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San Diego ADHD Center for Success
12625 High Bluff Drive #201 * San Diego, CA 92130 

Phone (858) 481-4988 * Fax (858) 400-5204

  History Questionnaire (completed by teen/young adult)
Please complete the following questionnaire to give me a general understanding of the various aspects of your life. This 
information will be very helpful in understanding more about you. 

ame: _________________________ Birth date: ______________Age:_________   

Name of parent/guardian: ______________________________________________________  

Home Address: __________________________________________________________________

City: ________________ State:_______ Zip Code:__________ Today’s date:___________ 

Home Phone: (       ) ____- ________Cell Phone: (       ) ____- ________ e-mail:_______________

Is it OK to receive email regarding appointments    yes/no

it OK to leave a voicemail at   home       mobile        wor   

Emergency Contact’s name: ______________________ Phone: (      ) ____- _________  

Birthplace: __________________  Religious affiliation:________________  Pronouns: she/her   he/him   they/them

    an Evaluation

          
      get an evaluation because I think I have attention difficulties
 My school or teacher recommended I get evaluated

        
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________

      
 _____________________________________________________________________________________

 _____________________________________________________________________________________

 _____________________________________________________________________________________ 
When did you first notice these issues/conditions?
______________________________________________________________________________ 
______________________________________________________________________________ 

         
______________________________________________________________________________ 
______________________________________________________________________________ 

         
______________________________________________________________________________ 
______________________________________________________________________________ 
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______________________________________________________________________________ 
______________________________________________________________________________ 

                      
____________________________________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________ 

Family History:

          
______________________________________________________________________________ 
______________________________________________________________________________ 

             
_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

           this evaluation  
______________________________________________________________________________ 
______________________________________________________________________________ 

 History:

            

If so, who did you see and how old were you?_________________________________________
          

______________________________________________________________________________ 
______________________________________________________________________________ 

        
______________________________________________________________________________ 
______________________________________________________________________________ 

                  
                      

____________________________________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________ 

            
____________________________________________________________________________________________ 
____________________________________________________________________________________________

                 
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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______________

  
    

 
  

________________

  

 
 
___________

 
          

______________________________________________________________________________________ 
______________________________________________________________________________________

           
                       

                  
                  

______________________________________________________________________________________ 
______________________________________________________________________________________

           
              
            

          _________________________________________ 
______________________________________________________________________________________

                
  _____________________________________________________________________________ 

______________________________________________________________________________________

          
______________________________________________________________________________________ 
______________________________________________________________________________________

                      

If so, how long have you been in this relationship?
                       

                   
           

             _______________________________________________ 
    ________             

                  
         

If so, please share what you would like to about that trauma/incident.______________________________
_____________________________________________________________________________________
_____________________________________________________________________________________



 

surgery sinYes□□biNorth?

   
                    TikTok       

     _________________    __________________

                                
______________________________

            _______  _______   _______
     _______ 

        ________

                    

 
 _________     _________________________________________          

                   
    ______________________________________________________

  _______               _____________

          ________________________________ 
___________________________________________________________________________________________________

               

 
              

 _____________________________________________________________________________________ 
__________________________________________________________________________________________________

         _______________________________________ 
__________________________________________________________________________________________________

           
             

                       
       

                  
                     

                   
     __________________________________________________________________________

                 __________________________________________

                  _________________________ 
__________________________________________________________________________________________________

       
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
Have you ever had an eating disorder or experienced issues with food/eating? 
_______________________________________________



 
            

SYMPTOM NONE MILD MOD SEVERE SYMPTOM NONE MILD MOD SEVERE

SADNESS APPETITE CHANGES

CRYING SOCIAL ISOLATION

SLEEP 
DISTURBANCES

PARANOID THOUGHTS

PROBLEMS AT 
HOME

POOR CONCENTRATION

HYPERACTIVITY INDECISIVENESS

BINGING/
PURGING

LOW ENERGY

LONLINESS EXCESSIVE WORRY 

UNRESOLVED 
GUILT

LOW SELF WORTH

IRRITABILITY ANGER ISSUES

NAUSEA/
INDIGESTION

SPIRITUAL CONCERNS

SOCIAL ANXIETY HALLUCINATIONS

CUTTING RACING THOUGHTS

IMPULSIVITY RESTLESSNESS

NIGHTMARES DRUG USE

HOPELESSNESS ALCOHOL USE

ELEVATED 
MOOD

EASILY DISTRACTED

MOOD SWINGS TRAUMA FLASHBACKS

DISORGANIZED OBSESSIVE THOUGHTS

ANOREXIA PANIC ATTACKS

GRIEF FEELING ANXIOUS

PHOBIAS FEELING PANICKY

HEADACHES SUICIDAL THOUGHTS

WEIGHT 
CHANGES

PAST SUICIDE 
ATTEMPTS



 
        

                   
         

_________________________________________________________

        
                   

                     
     ________________

                    

 _______________________

      __________________________________________________________________ 
     __________________________________________________________________________ 

_________________________________________________________________________________________________

             ____________________________________________ 
                 
                 
             
                 
                ________________________________

                         
 _______________________________________________________________________________________

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

 chec  ite s of  to you
anxiety/nervousness
shyness
social 
stress
anger

 

ex losive te er
lo  energy
high energy
unha y ost of the ti e
cry too often

 
   

 

  
  

 
 

 
 
 

___________




