
ADHD Follow-up Visit Protocol 

Dear Parent, 

ADHD is a chronic medical condition that requires ongoing contact between your child and the 
pediatrician throughout the year.  It is important that we assess for changes in your child’s performance 
at home and at school as well as evaluate for side effects from medication at “med check” 
appointments.  Equally important is to track the patient’s vital signs, including blood pressure, heart 
rate, weight, and height, as these can all be impacted with ADHD medication.   

During the initiation phase of treatment, visits will need to occur monthly as the medication regimen is 
fine-tuned for your child.  Once the child is deemed stable on the medication, the visits can be spaced 
out and will generally occur on an every three to six month basis.  The frequency of visits will be 
determined by your provider.  Additionally, “med checks” will need to occur independently of your 
child’s annual physical exam because of the time needed to assess not only his or her response to 
medication but also his or her performance in school, at home, and during extracurricular activities. 

For many patients, ADHD can cause added stress both at home and at school.  Medication doesn’t fix 
everything.  It may be appropriate for therapeutic counseling to be a part of the treatment process.  This 
is something that you and your provider can discuss at any visit. 

Prior to a med-check visit:  You will be required to submit at least one week prior to the “med check” 
visit follow-up Vanderbilt forms from at least one parent, and at least 2 teachers.  Go 
to www.oberlinroadpediatrics.com/ADHD.html  to download the pre-visit paperwork.   The Vanderbilt 
questionnaires provide quantitative data about the child’s response to medications in several different 
settings, and help the physician with medication management.    If the forms are not turned in prior to 
your appointment, you may be asked to reschedule. 

Refilling medicines between Med-check appointments:  We ask you to submit an “ADHD Prescription 
Pick-up Form” to us by fax (919-828-6765), postal mail or drop-off 5 business days before picking up 
prescriptions.  This form alerts us if there are side effects or behavioral problems that indicate the need 
to change doses or schedule a recheck visit.   This form can be downloaded from our website 
at www.oberlinroadpediatrics.com/adhd.html.  For more information, visit the website. 
 

Please do not hesitate to call our office if you have any questions. 

Sincerely, 

 

The Physicians of Oberlin Road Pediatrics 

 

 

http://www.oberlinroadpediatrics.com/ADHD.html
http://www.oberlinroadpediatrics.com/adhd.html


ADHD MEDICATION RECHECK VISIT  (PARENT QUESTIONNAIRE) 

Patient name:       Date of birth: 

Date form completed: 

Form completed by: 

Current school/grade: 

Teacher name/number: 

Counselor name/number: 

Medications (list all ADHD medications, including dose and time(s) of day taken): 

1. 

2. 

Please list any chief concerns you or the teacher have about your child’s ADHD: 

 

Has your child met the ADHD Management Plan goals developed at the previous visit (if applicable)? 

___Yes  ___No 

How is your child’s school performance (please comment on grades, performance on standardized tests, discipline 
issues, etc)? 

 

How is your child’s home performance (please comment on child’s ability to do homework and chores and on your 
child’s interpersonal behaviors with family and friends)? 

 

Please mark any side effects your child has from the medication: 

 __systemic symptoms __mood disturbance __tics __chronic/recurring headaches __decreased appetite  __nausea 
__decreased functioning ability __socially inappropriate behavior __interpersonal relationship problems with peer 
group  

Does your child have an IEP or 504 Plan in place at school?  ___Yes ___No  

If yes, please list modifications in place: 

Does your child see any other clinicians (psychologist, counselor, therapist, etc.)? ___Yes  ___No 

 If yes, please list that person’s name: 

 



DS NICHQ Vanderbilt Assessment Follow-up-PARENT Informant 

To day'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. Please think 
about your child's behaviors in the past when rating his/her behaviors. 

Is this evaluation based on a time when the child D was on medication D was not on medication D not sure? 

sxm~toms Never Occasionallx Often VerxOften 

1. Does not pay attention to details or makes careless mistakes with, 0 1 2 3 
for example, homework 

2. Has difficulty ke~ping attention to whatneeds 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 0 1 2 3 
finish activities (not due to refusal or failure to understand) 

-~----. 

___2____!:I<ts difficulty organiz~11g tasks and activiti~~ 0 1 2 3 
----

6. Avoids, dislikes, or does not want to start tasks that require 0 1 2 3 
ongoing mental effort 

7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3 
or books) 

8. Is easily distracted by n~~ses 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 
----

~eaves seat when remaining seated is expected 0 1 2 3 

12. Runs about or climbs too ml1ch when remaining seated is expected 0 1 2 3 

-~ I-J:as difficulty playin~ or beginning quiet play activities 0 1 2 3 

14. Is "on the g()" or often acts as if"driven by a moto( 0 1 2 3 

15. Talks too much 0 1 2 3 
"---

16. Blurts out answers before questions ~<lve 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 

Somewhat 
Above ofa 

Performance Excellent Average Average Problem Problematic 

19. Overall school performance 1 2 3 4 5 
"---------~-· 

20. Reading 2 3 4 5 

21. Writing 1 2 3 4 5 

22. Mathematics 1 2 3 4 5 
------" -----· 

1 2 3 4 5 
------

23. Relations~ip with parents 

24. Relationship with siblings 1 2 3 4 5 
"--

25. Relationship with peers 1 2 3 4 5 
-··---

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

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 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN'" 

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD. 

Revised - 1102 

NICHQ; McNeij 
Consumer & Spec/airy Pharm<neutica/5 

National Initiative for Children's Healthcare Quality 



05 NICHQ Vanderbilt Assessment Follow-up-PARENT Informant, continued 

Today's Date: ____ _ Child's Name:-------------------- Date of Birth:-------

Parent's Name:--------------------- Parent's Phone Number:--------------

Side Effects: Has your child experienced any of the following side I Are these side effects currently a problem? 
effects or problems in the past week? I None-!Mfld 1 Moderate I Severe 

---------,----------., 

_Headache ______________________ ------~-----~ +----
Stomachache I_ - -·------·-------·--·--- ·---- --- -·-- --------r------+ -~1---~~-
Change of appetite-explain below 1 I ---.--.-------·--·--- ---------------- -L----T_ I 
Trouble sleeping ', ----------------------- -· --------- -T---- -t--
Irritability in the late morning, late afternoon, or evening-explain below 

1 -----------·- -------------- ------- ---+----- -----·-- +------r-------

Sociallywithdrawn-decreased interaction with others 1 1 

• 

-·----------------- -· -------------------- ---r--- -·- ---1-·-- --
Extreme sadness or unusual crying 

1 

I i 
-·-------·------------------ --------,------ ----.-~- ----------

Dull, tired, listless behavior • 1 L I 
-----·-·---·--·------ ------- -·-- --- __ j ___ - -r ----- -.--- +-·-----

Tremors/feeling shaky I I 1 -·-----------------------------~-- -- -~---- -r-- --------
-Repetitive movements~cs,jerking, twitching, eye blinking-e_xp_la_in b~~ _ __l _____ I ____ ----j _____ ~ ____ _ 

__ P_i_cking at ski~r fing~s.0ail biting_,_liE_ ~cheek chewing-expl~n b~ow _ __! _____ :- ____ I _____ +- ____ _ 
Sees or hears things that aren't there I 

1 1 

Explain/Comments: 

For Office Use Only 

Total Symptom Score for questions 1-18: ----------------

Average Performance Score for questions 19-26: --------------

Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, Jr, PhD. 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN'" 

NICHe) 
National Initiative for Children's Healthcare Quality 

--



06 NICHQ Vanderbilt Assessment Follow-up-TEACHER Informant 

Teacher's Name: _______________ _ Class Time: ________ _ Class Name/Period: ______ _ 

Today's Date: ____ _ Child's Name: Grade Level: _____________ _ 

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating 
and should reflect that child's behavior since the beginning of the school year. Please indicate the number 
of weeks or months you have been able to evaluate the behaviors: _____ . 

Is this evaluation based on a time when the child 0 was on medication 0 was not on medication 0 not sure? 

Symptoms 

1. Does not pay attention to details or makes careless mistakes with, 
for example, homework 

---~ -~ ~ ~ ------~ 

2. Hasdifficulty keeping attention to what needs to be done 

3. Does not seem to listen when spoken to directly ~~ 

4. Does not follow through when given directions and fails to finish 
activities (not due to refusal or failure to understand) 

~- ~Has difficulty organi~dng tasks and act_iv_it_i_es ___ _ 

6. Avoids, dislikes, or does not want to start tasks that require ongoing 
mental effort 

7. Loses things necessary for tasks or activities (toys, assignments, 
pencils, or books) 

~- ~Is easily distracted by noises or ot~er stimuli 

9. Is forgetful indaily activities 

10. Fidgets with hands or feet or squirms in seat 

11. Leaves seat when remaining seated is expected 

12. Runs about or climbs too much when remaining seated is expected 

13. Has difficulty playing or beginning quiet play activities 
~ ~-~-----

Never Occasionally 

0 1 

0 

0 

0 

0 1 

0 

0 

0 1 

0 1 

0 

0 

0 

0 1 

0 1 14. Is "on the go" or often acts as if_ "driven by a 111otor" 
----- ----

15. Talks too much 
-----

16. Blurts out answers before questions have been completed 
-----

17. Has difficulty waiting his or her turn 
~ ~ ~ -----

18. Interrupts or intrudes in on others' conversations and/or activities 

Performance 
19. Reading 

20. Mathematics 

21. Written expression 
---- ~~ 

22. Relationship with peers 
----

___33. Following direction ___ _ 

24. Disrupting class 

35._Assignment completion 
-----

26. Organizational skills 

Excellent 
1 

1 
-

1 
---~----

1 

1 

1 

0 

0 

0 

0 

Above 
Average 

2 

2 

2 

2 
---~ ~ 

2 

2 

2 

2 

1 

1 

Average 
3 

3 

3 

3 

3 

3 

3 

3 

Often Very Often 
2 3 

2 3 
--·· 

2 3 

2 3 

2 3 

2 3 

~--

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 
-~---

2 3 

Somewhat 
ofa 

Problem Problematic 
4 5 

4 5 
-----

4 5 

4 5 

4 5 
--

4 5 

4 5 
~-

4 5 

The recommendations in this publication do not indicate an exclusive course of treatment 
or serve as a standard of medical care. Variations, taking into account individual circum

stances, may be appropriate. 

Copyright ©2002 American Academy of Pediatrics and National Initiative for Children's 

Healthcare Quality 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN"' 

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD. 

Revised - 1102 

NICHQ; 
National Initiative for Children's Healthcare Quality 



D6 NICHQ Vanderbilt Assessment Follow-up-TEACHER Informant, continued 

Teacher's Name: Class Time: Class Name/Period: ______ _ 

Today's Date: Child's Name: Grade Level: _____________ _ 

Side Effects: Has your child experienced any of the following side Are these side effects currently a problem? 
effects or problems in the past week? 

! 
None I Mild I Moderate Severe 

Headache I 
! ! 
I 

~-----~ --- -·------ - ~--~-- . ·-- ·~-~- -~- I 

I 
Stomachache 

---~---· ·-·- ·---------- ---~------ I·····-·- --

Change of appet~t~,.-::-:~:xplain J'el?V\T . I 

I 
! 

-- ---r-·--Trouble sleeping I I ----- -- ·---· ·I --------- ·----- i 

Irritability in the late morning, late afternoon, or evening-explain below 
I 

! 

----------

Socially withdrawn-decreased interaction with others 
I +- ---·----

Extreme sadness or unusual crying I ! 

------
I I Dull, tired, listless behavior I 

-------·--·-- -------- - ------------ ---------·· 

I 
- ----

_!r~rno~s!feelin!; sh~ky __ .. __ ---- -- ·------- ---------

Repetitive movements, tics, jerking, twitching, eye blinking-explain below I 

--~ic~in_g_at skinorf~ngers,nail ~iting, lir.orcheek chewing-explain below I 
: r 

Sees or hears things that aren't there I I 
I 

Explain/Comments: 

For Office Use Only 
Total Symptom Score for questions 1-18: ________________ _ 

Average Performance Score:----------------------

Please return this form to: 

Mailing address: 

Fax number: ____________________________________________ _ 

Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, )r, PhD. 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDRENm 

NICH(J; 
National Initiative for Children's Healthcare Quality 



06 NICHQ Vanderbilt Assessment Follow-up-TEACHER Informant 

Teacher's Name: _______________ _ Class Time: ________ _ Class Name/Period: ______ _ 

Today's Date: ____ _ Child's Name: Grade Level: _____________ _ 

Directions: Each rating should be considered in the context of what is appropriate for the age of the child you are rating 
and should reflect that child's behavior since the beginning of the school year. Please indicate the number 
of weeks or months you have been able to evaluate the behaviors: _____ . 

Is this evaluation based on a time when the child 0 was on medication 0 was not on medication 0 not sure? 

Symptoms 

1. Does not pay attention to details or makes careless mistakes with, 
for example, homework 

---~ -~ ~ ~ ------~ 

2. Hasdifficulty keeping attention to what needs to be done 

3. Does not seem to listen when spoken to directly ~~ 

4. Does not follow through when given directions and fails to finish 
activities (not due to refusal or failure to understand) 

~- ~Has difficulty organi~dng tasks and act_iv_it_i_es ___ _ 

6. Avoids, dislikes, or does not want to start tasks that require ongoing 
mental effort 

7. Loses things necessary for tasks or activities (toys, assignments, 
pencils, or books) 

~- ~Is easily distracted by noises or ot~er stimuli 

9. Is forgetful indaily activities 

10. Fidgets with hands or feet or squirms in seat 

11. Leaves seat when remaining seated is expected 

12. Runs about or climbs too much when remaining seated is expected 

13. Has difficulty playing or beginning quiet play activities 
~ ~-~-----

Never Occasionally 

0 1 

0 

0 

0 

0 1 

0 

0 

0 1 

0 1 

0 

0 

0 

0 1 

0 1 14. Is "on the go" or often acts as if_ "driven by a 111otor" 
----- ----

15. Talks too much 
-----

16. Blurts out answers before questions have been completed 
-----

17. Has difficulty waiting his or her turn 
~ ~ ~ -----

18. Interrupts or intrudes in on others' conversations and/or activities 

Performance 
19. Reading 

20. Mathematics 

21. Written expression 
---- ~~ 

22. Relationship with peers 
----

___33. Following direction ___ _ 

24. Disrupting class 

35._Assignment completion 
-----

26. Organizational skills 

Excellent 
1 

1 
-

1 
---~----

1 

1 

1 

0 

0 

0 

0 

Above 
Average 

2 

2 

2 

2 
---~ ~ 

2 

2 

2 

2 

1 

1 

Average 
3 

3 

3 

3 

3 

3 

3 

3 

Often Very Often 
2 3 

2 3 
--·· 

2 3 

2 3 

2 3 

2 3 

~--

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 

2 3 
-~---

2 3 

Somewhat 
ofa 

Problem Problematic 
4 5 

4 5 
-----

4 5 

4 5 

4 5 
--

4 5 

4 5 
~-

4 5 

The recommendations in this publication do not indicate an exclusive course of treatment 
or serve as a standard of medical care. Variations, taking into account individual circum

stances, may be appropriate. 

Copyright ©2002 American Academy of Pediatrics and National Initiative for Children's 

Healthcare Quality 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDREN"' 

Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD. 

Revised - 1102 

NICHQ; 
National Initiative for Children's Healthcare Quality 



D6 NICHQ Vanderbilt Assessment Follow-up-TEACHER Informant, continued 

Teacher's Name: Class Time: Class Name/Period: ______ _ 

Today's Date: Child's Name: Grade Level: _____________ _ 

Side Effects: Has your child experienced any of the following side Are these side effects currently a problem? 
effects or problems in the past week? 

! 
None I Mild I Moderate Severe 

Headache I 
! ! 
I 

~-----~ --- -·------ - ~--~-- . ·-- ·~-~- -~- I 

I 
Stomachache 

---~---· ·-·- ·---------- ---~------ I·····-·- --

Change of appet~t~,.-::-:~:xplain J'el?V\T . I 

I 
! 

-- ---r-·--Trouble sleeping I I ----- -- ·---· ·I --------- ·----- i 

Irritability in the late morning, late afternoon, or evening-explain below 
I 

! 

----------

Socially withdrawn-decreased interaction with others 
I +- ---·----

Extreme sadness or unusual crying I ! 

------
I I Dull, tired, listless behavior I 

-------·--·-- -------- - ------------ ---------·· 

I 
- ----

_!r~rno~s!feelin!; sh~ky __ .. __ ---- -- ·------- ---------

Repetitive movements, tics, jerking, twitching, eye blinking-explain below I 

--~ic~in_g_at skinorf~ngers,nail ~iting, lir.orcheek chewing-explain below I 
: r 

Sees or hears things that aren't there I I 
I 

Explain/Comments: 

For Office Use Only 
Total Symptom Score for questions 1-18: ________________ _ 

Average Performance Score:----------------------

Please return this form to: 

Mailing address: 

Fax number: ____________________________________________ _ 

Adapted from the Pittsburgh side effects scale, developed by William E. Pelham, )r, PhD. 

American Academy 
of Pediatrics 
DEDICATED TO THE HEALTH OF ALL CHILDRENm 

NICH(J; 
National Initiative for Children's Healthcare Quality 
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