
 
 

THE CARITHERS PEDIATRIC GROUP 
PEDIATRIC AND ADOLESCENT MEDICINE 

 
Instructions for your ADD/ADHD visit 

 
Dear Parent (s): 
 
We thank you for your confidence in our practice and the trust you place in 
us with your children.  To make this evaluation smooth and accurate, please 
follow these instructions prior to your visit: 
 

1. Enclosed in this packet are ADD/ADHD scales to be completed by all 
the child’s parents/guardians and teachers.  Everyone should fill the 
forms out separately.  If you don’t have enough forms just photocopy 
them.  These forms are also available on the web at: 
www.carithersgroup.com.  Bring the completed forms to your visit. 

 
2. Please complete the “Medical History” sheet and bring to your visit. 

 
3. Absolutely arrive on-time to your visit. It takes a lot of time to 

adequately assess your child.  A late-comer to an ADD/ADHD visit 
not only robs your child of necessary time but also affects all the 
children scheduled after yours. 

 
4. Please try not to bring other children to your child’s ADD/ADHD 

visit.  Other children often distract from the focus needed during the 
visit. 

 
5. Avoid reading too much right now about ADD/ADHD.  It might 

possibly bias your response to the ADD/ADHD scales.  We will 
gladly direct you to reading material on ADD/ADHD should your 
child receive this diagnosis. 

 
Sincerely,  
 
 
The Carithers Pediatric Group Physicians 
 
 
 
 
 
 

http://www.carithersgroup.com/


 
 

 THE CARITHERS PEDIATRIC GROUP 
PEDIATRIC AND ADOLESCENT MEDICINE 

 
Medical History 

 
Birth History: 
 Vaginal or Caesarian section (please circle) 
 Term or premature (please circle) 

If premature, how many weeks were you pregnant when you 
delivered:_______weeks 

Complications during pregnancy: 
________________________________________________________
________________________________________________________ 
Complications during delivery (ie, infant distress, ventilator use, etc): 
________________________________________________________ 
________________________________________________________ 
 

Past Medical History (please circle): 
 Heart disease 
 Lung disease—asthma, recurrent wheeze, recurrent pneumonia 
 Neurologic disorder—seizure disorder, other____________________ 
 Learning disability    Developmental Delay 
 Speech Delay    “Late-talker” 
 Previous elevated lead level  Allergies 
 Loud snoring    sleep apnea 
 Sleep problems—if so, please explain:_________________________ 
 ________________________________________________________ 
 Other:___________________________________________________ 
 Previous surgeries (please list):_______________________________ 
 
Family History (please circle): 
 ADHD—please list each family member’s relation to patient:______  
 ________________________________________________________ 
 ________________________________________________________ 
 Learning disability    Dyslexia 
 Speech delay    Tourette Syndrome 
 Parental poor school performance 
 
**Please provide results of any psychological tests, IQ tests or achievement 
tests.  Please list psychologist that evaluated and when:_________________ 
 












