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Patient Name:
DoB CHI:
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Patient’s Details

ABCR

ADHD Behavioural Clinical Data

Name:
DoB CHI:
Date of first visit:

Visit Name of Clinician(s) Date Appointment Attended by

Visit 1 Child / Parent / Carer / ( )
Visit 2 Child / Parent / Carer / ( )
Visit 3 Child / Parent / Carer / ( )
Visit 4 Child / Parent / Carer / ( )
Visit 5 Child / Parent / Carer / ( )
Visit 6 Child / Parent / Carer / ( )
Visit 7 Child / Parent / Carer/ ( )
Visit 8 Child / Parent / Carer / ( )
Visit 9 Child / Parent / Carer / ( )
Visit 10 Child / Parent / Carer / ( )
Visit 11 Child / Parent / Carer / ( )
Visit 12 Child / Parent / Carer / ( )

Appointment Type (tick one)

Visit Hello Titration

Continuing Care

Asked to See

©)
©)

Visit 1

©)

O

Visit 2

Visit 3

Visit 4

Visit 5

Visit 6

Visit 7

Visit 8

Visit 9

Visit 10

Visit 11

O|0|O0|0OlO0|O|O|O0|0|0O]|0O
O|0|O0|0OlO0|O|O|O0|0|0O]|0O

Visit 12

O|0|O0|0OlO0|O|O|O0|0|0O]|0O

CRNCANCRICINOR IO NONICINORNCRNG;

Summary and plan

Weight / Growth ok? - Yes / No

BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months




W Overall Progress & Problems

Weight / Growth ok? - Yes / No BP ok? - Yes / No | Parent/Carer View | | Child View |

Clinician Signature: Date: Review in..........c..... months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months
Weight / Growth ok? - Yes / No BP ok? - Yes / No

Clinician Signature: Date: Review in................ months




Response to Treatment Scores

Other Symptoms

Visits

Insomnia or trouble
sleeping

Key: @ Not Present
@ Present but not impairing

@Present & impairing

V)]
)]
N

-
—

-
N

Nightmares

Drowsiness

Nausea

Anorexia / less
hungry than other
children

Stomach aches

Headaches

[Inattention Total| | Hyp-ImpTotal | | TotalScore | | SKAMP | [CGAS |
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Dizziness

Medication current taking / recommended (If none, write none)

| Visits | [ Medication Name /Dose | [ Medication Name /Dose | [ Medication Name / Dose

Sad / Unhappy

Visit 1

Recommend

Prone to crying

Visit 2

Recommend

Irritable

Visit 3

Recommend

Thoughts of
self-harm

Visit 4

Recommend

Visit 5

Suicidal
ideation

Recommend

Visit 6

Euphoric/
unusually happy

Recommend

Visit 7

Recommend

Anxious

Visit 8

Recommend

Visit 9

Tics or nervous
movements

Recommend

Visit 10

Recommend

“Spaced-out” /
“Zombie-like”

Visit 11

Recommend

Less talkative than
other children

Visit 12

Recommend

Less sociable than
other children
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