My child worries about how well he/she does things o o o

36. My child is scared to go to school o o o

37. My child worries about things that have already happened o o o

38. When my child gets frightened, he/she feels dizzy o o o

39.
My child feels nervous when he/she is with other children or adults 
and he/she has to do something while they watch him/her (for 
example: read aloud, speak, play a game, play a sport)

o o o

40.
My child feels nervous when he/she is going to parties, dances, or 
any place where there will be people that he/she doesn’t know well

o o o

41. My child is shy o o o

Developed by Boris Birmaher, MD, Suneeta Khetarpal, MD, Marlane Cully, MEd, David Brent, MD, and Sandra McKenzie, 
PhD.  Western Psychiatric Institute and Clinic, University of Pgh. (10/95). Email: birmaherb@msx.upmc.edu
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Screen for Child Anxiety Related Disorders (SCARED)

Child Version - Page 1 of 2 (To be filled out by the CHILD)

Name: ______________________ Date: __________________________

Directions:
Below is a list of sentences that describe how people feel. Read each phrase and decide if it is 
“Not True or Hardly Ever True” or “Somewhat True or Sometimes True” or “Very True or Often 
True” for you.  Then for each sentence, fill in one circle that corresponds to the response that 
seems to describe you for the last 3 months.  

0
Not True 
or Hardly 
Ever True

1
Somewhat 

True or 
Sometimes 

True

2
Very True 
or Often 

True

1. When I feel frightened, it is hard for me to breathe o o o

2. I get headaches when I am at school o o o

3. I don’t like to be with people I don’t know well o o o

4. I get scared if I sleep away from home o o o

5. I worry about other people liking me o o o

6. When I get frightened, I feel like passing out o o o

7. I am nervous o o o

8. I follow my mother or father wherever they go o o o

9. People tell me that I look nervous o o o

10. I feel nervous with people I don’t know well o o o

11. My I get stomachaches at school o o o

12. When I get frightened, I feel like I am going crazy o o o

13. I worry about sleeping alone o o o

14. I worry about being as good as other kids o o o

15. When I get frightened, I feel like things are not real o o o

16.
I have nightmares about something bad happening to my par-
ents o o o

17. I worry about going to school o o o

18. When I get frightened, my heart beats fast o o o

19. I get shaky o o o

20. I have nightmares about something bad happening to me o o o
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*For children ages 8 to 11, it is recommended that the clinician explain all questions, or have the child 
answer the questionnaire sitting with an adult in case they have any questions.

0
Not True 
or Hardly 
Ever True

1
Somewhat 

True or 
Sometimes 

True

2
Very True 
or Often 

True

21. I worry about things working out for me o o o

22. When I get frightened, I sweat a lot o o o

23. I am a worrier o o o

24. I get really frightened for no reason at all o o o

25. I am afraid to be alone in the house o o o

26. It is hard for me to talk with people I don’t know well o o o

27. When I get frightened, I feel like I am choking o o o

28. People tell me that I worry too much o o o

29. I don’t like to be away from my family o o o

30. I am afraid of having anxiety (or panic) attacks o o o

31. I worry that something bad might happen to my parents o o o

32. I feel shy with people I don’t know well o o o

33. I worry about what is going to happen in the future o o o

34. When I get frightened, I feel like throwing up o o o

35. I worry about how well I do things o o o

36. I am scared to go to school o o o

37. I worry about things that have already happened o o o

38. When I get frightened, I feel dizzy o o o

39.
I feel nervous when I am with other children or adults and I have 
to do something while they watch me (for example: read aloud, 
speak, play a game, play a sport)

o o o

40.
I feel nervous when I am going to parties, dances, or any place 
where there will be people that I don’t know well o o o

41. I am shy o o o

Developed by Boris Birmaher, MD, Suneeta Khetarpal, MD, Marlane Cully, MEd, David Brent, MD, and Sandra 
McKenzie, PhD.  Western Psychiatric Institute and Clinic, University of Pgh. (10/95). Email: birmaherb@msx.upmc.edu

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



NICHQ Vanderbilt Assessment Scale—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.
When completing this form, please think about your child’s behaviors in the past 6 months.

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. 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 require 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. Is easily distracted by noises or other 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 when remaining seated is expected 0 1 2 3

12. Runs about or climbs too much when remaining seated is expected 0 1 2 3

13. Has difficulty playing or beginning quiet play activities 0 1 2 3

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks too much 0 1 2 3

16. Blurts out answers before questions have been completed 0 1 2 3

17. Has difficulty waiting his or her turn 0 1 2 3

18. Interrupts or intrudes in on others’ conversations and/or activities 0 1 2 3

19. Argues with adults 0 1 2 3

20. Loses temper 0 1 2 3

21. Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3

22. Deliberately annoys people 0 1 2 3

23. Blames others for his or her mistakes or misbehaviors 0 1 2 3

24. Is touchy or easily annoyed by others 0 1 2 3

25. Is angry or resentful 0 1 2 3

26. Is spiteful and wants to get even 0 1 2 3

27. Bullies, threatens, or intimidates others 0 1 2 3

28. Starts physical fights 0 1 2 3

29. Lies to get out of trouble or to avoid obligations (ie,“cons” others) 0 1 2 3

30. Is truant from school (skips school) without permission 0 1 2 3

31. Is physically cruel to people 0 1 2 3

32. Has stolen things that have value 0 1 2 3                

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.

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 - 1102



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. Is 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. Feels 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. Is self-conscious or easily embarrassed 0 1 2 3

Somewhat
Above of a

Performance Excellent Average 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

55. Participation in organized activities (eg, teams) 1          2     3   4        5

Comments:

NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: ___________  Child’s Name: _____________________________________________  Date of Birth: ________________ 

Parent’s Name: _____________________________________________  Parent’s Phone Number: _____________________________

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 scored 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: ______________________________________________



NICHQ Vanderbilt Assessment Scale—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.
When completing this form, please think about your child’s behaviors in the past 6 months.

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. 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 require 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. Is easily distracted by noises or other 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 when remaining seated is expected 0 1 2 3

12. Runs about or climbs too much when remaining seated is expected 0 1 2 3

13. Has difficulty playing or beginning quiet play activities 0 1 2 3

14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3

15. Talks too much 0 1 2 3

16. Blurts out answers before questions have been completed 0 1 2 3

17. Has difficulty waiting his or her turn 0 1 2 3

18. Interrupts or intrudes in on others’ conversations and/or activities 0 1 2 3

19. Argues with adults 0 1 2 3

20. Loses temper 0 1 2 3

21. Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3

22. Deliberately annoys people 0 1 2 3

23. Blames others for his or her mistakes or misbehaviors 0 1 2 3

24. Is touchy or easily annoyed by others 0 1 2 3

25. Is angry or resentful 0 1 2 3

26. Is spiteful and wants to get even 0 1 2 3

27. Bullies, threatens, or intimidates others 0 1 2 3

28. Starts physical fights 0 1 2 3

29. Lies to get out of trouble or to avoid obligations (ie,“cons” others) 0 1 2 3

30. Is truant from school (skips school) without permission 0 1 2 3

31. Is physically cruel to people 0 1 2 3

32. Has stolen things that have value 0 1 2 3                

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.

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 - 1102



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. Is 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. Feels 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. Is self-conscious or easily embarrassed 0 1 2 3

Somewhat
Above of a

Performance Excellent Average 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

55. Participation in organized activities (eg, teams) 1          2     3   4        5

Comments:

NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: ___________  Child’s Name: _____________________________________________  Date of Birth: ________________ 

Parent’s Name: _____________________________________________  Parent’s Phone Number: _____________________________

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 scored 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: ______________________________________________











Patient Health Questionnaire (PHQ-9) 

Patient Name:  _________________________________________ Date:  ___________________ 

Not at all Several days More than 
half the days 

Nearly every 
day 

1. Over the last 2 weeks, how often have you been bothered
by any of the following problems?

a. Little interest or pleasure in doing things

b. Feeling down, depressed, or hopeless

c. Trouble falling/staying asleep, sleeping too much

d. Feeling tired or having little energy

e. Poor appetite or overeating

f. Feeling bad about yourself or that you are a failure or
have let yourself or your family down

g. Trouble concentrating on things, such as reading the
newspaper or watching television.

h. Moving or speaking so slowly that other people could
have noticed. Or the opposite; being so fidgety or
restless that you have been moving around a lot more
than usual.

i. Thoughts that you would be better off dead or of hurting
yourself in some way.

2. If you checked off any problem on this questionnaire so
far, 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?

Not difficult 
at all 

Somewhat 
difficult 

Very 
difficult 

Extremely 
difficult 

18 UMHS Depression Guideline, Month, 2003


	01 Behavioral Intake packet
	02 SCARED Parent
	03 SCARED Child
	04 Parent Vanderbilt Initial
	05 Parent Vanderbilt Initial - 2
	06 Teacher Vanderbilt Initial
	07 Teacher Vanderbilt Initial - 2
	08 PHQ-9



