
Behaviors of Concern 
Please check how often the following behaviors occur. Those occurring     
FREQUENTLY or of special concern may be described on the next page. 

 1) Loses temper easily __Never __Rarely       __ Sometimes __Frequently 

 2) Argues with adults __Never __Rarely       __ Sometimes __Frequently 

 3) Refuses adults’ requests __Never __Rarely       __ Sometimes __Frequently 

 4) Deliberately annoys people __Never __Rarely       __ Sometimes __Frequently 

 5) Blames others for own mistakes __Never __Rarely        __ Sometimes __Frequently 

 6) Easily annoyed by others __Never __Rarely        __Sometimes  __Frequently 

 7) Angry/resentful __ Never __Rarely         __Sometimes __ Frequently 
 8) Spiteful/vindictive ___Never ___Rarely ___Sometimes ___Frequently 
 9) Defiant ___Never ___Rarely ___Sometimes ___Frequently 
10) Bullies/teases others ___Never ___Rarely ___Sometimes ___Frequently 

11)  Initiates fights ___Never ___Rarely ___Sometimes ___Frequently 
12)  Uses a weapon ___Never ___Rarely ___Sometimes ___Frequently 
13)  Physically cruel to people ___Never ___Rarely ___Sometimes ___Frequently 
14)  Physically cruel to animals ___Never ___Rarely ___Sometimes ___Frequently 
15) Stealing ___Never ___Rarely ___Sometimes ___Frequently 

16) Forced sexual activity ___Never ___Rarely ___Sometimes ___Frequently 
17) Intentional arson ___Never ___Rarely ___Sometimes ___Frequently 
18) Burglary ___Never ___Rarely ___Sometimes ___Frequently 
19) “Cons” other people ___Never ___Rarely ___Sometimes ___Frequently 
20)  Runs away from home ___Never ___Rarely ___Sometimes ___Frequently 

21) Truant at school ___Never ___Rarely ___Sometimes ___Frequently 
22) Doesn’t pay attention to details ___Never ___Rarely ___Sometimes ___Frequently 
23) Several careless mistakes ___Never ___Rarely ___Sometimes ___Frequently 
24) Does not listen when spoken to ___Never ___Rarely ___Sometimes ___Frequently 
25) Doesn’t finish chores/homework ___Never ___Rarely ___Sometimes ___Frequently 

26) Difficulty organizing tasks ___Never ___Rarely ___Sometimes ___Frequently 
27) Loses things ___Never ___Rarely ___Sometimes ___Frequently 
28) Easily distracted ___Never ___Rarely ___Sometimes ___Frequently 
29) Forgetful in daily activities ___Never ___Rarely ___Sometimes ___Frequently 
30) Fidgety/squirmy ___Never ___Rarely ___Sometimes ___Frequently 

31) Difficulty remaining seated ___Never ___Rarely ___Sometimes ___Frequently 
32) Runs/climbs around excessively ___Never ___Rarely ___Sometimes ___Frequently 
33) Difficulty playing quietly ___Never ___Rarely ___Sometimes ___Frequently 
34) Hyperactive ___Never ___Rarely ___Sometimes ___Frequently 
35) Difficulty awaiting turn ___Never ___Rarely ___Sometimes ___Frequently 

36) Interrupts others ___Never ___Rarely ___Sometimes ___Frequently 
37) Problems pronouncing words ___Never ___Rarely ___Sometimes ___Frequently 
38) Poor grades in school ___Never ___Rarely ___Sometimes ___Frequently 
39) Expelled from school ___Never ___Rarely ___Sometimes ___Frequently 
40) Drug abuse ___Never ___Rarely ___Sometimes ___Frequently 

41) Alcohol consumption ___Never ___Rarely ___Sometimes ___Frequently 
42) Depression ___Never ___Rarely ___Sometimes ___Frequently 
43) Shy/avoidant/withdrawn ___Never ___Rarely ___Sometimes ___Frequently 
44) Suicidal threats/attempts ___Never ___Rarely ___Sometimes ___Frequently 
45) Fatigued ___Never ___Rarely ___Sometimes ___Frequently 

46) Anxious/nervous ___Never ___Rarely ___Sometimes ___Frequently 
47) Excessive worrying ___Never ___Rarely ___Sometimes ___Frequently 
48) Sleep disturbance ___Never ___Rarely ___Sometimes ___Frequently 
49) Panic attacks ___Never ___Rarely ___Sometimes ___Frequently 
50) Mood shifts ___Never ___Rarely ___Sometimes ___Frequently 



 

What is your child’s religious background/beliefs?  
 
 
 
 
What is your child’s ethnicity and the language he/she is most   
comfortable speaking? 
 
 
 
What school does your child go to, and what grade is he/she in at school? 
 
 
 
Does your child use caffeine, tobacco, prescription or over the counter 
medications? If so, please note quantity of caffeine and/or tobacco, and 
which prescription and over the counter medications your child uses 
 
 
 
 
 
 
List the child’s behaviors that you would most like to see change:  
 
 
 
 

 
 
 Additional information you believe would be helpful:  
 


