Parent Information Form
(COMPLETED BY A PARENT OR GUARDIAN)
Student’s Name: ________________________________________________________________________________
Nickname: ________________________________________________________________________________________
Email: _____________________________________________________________________________________________
Address: __________________________________________________________________________________________
City, State, Zip: ____________________________________________________________________________________
Home Phone: _________________________ Cell Phone: _________________________
Age: __________ Birthdate: __________Grade: __________
Siblings in the home (names and ages): _________________________________________________________
School Name: ______________________________________________________________________________________  
Phone: _________________________
Guidance Counselor: ________________________________________________________________________________
Phone: ____________________________
Primary Heath Care Provider: __________________________________________________________________________
Phone: _________________________
Mental Heath Care Provider: __________________________________________________________________________
Phone: _________________________


Primary Caregiver’s Name and Relationship: _________________________________________________
Occupation/Employer: ______________________________________________________________________________
Home phone: _________________________ 
Work phone: _________________________
Cell phone: _________________________
Email address: ______________________________________________________________________________________
Caregiver’s Name and Relationship: ___________________________________________________________
Occupation/Employer: ______________________________________________________________________________
Home phone: _________________________ 
Work phone: _________________________
Cell phone: _________________________
Email address: ______________________________________________________________________________________
Caregiver’s Name and Relationship: ___________________________________________________________
Occupation/Employer: ______________________________________________________________________________
Home phone: _________________________ 
Work phone: _________________________
Cell phone: _________________________
Email address: ______________________________________________________________________________________

Referred By: _______________________________________________________________________________________

ADHD History / Details:
1. When was ADHD diagnosed? _________________________
2. Type of ADHD? ______________________________________________________________________________
3. Name of Diagnostician? _______________________________________________________________________________ 
4. Are there any known learning disabilities or co-morbid conditions? __________________ 
If yes, please explain. _______________________________________________________________________
5. Is the student taking medication for ADHD or any other related difficulty, such as depression or anxiety? ________
If yes, which medication(s) and how often? _______________________________________________
6. Other Medical Conditions, including current treatment and medications.
_________________________________________________________________________________________________
7. Has the student ever worked with a coach or education assistant? _____________________
 	If yes, what was the focus of the work? ____________________________________________________
8. Has the student worked with a tutor? __________ 
If yes, for what subjects? ____________________________________________________________________
9. Is the student currently taking any private lessons (music, dance, etc.)? _________________________________________________________________________________________________
10. Are there other family members with an ADHD diagnosis? __________ 
If yes, what is their relationship to the student? ______________________________________________	
11. Is there any family history of substance abuse? __________________________________________________________________________________	 	
12. Are you aware of alcohol or substance abuse in your teen (past or present)? __________________________________________________________________________________


13. On a scale of 1-10, how well do you and your family understand ADHD?
Circle one	1	2	3	4	5	6	7	8	9	10
Explanation of numbers:
· 1-3 = Little or No Knowledge
· 4-5 = Basic Knowledge (Definition, how medication works)
· 6-7 = Fairly Well (Read books, talked with doctor)
· 8-10 = Very Well (Read literature, attend info sessions)
14. Do you have a family calendar? __________ 
If yes, who usually keeps it current?  _________________________________________________________
If no, are you willing to start using a family calendar when coaching begins? ____________
15. Do you use a reward system with your child? __________________ 
If yes, please describe. _____________________________________________________________________
If no, are you willing to work with the coach to develop a system? ____________________
Do you have any questions or concerns at this time? __________________________________________________________________________________________________________________________________________________________________________________________________________
Please share some personal thoughts about your child. _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List 3 primary reason(s) and goals(s) you are seeking coaching at this time:
1) ______________________________________________________________________________
2) ______________________________________________________________________________
3) ______________________________________________________________________________
Behavior Mental Health
Do you feel your child exhibits any of the following symptoms more often than is typical for a child of his/her age?  
Please put an “X’ in front of any that apply:
	
	Often easily annoyed 
	
	Often bullies / threatens
	
	Often irritable

	
	Often defies adult rules
	
	Difficulty maintaining friendships
	
	Change in appetite

	
	Often argues with adults
	
	Destroys property
	
	Sleep Problems

	
	Often loses temper
	
	Lies often
	
	Fatigue or low energy

	
	Often blames others for mistakes
	
	Extreme Mood swings
	
	Feels worthless

	
	Deliberately annoys
	
	Does not show emotion
	
	Indecisive / can’t think

	
	Panic attacks
	
	Overreacts to loud noise / touch
	
	Self injurious behavior

	
	Self conscious
	
	Gets upset when changes routine
	
	Overly worries about future

	
	Excessive need for reassurance
	
	Poor social interactions
	
	Thinks about death/suicide

	
	Somatic complaints (headache, stomach ache)
	
	Gets upset when interrupted to change activity
	
	Excessive preoccupation with objects or ideas





					
	Please place a check mark in the column which best describes your child:
	None
	A little
	Often
	A lot

	Often fails to give close attention to details and make careless mistakes in schoolwork or other activities.
	
	
	
	

	Often does not seem to listen when spoken to directly.
	
	
	
	

	Often does not follow through on instructions and fails to finish schoolwork, or chores.
	
	
	
	

	Often avoids, dislikes or is reluctant to engage in tasks that require sustained mental effort (schoolwork / homework / reading).
	
	
	
	

	Often loses things necessary for tasks or activities.
	
	
	
	

	Is often easily distracted by extraneous stimuli
	
	
	
	

	Often leaves seat in classroom or in other situation in which remaining seated is expected
	
	
	
	

	Is often “on the go” or acts as if “driven by motor”.
	
	
	
	

	Often blurts out answers before questions have been completed
	
	
	
	

	Often talks excessively
	
	
	
	

	Often interrupts or intrudes on others (butts into conversations or games)
	
	
	
	

	Often has difficulty waiting turn.
	
	
	
	

	Often fidgets with hands, feet, or squirms in seat. 
	
	
	
	





Listed below are areas of functional that your child might find challenging.  Please rate your child on a scale of 1-5  (1 represents no difficulty to 5 representing great difficulty)
Once completed, please place an “X” next to 3 to 4 areas you’d most like to focus on as we start our coaching work.
X Focus Area
	
	Ability to organize, prioritize and begin work
	

	
	Ability to maintain focus, listen and shift focus as needed
	

	
	Ability to sustain effort and pace of work as needed
	

	
	Ability to hold and recall information needed for short-term work
	

	
	Ability to monitor and control impulsive behavior
	

	
	Ability to handle social situations and develop friendships
	

	
	Ability to advocate for self as needed
	

	
	Ability to set realistic and reachable goals
	



Other Coaching Goals:
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

