PERMISSION TO SEND HEALTH INFORMATION Use this form when you want a health care
TO DARTMOUTH-HITCHCOCK

provider to send your medical records fo D-H.

Patint Name: Ldv\a ﬂ&V\ V\
Date of Birth: 0[0\0‘-” OC] Phone Number: (gmj 7q5'|q50

Address: \7/LH| ’mW \/\_M @d . BoE
D\W/-€_ ' o

I authorize:

Name of Provider: D . ub &L CH K\A.\ A
Street Addre.ss: \\ \ ()0 \(/\/\(/Sk,r A\, Fax Number: (802‘1 g4 7T 9% |

A AON State:

“to share (disclose) my health information with Dartmouth-Hitchcock at the following location(s):

Qlconcord DKeene mLebanon CManchester DNashua DPlymouth Pediatrics
Medical Release Dept. HIM Dept. Release of Information Health Information Services Health Information Services | 71 Highland St.

253 Pleasant St. 590 Court St. 1 Medical Center Dr. 100 Hitchcock Way 2300 Southwood Dr. Plymouth, NH 03264
Concord, NH 03301 Keene, NH 03431 Lebanon, NH 03756 Manchester, NH 03104 Nashua, NH 03063 Ph: (603) 536-3700

Ph: (603) 229-5145 Ph: (603) 354-5477 Ph: (603) 650-7110 Ph: (603) 695-2820 Ph: (603) 577-4037 Fax: (603) 536-5384
Fax: (603) 229-5146 Fax: (603) 354-5478 Fax: (603) 727-7869 Fax: (603) 676-4290 Fax: (603) 727-7855

If mailing my information, please return requested records to the following department/section or provider:

Copies of my health information within the following dates: 20> _to m&_\"‘
Discharge Summary Emergency Department Reports Immunizations 0%9‘ (
Inpatient Progress Notes Laboratory/Pathology reports Operative Reports
Outpatient Visit (Office) Notes School physical forms X-Ray Reports (] X-Ray Films

O other__a A & v O Records from a specific provider; __,

For the following purpose: e\ aXxm ¢ [ e

If the information to be disclosed contains any of the fo i " of information listed below, additional laws anr signature
requirements may apply. I understand and agree that this information will be sent to Dartmouth-Hitchcock at the
location noted above UNLESS I place my initials in the applicable space next to the type of records:

Mental health treatment records Sexually Transmitted Disease (STD) treatment records
Genetic testing Alcohol/drug abuse treatment records
HIV/AIDS test results

This authorization will remain in effect for one year from the date of the signature below, unless you specify a different date here:

date). You or your Personal Representative may revoke this authorization at any time by providing notice as specified in
the send ng provider’s Notice of Privacy Practices; however, your revocation will not apply to any previously released information.

I understand that: Dartmouth-Hitchcock and LN [SENDER NAME] will not condition my ability to receive
healthcare services on providing or refusing to provide this authorization. Once this information is shared with the recipient I have
specified above, how that recipient further discloses it may no longer be protected under federal and state privacy regulations. Your
sending health care provider may require fees to process your request

\a\zo|oa

Signature of Patient ersonal Representative Date

Maton T Su Mowr— WMoy

Prlnted Name of Pﬁtlent or Personal Representative Description of Personal Representative’s Authority

Health Information Services Approval:  1/27/16 (rev. 2/14/19) 2 Dartmouth-Hitchcock Do Not Scan to DH Medical Record



PERMISSION TO SEND HEALTH INFORMATION
TO DARTMOUTH-HITCHCOCK

LSl

Patient Name:

AT \auNaacgan

Use this form when you want a health care

provider to send your medical records to D-H.

Date of Birth:

Cblo4 109

“ Phone Number. (@m) 7149

Address:

Y

31420

City:

\

I authorize:

Name of Provider: DL: Ban Am /Y‘\J’VV\,CU/\ . ZL%VM@Y\& p@dta’\'ﬂas

\ZH | e Wil
’ & :

Street Address:

[Fax Number:

\Z- Hurn

City:

State:

\]

(302 329~ 2 4y

Zip:

to share (disclose) my health information with Dartmouth-Hitchcock at the following location(s):

Qconcord DKeene
Medical Release Dept. HIM Dept.
253 Pleasant St. 590 Court St.

Concord, NH 03301
Ph: (603) 229-5145
Fax: (603) 229-5146

Keene, NH 03431
Ph: (603) 354-5477
Fax: (603) 354-5478

ml.ebanon

Release of Information
1 Medical Center Dr.
Lebanon, NH 03756
Ph: (603) 650-7110

Fax: (603) 727-7869

ClManchester

Health Information Services
100 Hitchcock Way
Manchester, NH 03104

Ph: (603) 695-2820

Fax: (603) 676-4290

ClNashua

Health Information Services
2300 Southwood Dr.
Nashua, NH 03063

Ph: (603) 577-4037

Fax: (603) 727-7855

uPlymouth Pediatrics
71 Highland St.
Plymouth, NH 03264
Ph: (603) 536-3700

Fax: (603) 536-5384

If mailing my information, please return requested records to the following department/section or provider:

QN TO BE SH

Discharge Summary

Inpatient Progress Notes

Outpatient Visit (Office) Notes
O other AAA__\W

Copies of my health information within the following dates: /
Emergency Department Reports

Laboratory/Pathology reports
School physical forms

For the followind purposé:

Records from a specific provider:

Yo O oA ¢ ==

Immunizations

Operative Reports

X-Ray Reports

[J X-Ray Films

hea WM. v e

the information to be dlslosed contains any of the following types of information listed below, additional laws and/or signature

requirements may apply. I understand and agree that this information will be sent to Dartmouth-Hitchcock at the
location noted above UNLESS I place my initials in the applicable space next to the type of records:

Genetic testing
HIV/AIDS te eslt

Mental health treatment records

Sexually Transmitted Disease (STD) treatment records

Alcohol/drug abuse treatment records

This authorization will remain in effect for one er from the date of the S|gtureelow, unless you specify
date). You or your Personal Representative may revoke this authorization at any time by providing notice as specified in
e sending provider’s Notice of Privacy Practices; however, your revocation will not apply to any previously released information.

1 understand that: Dartmouth-Hitchcock and D .. T4 dwA &\ [SENDER NAME] will not condition my ability to receive

a different date here:

healthcare services on providing or refusing to provide this authorization. Once this information is shared with the recipient I have
specified above, how that recipient further discloses it may no longer be protected under federal and state privacy regulations. Your

sending health care provider may require fees to process your request.

\

Signature of Patien%%r}Personal Representative

Nt i Moy

Printed Name of Patient or Personal Representative

Health Information Services Approval:

1/27116 (rev. 2/14/19)

L2420 (22

Date

INer 2@

Descrip&ion of Personal Representative's Authority

//ﬁ'f Dartmouth-Hitchcock

Do Not Scan to DH Medical Record



B Children’s Hospital at
Dartmouth-Hitchcock

CHaD Departments of Pediatric Development and Child Psychiatry

Child/Adolescent Intake Information
This questionnaire will help us provide you and your child with the best possible treatment.

Please fill out all of the questions as completely as possible.

Name of patient: (/6/ /Q F/ﬂv nd,‘f)a//? Date of Birth: é[rfzz / 0?
Age: ‘, i

Person Completing the Questionnaire /\/ M &{,/ 0[(/( //M 0 //1’1—
Relationship to Child: /N, /Q,//h/ P

Legal Guardian(s) A/M &(,/ d{,{ }%M Relationship to Child: M—Mé Ve

Legal Guardian(s) Relationship to Child:

Legal Guardian(s) email address:__ /)4 /¢ ;[]/J 5)/,/,{, me //17L @ amadi/. com
Where did your child live when he/she was born? ~ City: ~ l '222 U ﬁ State: VT

Please note if the Legal Guardian is not attending the appointment we must speak with them before

scheduling. Please put contact number here: /P O,Q) 7 ’? 2—/L =D
- ¢ Bt Bl s il

What are the major concerns or questions you would like addressed in this evaluation?

N[GAN

PARRY)

ISNTEWN

Qe Qs
Are you connected to your local area agency? Yes
If yes, what is the name of the Agency? \/WD\\ { m m M WAL \f/A/(/TH/
Name of Service Coordinator: N/
Service Coordinator Phone Number: @ WA aAeag N W G )\ﬂ/\f Ltﬂb{\ HAE )4/
Do you have specific concerns about: ?b \t(/ Vﬁ}b%' ST OV M
How your child will do at the visit? Yes ‘W
Your child’s language skills? Yes @
Your child’s motor skills? Yes
Your child’s eating habits? Yes @
Use of drugs or alcohol or other non-prescription drugs? Yes @
Your child’s sleep? Yes @'
Your child’s school performance? Yes @

Phone: 603-650-4724 Fax: 603-650-0819



If you marked “Yes” for any listed above please use the space on the next page to explain:

Has your child had any other evaluations or assessments for these problems?
If so, please tell us who did it and when. (Include school, any agencies, doctors, therapists, etc.)

Please have copies of the assessments returned with this form, or sent to us

Name/Place of evaluator When

Ve Lubecca @wé OV A 2020-2023

VL. Dedyea ﬂ@mw(;\f U\ CtwmoND 2D, ZOE 2

Family

Please check if child is adopted or in foster care?

If you checked one of the following please indicate what age the child came to live in the current
household

Parents (if parents are separated, please circle which parent the child lives with most of the time)

Nzlr::'t Y M (LY\ C\/ d\k YV\ 0 Vri/ Relation: H/hé f Occupation ,’br\

Home Phone: Work Phone: Cell Phone: { Q (\’1\ 7 9 R- l & 0

o

Parent #2

Name: Eé\/\)(z\((,\ QK(/W\(/U]\ (/\l/\ Relation: g\’%\@ ( Occupation: W’OF@ OUJ ng(\
Home Phone: Work Phone: (i)(\a St&i 9? -g 00 L’Cell PhorI1)e:t 1) O‘:) 5 q <0 '(?I 69

Please circle your preferred contact I umber(s) above

May we leave a message at the above numbers for you? No

Phone: 603-650-4724 Fax: 603-650-0819




Emergency Contact:

Name: WU( U(\ QC\/\ L Phone Number:@ M“)é% ')540

Who is in the current household? (Who lives with the child)

Name, Age Relationship Contact Info

N angy Ot |49 | g (819 793143

Other immediate family members (Not living at home)

Name Age Relationship Contact Info

If parents are separated, does the non-custodial parent want to be involved in the treatment of the child?

Yes No UV\V\V\D W ‘(\

If yes, will both parents be able to attend the evaluation?

Yes No

Child’s Schooling

Please list any daycare or schools that your cKﬂd has attended:

Current School: S’\/OV\)L \{\(\\ Q/ SC/\/\DO g‘\/O\/l}e’ lem&nm‘y
Prior School(s): ___ ( In 2 A\\OUle LA I ( \/( A3

Sypwt @wv»mmrﬁ Qd\mf (3 5)

Phone: 603-650-4724 Fax: 603-650-0819




Child’s Treatment History

Please list any diagnoses that your child has received for behavioral, developmental or mental health
problems below. This could include things like Learning Problems; Attention Deficit Disorder; Anxiety;
Depression; Sensory Processing Dysfunction; Tics; Autism Spectrum Disorder:

/\ﬂ%/éﬂ/

i //1 U Mﬂ/??” Ao rae /S

o0Y h#, //{/7 (e /,E O zfl/g/a/b/ 0//(/’&;/7()% Jd bur
=y 1//;3/// eattneif fo0 The i Uior s

Please list any medications your child is currently taking for behavioral or emotional problems.

Medicine How Taken? Doctor Since When? Does it help

Ex: Ritalin 5 mg in the morning and 5 mg after school. | PCP Started 2 years ago Yes No

. , . ) g es °)No
S€/i”Jfr(L//)76 1Smg in4he A1y pcr 5/30/39\ (G

Yes No
Yes No
Yes No
Yes No

List any other medications your child has taken in the past for any mental health or behavior problems

Medicine How Taken? Doctor Since When? Does it help
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Please bring all labeled medicine to your appointment

Phone: 603-650-4724 Fax: 603-650-0819




Any additional comments or information not addressed in this questionnaire:

Do you have any concerns on how this visit itself will go? Please explain:

n]on

Child’s Pediatrician: Dl MU\TU{V\ d man [ QOM Qf}%r

Physician’s Telephone number: ( 0 ) 43A-5090

Physician’s Fax Number: ( 8 69’ ) ?)9 C‘ Q-\ L{ L‘

Address: \ 4 %\L( \'\@/ﬁ C)(
V\\b\'\w\bf\() y T 0 5

L

17

*Please mail copies of the most recent reports, ISFP, any applicable/related
information.*

Phone: 603-650-4724 Fax: 603-650-0819



Please check all of the services your child has received:

Service Receiving Now Received In Past Name/Location

Early Intervention

School 504 **

School IEP **

School behavior plan

Home based services

School based case
management***

DCYF involvement

Individual therapy X )< ﬂ ), /(C bé' (ra /176,[ ["d< Dy

. ) 0 = s 74 )
Family therapy (mom ) X Pa (7lthae! Gilmar Modbeliy
Speech therapy 2 4

Physical therapy % X ’ﬂ /) 0eN X f 7_/ {U/ / } {;\"117}/»\

Occupational therapy

Genetic screening

Developmental eval/services

Neurology eval/treatment

Mental health or Social (« O }7 le
Services Case Management ***

ER Screener
mornsullleY  on Coau bl

‘/\

" St ool EST” % X J\y‘mﬁ@/ e

Edweational Su 2001

|

77
Ttain play

** Please enclose a copy of all assessments and current plans
*#%* Case Managers and Service Managers are encouraged to attend the appointment with you. Please
invite them.

Child’s Medical History
How long was your pregnancy with your child? 2& Full Term (Born within two weeks of date due)
Born Premature at  weeks

_ Unknown
Were there any complications during your pregnancy? No

If yes, please explain:
ﬂnf’/ celompsia , T uns given mMacne s am
"Ledla Nas oo SKEZ e )4 Dt 0/<

Phone: 603-650-4724 Fax: 603-650-0819



What was your child’s weight at birth?

APGAR scores /

T\bs boz

LUnknown ( N oM )

Did you have any problems at birth?

If yes, please explain:

Unknown

Early Development

As an infant or toddler did your child have trouble attaching or binding to either parent?  Yes

If yes, please explain:

Were developmental milestones all on time? (sitting up, walking, talkling, etc.) No Unknown

If no, please explain:

Has your child ever had any of the
following health problems?

Yes

Z
o

Unknown

When/Comments

Seizure or convulsions

Head injury with loss of consciousness

Cen cussion @So loc>

Serious infection(s)

Asthma

H AT <

Heart Murmurs

gy

heowt pal fHections

Problems with growth

Other Heart problems 7( (7 0 < "'O C A B Oéé’:l _ f/ﬁ (/ 454 )
Serious Injury 7<
Surgery 7(

Phone: 603-650-4724

Fax: 603-650-0819




Add any details here:

Please list any serious illness, operations, or hospitalizations not listed above:

Child’s Age When Il

Type of Illness/Injury

Treatment

Please list any medications your child is currently taking for medical and health purposes:

Medicine When Started Doctor ’ For Wlnlat Condition
Teon 2027 Matthew Shiel | ow tron [Serrh
Qovagonkn Crogudly | A0 Dane (ono\\y PAin (g{no)
Qo adne Cogiad)|  #020 Jane (onolly | paip, (811110)

—_—

Phone: 603-650-4724

Fax: 603-650-0819



Family History
Please check any of the following that is known or suspected in biological relations:
IlIness Siblings | Biological Biological Mother’s | Biological | Biological
Mother Family Father Father’s Family
Mental Illness

Substance Abuse
(Drugs or alcohol)

J%

%

2

Learning Disabilities

Anxiety Problems

2

Epilepsy or other
neurologic problems

Heart Disease

Genetic Disorder

Attention Problems

Autism Spectrum
Disorder

Other Developmental
Disorder

Mood Disorder
(Depression, Bipolar)

Other

Provide additional info for anything checked, including what the diagnosis is and any other info that
might be important:

DD - (OUSIN Modernal B
s N_ ) OF er p U (VA TAAVT XD WAV ) Thesdz
: \ 2 oA LSS 7

Phone: 603-650-4724 Fax: 603-650-0819



PERMISSION TO SEND HEALTH INFORMATION
TO DARTMOUTH-HITCHCOCK

Use this form when you want a health care

provider to send your medical records to D-H.

Patient Name:

Date of Birth:

TALONGA A
0b-04-09 °

Phone Number:

\"l‘

057931420

B\ ferm

City:

I authorize:
Name of Provider:

Address: \w l ,‘a‘m( \)“\\ M‘
- ST1OWL

State

Zip:

2

(8039 53~

Street Address: 4 \ % % CE A S ﬁ(\ . Fax Number:

Gy:  STPOWUYC

State:

1p

to share lscle) my health information with Dartmouth-Hitchcock at the followinlocation(s)

Z

o1l

Qconcord QKeene
Medical Release Dept. HIM Dept.
253 Pleasant St. 590 Court St.

Concord, NH 03301
Ph: (603) 229-5145
Fax: (603) 229-5146

Keene, NH 03431
Ph: (603) 354-5477
Fax: (603) 354-5478

@ ebanon

Release of Information
1 Medical Center Dr.
Lebanon, NH 03756
Ph: (603) 650-7110
Fax: (603) 727-7869

CManchester

Health Information Services
100 Hitchcock Way
Manchester, NH 03104
Ph: (603) 695-2820

Fax: (603) 676-4290

QNashua

Health Information Services
2300 Southwood Dr.
Nashua, NH 03063

Ph: (603) 577-4037

Fax: (603) 727-7855

DPIymouth Pediatrics
71 Highland St.
Plymouth, NH 03264
Ph: (603) 536-3700

Fax: (603) 536-5384

If mailing my information, please return requested records to the following department/section or provider:

[ Discharge Summary
[ Inpatient Progress Notes

[ Outpatient Visit (Office) Notes

Other

For the following purpos

Copies of my health information within the folloing dtes:

to

[J Emergency Department Reports
™ Laboratory/Pathology reports
B4 school physical forms

(] Records from a speci

fic provider:

[J Immunizations

[J Operative Reports

[[] X-Ray Reports

[C] X-Ray Films

If the information to be disclosed contains any of the following types of information listed below,
requirements may apply. I understand and agree that this information will be sent to Dartmouth-Hitchcock at the

location noted above UNLESS I place my initials in the applicable space next to the type of records:
Mental health treatment records

Genetic testing
HIV/AIDS test results

Sexually Transmitted Disease (STD) treatment records
Alcohol/drug abuse treatment records

2 NDER NE] will not condition my ability to receive
healthcare services on providing or refusing to provide this authorization. Once this information is shared with the recipient I have

additional laws and/or signature

specified above, how that recipient further discloses it may no longer be protected under federal and state privacy regulations. Your

sending health care provider may require fees to process your request

Signature of Patient o; grsbnal Representative

™) 2O OWVNAOVCY

Printed Name of Patient or Personal Representative

Health Information Services Approval:

1127116 (rev. 2/14/19)

-\

Date

MOXWp

Description of Personal Representative’s Authority

//// Dartmouth-Hitchcock

Do Not Scan to DH Medical Record



John N, Constanting, MD i Assessment 1D

SRS"-2 AutoScoreForm  School-Age OMALE |

INSTRUCTIONS

Child’'s name \ /Q/\ Q_ ?\ C\V\O\U} a ....... Child's age in years Ig ;

Rater’'s name N O\;V\\N‘ é}\\)\\!\/{om Date of rating @ \ { S l oL 3
; 2
_ For each question, please darken . Relationship to rated individual Ef\Mother I Father (3 Other custodial adylt [y Teacher [ Other specialist
_ the circle that best describes this / JV ' A |

_ child’s behavior aver the past 6
. months.

Grade _____ . School or clinic )

PLEASE PRESS HARD WHEN MARKING YOUR RESPONSES.

. Seems much more fidgety in social situations than when alone. ... QOP®

1
2. Expressions on his or her face don't match what he or She is Saying. ... [ 16]6]0)
3. Seems self-confident when interacting with others. ..o
4. When under stress, he or she shows rigid or inflexible patterns of behavior that seem odd. .........coooocvrvcriirnncenns (101010
5. Doesn't recognize when others are trying to take advantage of him OF REr. ... e @OB®
6. Would rather bealone than WithiotRers. «.cwivunamsmmmimmssm st 01 I6]0)
7. Is aware of what others are thinking or feeliNg. ... s 0I0l 10
8. Behaves in ways that seem Strange or DIZArre. ... s oo OO
8. Clings to adults, seems too dependent N theM. ... e L 181610,
10. Takes things too literally and doesn’t get the real meaning of a conversation. ........c.......
11, Has g00d SeIf-CONFIARNTE. ....uuuieemriieinrieincissec s s sisnss e s b s aas 1000 OGO
12. s able to communicate his or her feelings 10 Ohers. ... e 0161 10)
13. Is awkward in turn-taking interactions with peers (for example, doesn't seem to understand the

give-and-takeiof ConVEESAtDNS).. iusmssasmssmmssisimomnssissmssovisssisisss o s varvvesoserssssvesdisneesnsiossasadoerssessss (168]O]10)
14, |5 notwell CODPAINALEL. it i s iy Ho fbiuss e ssssissmassssssassanassassntaasssfoeneasnises 6l IO]10)

15. Is able to understand the meaning of othér people’s tone of voice and facial eXpressions. .. o @ @ @ @
16. Avoids eye contact or has unusual eye CONTACE. ... s e csensenes " 18]16]0)
17.:Recognizes when SOMETRING ISUNTAIE. ..o i s s s srosssssauisestsfoassyssssssasiionsisdbavsnsssnsy OO
18. Has difficulty making friends, even when trying his or Rer Best. ... ( 10IO]10)
19. Gets frustrated trying to get ideas across in CONVEISALIONS. ... imicmccrimecmmmcriamecen e @ @ @ @

20. Shows unusual sensory interests (for example, mouthing or spinning objects) or strange ways

OF PIAVINEWIER TOUS. . bt cuumings esuanonssoisionsiinesios vt vy s vd600s 0mss 00 B YSH A0 s oo S T e @OBO®
21, Is able to imitate 0thers' aCHIONS. ... s s 0lolo] )

22. Plays appropriately with children his or her age. ...

23. Does not join group activities unless told t0 G0 SO. e @OG®
24. Has more difficulty than other children with changes in his or her routing. ..., Ol 1610
25. Doesn't seem to mind being out of step with or “not on the same wavelength” as others. ..., ®OO®
26. Offers comfort 10 OtNErs WHEN tNEY T8 SAU. .......vu.cooeeereesseessssersesascssesssssessensesssens s ssintsissesinecs OOO®
27, Avoids starting social interactions with peers or adulls. ... s OO®®
28. Thinks or talks about the same thing Over and OVer. ... st 0l6]  10)

29, Is regarded by other children as odd or weird. .......... soissmrtomeiinnsit ®OB®
30. Becomes upset in a situation with lots of things goING ON. ..., OO
31. Can't get his or her mind off something once he or she starts thinking about it. ... @ @ @ @

32. Has 2000 PEISONAI MYZIBNE. .co..covvivrecriasrieriicsrir et sees et e ettt et et @ @ @ O

Continue on back page

The SRS-2 is available online at platform.wpspublish.com. Additional copies of this form (W-608A) may be purchased from WPS.
Please contact us at 800.648.8857 or wpspublish.com. Copyright © 2012 by Western Psychological Services. Not to be reproduced, adapted,
W-608A and/or transiated in whole or in part without prior written permission of WPS (rights@wpspublish.com). All rights reserved. Printed inUSA. 388



33.
34.
35.
36.
37
38.

3.
40.
41.
42.
43.
44,

45,
46.
47.
48.
49,
50.
5L
52,
53.

54.
55,
56.
57.
58.

59,
60.
61.
62.
63.

64.
65.

PLEASE PRESS HARD WHEN MARKING YOUR RESPONSES.

1= NOT TRUE 2= SOMETIMES TRUE 3= OFTENTRUE 4 = ALMOST ALWAYS TRUE

Is sacially awkward, even when he or She i trying t0 e POILE. w.o.....ueoreereceoveceerossernressecneesseenseeersesessessecssseenn ®OOBO®
Avoids people who want to be emotionally close to him or her. ... (1OIO]0)
Has trouble keeping up with the flow of a NOrMal COMVEISAtON. ........ccc.uv.rieevoeroosooscssecsssens s s @>060@

Has difficulty relating t0 dUIS. ..o e OO
HS IICUILY TEIALING L0 PEETS. w..ooercersrvs st sss st stssnsses st soseerc @OB®

Responds appropriately to mood changes in others (for example, when a friend's or playmate’s

mood changes from happy 10 SA). vttt bt nen @ @ @ @

Hasanunusually narrowrangenbinterests e o T e T e e @ @ @ @
Is imaginative, good at pretending (without losing touch with reality). ..o @ @ @ @
Wanders aimlessly from 0ne aCtivity 10 ANONET. .......c..cooecrecrerreresierssserscssssrsesn s sessises s @OB®
Seems overly sensitive to sounds, textlites, Or SMEIS . ...t sssisss s ssossses @ @ @@
Separates easily from caregivers. OO®
Doesn't understand how events relate to one another (cause and effect) the way other

childrenhis orReragedo: s o Bt s s Saaiinssssssssm e ises st b BBt caneaeasannne QOB®®

Focuses his or her attention to where others are looking or liSEENING. ... @ @ @ @

Has OVerly SErious faCal EXPTESSIONS. ..c...vcvvmevrssrrosressrsosssssessessssssssossossssessssesssssssssssss s osssersreeesins @OBG

Isitaasillvior [anghs:inappropuately: s L Sl i Lt sl s @OG®
Has a sense of HUMOr, UNErSEANAS JOKES. ......c.coorreroerrecincscsssseerssesssssecssessess s sesissse o ssrssssssssrsns OOO®
Does extremely well at a few tasks, but does not do as well at most other tasks. .....

Has repetitive, odd behaviors such as hand flapping or rOCKING. ... svensse s esssssssserons @ @ @ @
Has difficulty answering questions directly and ends up talking around the subject. ..., @ @ @ @
Knows when he or she is talking too loud or making t00 MUCH NOISE. .........civcviinrcciricnicnicer e connccesconennnicns 01 16]10)
Talks to people with an unusual tone of voice (for example, talks like a robot or like he or she

Bgivingalectine): (., il e S A i gasei s B s e sen s renes @@@@

Seems to react to people as if they are OBJECES. ... e e secneenecesi o @®@OG®
Knows when he or she is too close to someone or is invading SOMEANE’s SPACE. .....vvesrvversvvrserrmsssrrnrissrn OO
Walks in between two people who are talking. ... ccemsenreen Oe®

Geltoasedlnbol o 0l a0 R e S Rt e - 161010

Concentrates too much on parts of things rather than seeing the whole picture. For example,
if asked to describe what happened in a story, he or she may talk only about the kind of

CIOtHES the CHATACLEIS WIS WEBIINE. ..ccovsisinrenifinsssssssorssssisesssssssosessnsssesasessessssisrssssesfbons i esersissssssssss (181610,
ISOVERYSUSDICIOUS: s vl i e b il s Sl ety s ©OB®®

Is emotionally distant, doesn't show his or her feelings. ... s [ 1616]0)
Is inflexible, has a hard time changing his or her MING. ..o esseene O®®
Gives unusual or illogical reasons for doing thiNES. ... ennccss e cans e - 101010
Touches others in an unusual way (for example, he or she may touch someone just to make

contact and then walk away without saying anything). ... ®OG®
15100 tense in:social SEHINGS. .. m i i ittt s prriongssonstsnsssssasssassisesssssissbanssiesssasssesssassessessesssenssassracssssnes @ @ @ @

Stares or gazes Off INT0 SPACE. ....c.vviciiminisississ sttt 488 st cess b @ BlO10)




DARTMOUTH-HITCHCOCK MEDICAL CENTER

PHQ-9 Adolescent Report

For Youth at least 11 years old to complete

%Name: Le"{a ro‘r\o\c\o"\ Date of Birth: (9/4 /Oq Todays Date: /5/ 203-3

‘How often have you been bothered by each of the (0) (1) (2) (3)
following symptoms during the past 2 weeks. For Not at | Several | More Nearly
each symptom, put an "X" in the box beneath the All Days |than Half| Every
answer that bests describes how you have been the Days| Day
feeling.
1 |Feeling down, depressed, irritable or hopeless? 0 1 2 @
2 |Little interest or pleasure in doing things? 0 @ 2 3
3 Trouble falling asleep, staying asleep, or sleeping 0 1 @ 3
too much? A
4 |Poor appetite, weight loss, or over-eating? 0 1 2 @
5 |Feeling tired, or having little energy? 0 1 2 @
Feeling bad about yourself - or feeling that you are v :
6 |a failure, or that you have let yourself or your family 0 1 2 @
down?
Trouble concentrating on things like school work, :
v . . 0 1 2 3
reading, or watching TV?
g [Moving or speaking so slowly that other people
could have noticed? 0 1 9 @
M.Or the opposite-- being so fidgety or restiess that :
you were moving around a lot more than usual?
Thoughts that you would be better off dead, or of
9 ; X 1 2 3
hurting yourself in some way? :

10/In the past year, have you felt depressed or sad most days, even if you felt okay sometimes?

N{ Yes [ 1 No
If you are experiencing any of the problems on this form, how difficult have these problems
made it for you to do work, take care of things at home, or get along with other people? '

[ ] Notdifficultat all [ ] Somewhat difficult [ ] Very Difficult Extremely Difficult

Has there been a time in the past month when you have had serious thoughts about ending
your life?

[ ] Yes X No
13|Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?

[ ] Yes [)QNo

11

12

DHMC Department of Psychiatry
| Medical Center Drive » Lebanon, NH 03736
603-650-4724 FAX: 603-650-0819



GAD-7

For Youth at least 11 years old to complete

Name: L gl FO\“"‘% Date of Birth: J"“en 70, Today's Date: | /5 2018
(0) (1) (2) ()

Over the last 2 weeks, how often have you been Notat | Several | More Nearly

bothered by each of the following problems? All Days [than Half| Every
the Days Day
1 |Feeling nervous, anxious, or on edge 0 1 2 @
2 |Not being able to stop or control worrying 0 1 2 @

3 |Worrying too much about different things 0 1 @ 3

4 |Trouble relaxing 0 1 2

6 |Becoming easily annoyed or irritable 0 1 @

5 |Being so restless that it's hard to sit still 0 1 2 @

7 Feellng afraid, as if something awful might happen 0 1 2

30 oy AL I TR S S B o

If you are experiencing any of the problems on this form, how difficult have these problems
made it for you to do work, take care of things at home, or get along with other people?

[ 1Notdifficult at all [ ] Somewhat difficult [ ] Very Difficult #Extremely Difficult




DARTMOUTH-HITCHCOCK MEDICAL CENTER

PHQ-9 Parent Report

Child:_(_£ _/_]L [A f[&( v gﬂ”ég//l Rater: /\/QOCV ﬂfd /74&/77‘531&3: //5'/23

How often has your child been bothered by each of the (0) (1) (2) (3)
following symptoms during the past 2 weeks. For Notat | Several| More | Nearly
each symptom, put an "X " in the box beneath the All Days |than Half| Every
answer that bests describes how your child has been the Days| Day
feeling.

1 |Feeling down, depressed, irritable or hopeless? 0 1 2 @

2 |Little interest or pleasure in doing things? ( @ , 1 2 )
Trouble falling as!eep, staying asleep, or sleeping

3 1 2 3
too much?

4 |Poor appetite, weight loss, or over-eating? “ 0 @ 2 3

5 |Feeling tired, or having little energy? 0 @ 2 3
Feeling bad about him/herself - feeling like a failure,

6 |or that he/she has let him/herself or the family 0 1 @ 3
down? :
Trouble concentrating on things like school work, i

¢ reading, or watching TV? 2 1 2 @

8 Moving or speaking so slowly that other people
could have noticed? 0 1 @ 3
...0r the opposite-- being so fidgety or restless that
he/she was moving around a lot more than usual?

Thoughts that he/she would be better off dead, or of \
¥ hurting him/herself in some way? @ 1 “ 3

10

In the past year, has he/she felt depressed or sad most days, even if he/she felt okay
sometimes?

[){Yes [ 1 No

1

If he/she is experiencing any of the problems on this form, how difficult have these problems
made it for him/her to do work, take care of things at home, or get along with other people?

[ ] Notdifficultat all [ ] Somewhat difficult [ ] Very Difficult Yﬁ Extremely Difficult

., |Has there been a time in the past month when he/she has had serious thoughts about

ending his/her life?
[1Yes  KlNo

13

Has he/she EVER, in his/her WHOLE LIFE, tried to kill him/herself or made a suicide attempt?

[1 Yes g No

DHMC Department of Psychiatry
1 Medical Center Drive = Lebanon, NH 03756

603-650-4724 FAX: 603-650-0819




DARTMOUTH-HITCHCOCK MEDICAL CENTER

Date: VS[ Z=

Patient's Name: Lel \0\ F \17\,\/\0(5\ AN

The CRAFFT Screening Questions

For patients 11 years and older to complete

Please answer all questions honeétiy‘

Part A

During the PAST 12 MONTHS, did you:

1. Drink ény alcohol (moré than a few s;ps)’? .

2, Smoke any marijuana or hashish?

3. Use anything else to get high?

' vanything else” ircludes illegal drugs, over the counter_
and prescription drugs, and things that you sniff or “huff

Farf B

1. Have you ever ridden in a CAR driven by someorie : |
- (including yourselfy who was “high” or had been . = .~

using alcohol or drugs? . =~

2. Do you ever use alcohol or drugs to RELAX, feel

better about yourself, or fit in?

3. Do you ever use alcohol or drugs while you are'by

yourself, or ALONE?

4. Do you ever FORGET things you did while using

alcohol or drugs?

No
i1
0

5. Do your FAMILY or FRIENDS ever tell you that you
should cut down on your drinking or drug use?

6. Have you ever gotten into TROUBLE while you were

using alcohol or drugs?

_ Yes
| l_f;r;——\ [ If you
answered answered
NOto ALL YES to
(A1, A2, A3)’ ] ANY
ver || | e
Belo. e [ B1 to B
A
N STOP. ) clow. )
" No Yes
- mﬂjbre;’.r_,j'
EMG oy ,
X 1 D
Kl ] o]
R <
B L -

DHMC Department of Psychiatry
1 Medical Center Drive » Lebanon, NH 03736

603-650-4724

FAX: 603-650-0819



DARTMOUTH-HITCHCOCK MEDICAL CENTER

Child's Name- L‘Q,\, XQ H&W%(bé’ﬂa VgS 2 3 Paents Name. | \}01” Cé/j 0/%/7407771’

Mood and Feelings Questionnaire: Parent Version

This form is about how your child might have been feeling or acting recently

For each question, please check how much she or he has felt or acted this way in the past 2 weeks.
If a sentence was true most of the time, circle 2 = TRUE If it was only sometimes true, circle

1= SOMETIMES If a sentence was not true, circle 0 = NOT TRUE. NOT | SOME-| TRUE
TIMES —_—
N Y e \

—
e T S 7Y
2

X R T N e T
'He/shé felt migerable ar-inhdppy':

He/she dldn't enjoy anythmg at all

s ¢:“-7

1

2

3k

4{He/she was \.ery restless

"8 Ho/ste felt helshe Vi nG: good anymoru'?
6
7
8

He/she cried a lot

.l:{x'e/‘éhkeagfo{f'ﬁaf‘i‘i( helrdto thinik Bropetyar cd
He/she hated him/herself
6| Fio/she felk HefShe ‘Was & bisd:p
10{He/she felt Ionely

11 [He/ste thotight reBady really ke :hirﬁiher.,;{ﬁzf 4|, o
12{He/she thought he/she could never be as good as other knds @ 2

13|Heléhie feltHe/she did’ everythmg WG
14|He/she was less hungry than usual
KL He/she ‘sfe: more\than usual J‘ g,w-
16|He/she felt grumpy and cross with you
17| HeTshé didnt slbepas Well sethorshe Uiy aldeps;
18|He/she slept a lot more than usual

19[elshe thought thers iss hothing ged
20|He/she thought that life wasn’'t worth Ilving
21| He/she; thought :about killing himi/herself,, St gty 57 aRa

xS ST S A e DT o e B | SR
d-for Hilm/Herin.the futiive. .| 500

DHMC Department of Psychiatry
1 Medical Center Drive ® Lebanon, NH 03756
603-650-4724 FAX' 603-650-0819



DARTMOUTH-HITCHCOCK MEDICAL UENTER

Parent Vanderbilt Rating Scale
Child's name: ll?« /! -F—//YV\MCIrw
Date of birth: Oé/_YjO‘f Age: [ Date.

Each rating should be based on what 18 appropnate for the age of your child Please
rate child's behaviors observed m the past 6 months, usmg these frequency codes

0 =Never; 1 = Oceasionally; 2 = Often; 3 = Very Often

| Never

Does not pay attention to details or makes careless mistakes (like with
homework)

Has difficulty sustamng attention to what needs to be done

Does not seem to listen when spoken to dwectly

Does not follow through when given drections and fails to finish activities (not
due to refisal or fatlure to understand)

Has difficulty organizng tasks and activifies

Avaids, dislikes, or does not want to start tagks that require ongoing mental
effort

!

Loses things necessary fortasks or activites (toys, assignments, pencils, or

Is easily distracted by noses or other stmult

Wloo[a] & [ ] & [wu[o] —

Is forgetful n daily actvites.

Fidgets with hands or feet or squims m seat

[eery
o

Leaves seat when remumng seated 15 expected.

ey
P~

Runs orchmbs too much when remaming seated 1s expected

8

Has difficulty playmg quietly or begmnmng quet play activihes,

ey
w

Y P O PR @y—a(% Qﬂfﬂ@(@&@ Occasionally

Is "on the go" or acts as 3f "dnven by a motor"

=
»

. {Talks too much,

ey
Wn

. |Blurts out answers before the questions have been completed

—
o

Has difficulty waiting his orher tum

—
~

Interrupts or mtrudes in others' conversations and/or activitiies

Tt
oo

©

Argues with adults,

N
(=]

Loses temper

Actively defies orrefuses to go along with adults' requests ormles

Deliberately annoys people,

—

I 11 100 |13 [0 1 1 |10 o 1o o o [ra froffolra] 2 (o o ol o Often

B(B[R

Blammes others forhus or her mistakes or misbehaviors.

=}

@

Is touchy or easily annoyed by others.

R

@

. |Is angry orresentful

b

(13

R

Is spiteful and wants to get even

. |Bullies, threatens, or mtimidates others ,

Starts physical fights

BIRIN

. {Lies to obtamn goods orto avoid obligations (1 "cons" others)

. |Is truant from school (skips school) without permission.

W
=1

. |Is physically cruel to people.

w
—

. |Has stolen things that have value,

B

. |Deliberately destroys others' property

0y
w

Has used a weapon that can cause serious harm (bat, kmife, brck, gun)

Ly
S~

Is physically croel to animals

L
w

Has deliberately set fires to cause damage.

w
ks

, {Has broken mto someane else's home, busiess, or car

wy
hacl

Has stayed out at night without permission

w
(%]

Has nm away from home overnight,

]

y

Has forced someone mto sexual activity

Y
S

. |Is fearful, anxous, or wormed

&

’HF—IHI—IHH)—IHHHHHHHHHH

%NNNNNNNNNNNNNNNNN

Js afrad to try new things for fear of making mistakes.

8

Feels worthless or mferior.

&

—

Blames self for problems, feels guilty

®

45 |Feels lonely, unwanted orunloved, says that "no ane loves" him/her

46, |Is sad, unhappy, or depressed

eccaeaege

Ll LR LN Y (3

N}#NNu(

47. |Is self-conscious or easily embarrassed

b

DHMC Department of Psychuatry
1 Medical Center Drive » Lebanon, NH 03756
603-650-4724 FAX 603-650-0819



