HEBE ESTRELLA-SCHULTZ M.D.
Diplomate of the American Board of Psychiatry and Neurology

FAMILY PSYCHIATRY

2530 DOUGLAS BLVD, STE 160
ROSEVILLE, CA 95661
PHONE (916) 749-2010

APPLICATION FOR SERVICE AND CONSENT FOR TREATMENT OF
MINORS

I, consent for my
child to be evaluated and receive treatment from Dr Hebe Estrella-Schultz

PAYMENTS/ASSIGNMENT OF BENEFITS

| hereby assign all medical benefits to which | am entitled, including private insurance or
any other health plan to Hebe Estrella-Schultz M.D. to evaluate and treat my child.

This assignment will remain in effect until revoked by me in writing. A photocopy of this
assignment is to be considered as valid as an original.

| understand that | am financially responsible for all charges for rendered services. If | am
using insurance to pay for services, | will be responsible to pay for rendered services if
they are not paid for by my insurance, regardless of the reason or cause and regardless of
any insurance health plan objections. | understand that co-pays are to be paid at the time
of the visit.

| also understand that I am responsible for any fees incurred as a result of court
testimony, deposition testimony, preparation or conferences with attorneys concerning
my child’s case, legal letters etc, even after Dr Estrella-Schultz is no longer my child’s
physician. There may be charges for other services that are not covered by my child’s
insurance. You can ask the doctor about this.

I am responsible to give 48 hours advance notice if | need to cancel or reschedule my
child’s visit to avoid charges.
Missed appointments or late cancellations are not paid by insurances

| understand that there will be penalties for returned checks (according to bank current
rates).



| also understand that telephone conversations are limited and | could be charged a fee if
they extend in the period of one week over 15 minutes.

| understand that there could be reduced charges for time used in consultations with other
care providers or people whose input may be valuable for my child’s care. Ask the doctor
about this.

| understand that Dr Estrella-Schultz’s care and treatment may consist of an evaluation
process, psychotherapy and medication treatment if indicated. There are no warranties
regarding outcomes for your child’s treatment or the length of it. The doctor welcomes
any questions that you may have regarding the evaluation and treatment of your child.

Please advice this doctor if there are any changes in your child’s medical/psychiatric
history, address, phone number or insurances as soon as possible.

[ understand that my child’s records are confidential, and will not be released to anyone
without my written consent. However, certain information may be released without my
authorization under the following situations:

1) Under a valid medical/psychiatric emergency.

2) If your child is likely to harm himself or herself.

3) If your child is likely to harm somebody else.

4) If there is any suspicion of child abuse, dependent adult or elder abuse.
5) To the courts if necessary for the administration of justice

6) To your insurance company if required by them.

I will call the pharmacy if my child needs refills within 7 days in advance before he or
she finishes medications.

| consent Dr Estrella-Schultz in case of an emergency for her to call: Phone #

| consent Dr Estrella-Schultz to contact the following persons if needed for my child’s
treatment or follow-up: previous or current doctors, therapists, etc. You need to name
them and provide phone numbers (if possible)

Parent signature: Date:



PATIENT INFORMATION

Date:

Patient Name:

S A S
(Please PRINT clearly)

Sex: [ ] Male [ ] Female

Social Security Number: - -

Driver’s License Number:

Status: [ ] Single [ ] Married [ ]

Address: City:
State: Zip:

Birth Date: / / Age:

Widowed [ ] Divorced

Phone No: ( ) -

Occupation:

Responsible Person:

_Occupation:

Employed by:

Phone No: ( ) -

City:
phone? [ ] No[ ] Yes

Spouse:

State:

Zip: OK to call the work

Occupation:

Employed by:

Phone No: (

Address:

City:

State: Zip:

Referring
Physician/therapist.

Date:

Signature:
/ /
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

T T JPICA PICA
1 MEDICARE MEDICAID TRICARE CHAMPVA OTHER | 1a. INSURED'S | D. NUMBER (For Program in ltem 1)
: HEALTH
D (Medicaret) |:] (Medicaid#) D (IDWDoD#) D (Member ID#) D (1D4) Dnm} Dnow)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. P&HENT %g!HTH DYAYTE SE

0]

4. INSURED'S NAME (Lasi Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

501![' Spousa[! Ch-rdD OlherD

7. INSURED'S ADDRESS (No., Street)

CITY STATE

TELEPHONE (Include Area Code)

()

ZIP CODE

B. RESERVED FOR NUCC USE

cITy STATE

——» | <—CARRIER — >

ZIP CODE TELEPHONE {(Include Area Code)

( )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO.

a, EMPLOYMENT? (Current or Previous)
YES NO

b. AUTO ACCIDENT?

D YES

PLACE (State)

m—
c. OTHER ACCIDENT?

DVES DNO

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD Yy

sl _

b. OTHER CLAIM ID (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?
DYES DNO If yes, complete items 9, 9a, and 9d.

PATIENT AND INSURED INFORMATION

READ BACK OF FORM BEFORE COMPLETING

& SIGNING THIS FORM,

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize

12, PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authonza the release of any medical or other int ion y p 1t of medical benefiis to the undersigned physician or supplier far
to process this claim. | also request payment of government benefits either to mysell or to the party who accepts assignment services described below.
below,
SIGNED - e DATE__ = SIGNED = . ==
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) |15. OTHER DATE 16, DATES PATIENT UNABLE TO WORK IN CURRENT PATION
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. CODE ORIGINAL REF. NO.
. S —— B. L oy S D. |
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24, A DATE(S) OF SERVICE B. [ D. PROCEDURES, SERVICES, OR SUPPLIES | 1 F. Q. H. k S =
From To PLACE OF (Explain Unusual Clrcumstances) DIAGNOSIS Oon [y 1. RENDERING o
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25, FEDERAL TAX 1D, NUMBER 85N EIN 26. PATIENT'S ACCOUNT NO. 27, éC%E\fL ASSIGNMENT? | 28. TOTAL CHARGE 29, AMOUNT PAID 30. Rsvd for NUCC Use
I
L] YES NO $ ’ s
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33 BILLING PR
INCLUDING DEGREES OR CREDENTIALS i aiai il ( )
(| centity that the statements on the reverse |
apply 1o this bill and are made a pan thereol.)
SIGNED DATE B i - 3 L
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYPE APPROVED OMB-0938-1197 FORM 1500 (02-12)



BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentalion or any faise, incomplete or misleading information may be guilty of a
eriminal act punishable under lnw and may be subject 1o civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient’s signature requists that payment be made and authorizes release of any information necessary 1o pracess the claim and cenifies Mhat
the information providad in Blocks 1 through 12 Is true, accurate and complate. In the case of a Medicare elaim, the patient’s signature autharizes any éntity to rélnase 1o Madicare medical
and nanmadical information and whether the parson has employer group nealth iInsurance, lability, no-lault, worker's compensation or other insurance which |s responsible to pay for the
Sorvices for which tha Medicara claim is made. See 42 CFR #11.24(a). It item 9 is completed. ihe patient’s signature authorizes release of the information 1o the health plan or agency shown.
in Medicare assigned or TRICARE paricipation cases, the physician agreas to accep! the charge defermination of the Medicare carrier or TRICARE fiscal intermodiary as the tull charge and
the patient 1s responsible anly for the deductible, coinsurance and non-covered services. Colnsurance and the deductible are based upon the charge determination of the Medicare carripr or
TRICARE fiscal Intlarmudiary If this is less than the charge submitted. TRICARE is not a heallh Insurance progeam bul makes payment for health banefils providod through certain atfilintlons
with Ihe Unifarmed Services. Information on the patient’s sponsor should be provided m those items captioned in "insured”, ie., items 1a. 4,6, 7,9, and 11,

. BLACK LUNG AND FECA CLAIMS
Tha provider agrees ta accept the amount paid by the Gavernment as payment in full. See Black Lung and FECA instructions regarding requited procedure and diagnasis coding systems

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LLUNG)

In submitting this clalm for payment from fedaral funds, | cartty that: 1) the information on this form is frue, aceurate and complete: 2) | have familanized myselt with all applicable laws,
requlations, and program instructions, which are available from the Medicara gontractor: 3) | have provided or will provide sufficient information reguirad to allow tha government o make an
informed eligibllity and payment decision; 4} this claim, whather submitted by me ar on my behalf by my designated billing company, complies with all applicable Medicare andfor Medicaid
taws, reguiations, and program instructions for payment incluging but not imited 10 the Federal anti-kickback statute and Physician Sell-Referral law (commanly known as Stark law); §) the
aarvicas on this form were medically nacessary and parsonally furmishied by me or were furmishied incident 1o my professional service by my pmployes under my ditect supervision, axcopl as
olhérwise expraysly parmilted by Medicare or TRICARE; 6) for eath service rendered incident to my professional service, the identity (legal name and NP, license #, or SSN) of the primary
individual rendering each sarvice is reported in the designated section.For services to be considered "incident to” a physician's professional sarvices. 1) thay must be rendered under the
physician’s girect supervision by hisiher employee, 2] they must be an integral. although incidental pant of a covered physician service, 3) they must be of kings commonly furnished in
physizan's offices. and 4) the services of non-physicians must be included on the physician's bllis,

For TRICARE claims, | funther centify that | (or any emgloyea) who rendared services am not an active duty member of the Uniformed Services or a civillan employee of the United States
Government or a contract employes of the United States Government, either civilian or military (refer to 5 USC §5386). For Black-Lung ciaims, | further cestify that the services performed ware
for a Black Lung-redated disorder.

No Port B Medicie bonelits may be puld unless this farm is reoeived as required by existing law and régulations (42 CFR 424 32),

NOTICE: Any one who misrepresants or lalsifies essential infurmation 10 receive payment from Federal funds requested by this form may upon conviction be subject o fing and imprisanment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
Wao are suthonzad by CMS, TRICARE and OWCP 10 ask you lor information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority 1o collect
information s in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amanded. 42 CFR 411.24{a) and 424.5(a) (6), and 44 USC 310141 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 at seq;, and 30 USC 201 ot seq; 38 USC 613, E.0. 9397

Tha infarmation we obialn to complete clams under these programs s used to idenify you and 1o determine your efigibility. It is also used 1o decide if the services and supplies you received
aro covered by these programs and 10 insure that proper payment is made

The Information may also be given to other providérs of services, carriers, imtermediaries, medical review boards, health plans, and other arganizations or Federal agencies, for the effective
adminisiration of Federal provisions thal require other third panies payers to pay primary to Federal program, and as otherwise necessary 1o administer these programs  For example, it may
be necessany 1o disgiose informatien about the benetits you have used 1o & hospital or doctor. Additional disclosures are made through rouline uses lor informatan contained in systems of
reconds

FOR MEDICARE CLAINS: See tha notice modilying systom No_ 08-70-0501, titled, *Carrier Medicare Claims Record,” publishad in the Federal Register, Vot. 58 No. 177, page 37549,
Wed Sepl. 12, 1880, or as updated and republished

FOR OWCP CLAIMS: Depariment of Labar, Privacy Act of 1974, *Republication of Notice of Systems of Hecords.” Federal Register Vol. 85 No. 40, Wed Fab, 28, 1980, Sea ESA-5, ESA-6,
ESA-12, ESA-12, ESA-30, or as updatid and republished,

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate efigibility lor medical care provided by civilian sources and to issue payment upon establishment of eligibility and
datarmination that the services/supplies recaived are authirized by law

BOUTINE USE(S): Information from claims and miatad documents may be gliven 1o the Dept. of Vaterans Altairs, the Dept. of Health and Human Services ana/or the Dap_t. of Transpartation
congistent with thair siatulery administrative @sponsibilities under TRICAHE/CHAMPVA; to the Dept. of Justice for rapresentation of the Secretary of Defonse in cvit actions; to the Intarnal
Revante Sarvice, private callection agencies, and consumer reparting agencies In connection with recoupment claims; and to Congressional Offices in response 1o inguinies made at the
raquest of tha parson to whom a record partains. Approprinte disclosures may be made to other federal, state, local, foreign gavernment agennies, private business entifies, and mqwldual
praviders of care, on matters ralating 10 entilement, claims adjudication, fraud, program abuse, utilization review. quality assurance, peér réview, program ntegrity, third-party Babliity,
coardination ol benafits, and ol and ordiminal Ghgation related to the operation of TRICARE.

DISGLOSURES: Volurtary; however, fallure to provide infermatian will result in delay in payment or may result In denial of claim, With the one exception discussed below, there are no
penaliss under these programs for relusing o supply infarmation. However, failure 1o luenish information regarding the medical services mndered or 1_he amount charged_ would prmnt
payment of claims under these progrms. Failure to furmish any other information, such as name or clalm number, would delay payment of the claim. Failure to provide medical information
undar FECA could be deemisd an abstruction. :

It ks mandatory that you tell us if you know that another party Is responsibile for paying for your treatment. Seclion 1 1288 of the Secial Security Act and 31 USC 3801-3812 provide penalties
for withholding this information.

You should be aware that 2L 100-503, the “Computar Matehing and Privacy Protection Act of 10887, permits the government 1o varity information by way ol computer malchas.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
| heretry agrea la keep such records as are necessary to disclose lully the extent ol services provided 1o individuals under the State’s Title XIX plan and to furnish infarmation regarding any
payments claimad for providing such sarvices as the State Agency or Depl. of Health and Human Services may request.

| furthar agree 1o aucepl, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exceplion of authorized deductible,
coinsurance, co-paymeant or similar cost-shanng charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certily that the services isted above wera medically indicaled and necessary lo the health of this patient and were parsonally furnished by
m of thy amployes under my personal direction

MOTIGE: This Is (0 certify hit the foregoing information Is true, accurate and complote. | undarstand that payment and satisfaction of this claim will be from Fadetal and Stite lunds, and that
any taise glalms, siatements, or documants, or concaalment of a material facl. may be prosecuted under applicable Foderal or State laws.

Accarding to the Paperwork Reduction Act of 1995, no persons are required 1o respond to a collection of infarmation unless it displays a valid OMB control number. The valid OMB cantral
number lor this ilormation collaction is 0838-1107. The time required 1o complete this information collection 1s estimated to average 10 minutes per response., |[1clud1ng the timé 10 review
instructions, search axisting dala resources, gather the data neaded. and complete and review the information collaction. If you have any comments concemning the accuracy of the time
astimate(s) or suggostions for improving this Torm, please write to: CMS, 7500 Securily Boulavard, Altn: PHA Heports Cloarance Olhger, Mall Stpp C4-26.05, Baltimore, Maryland
51744-1850. This addrass (s for comments andfor suggestions only, DO NOT MAIL COMPLETED CLAIM FORMS 70 THIS ADDRESS.



Hebe Estrella-Schultz M.D
2530 Douglas Bivd., Ste#160, Roseville, CA 95661

MEDICAL/SOCIAL QUESTIONAIRE

PATIENT NAME:
CURRENT MEDICATIONS

ALLERGIES;

PRIMARY CARE
PHYSICIAN:

PREVIOUS OR CURRENT PSYCHIATRIST;
PREVIOUS OR CURRENT THERAPIST;

OTHER MEDICAL QUESTIONS;

. Have you ever had :
1 .Surgeries ?
2. Seizures ?
3. Injuries ?
4. Loss of consciousness ?
5. Dizziness
6. Migraines?
7. Problems with your eyes, nose, ears, mouth or throat?
8. Cough, asthma
9. Problems with your heart?
10. Problems with your digestive system?
11. Problems with your liver?
12. Problems with your kidneys?
13. Arthritis?, weakness of your limbs?, back pain?
14. Abnormal movements of your face like tics? or tremors in your hands, arms, legs?
15. Cancer?
16.Anemia ?
17. Diabetes ?
18, Thyroid problems?
19. High blood pressure?
20. High cholesterol/Triglycerides?
21. Problems with your weight?
22. Problems of your reproductive System? Page:1/2



23. Problems of your skin?

24, Do you drink coffee or caffeinated drinks?

25. Do you smoke cigarettes?

26. Do you have alcoholic drinks? How often? How much?

26. Have you experimented or use marijuana?, other substances like methamphetamines, cocaine, etc?

27. In your family has anybody has or had diabetes? Heart problems? Other?

Social History:

1.Who do you live with? names?, ages?

2. Do you attend School? Name? Year?

3. Do you work? When was the last time that you worked?

4. Have you ever had problems with the law?

5.Have you ever had a traumatic experience?

Page: 2/2



NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’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.
When completing this form, please think about your child’s behaviors in the past 6 months.

Is this evaluation based on a time when the child [ 1 was on medication [ ] was not on medication [ ] not sure?

Symptoms Never Occasionally Often Very Often
1. Does not pay attention to details or makes careless mistakes 0 1 2 3
with, for example, homework
2. Has difficulty keeping attention to what needs to be done 0 1
Does not seem to listen when spoken to directly 0 1
4. Does not follow through when given directions and fails to finish activities 0 1
(not due to refusal or failure to understand)
5. Has difficulty organizing tasks and activities 0 1
6. Avoids, dislikes, or does not want to start tasks that require ongoing 0 1
mental effort
7. Loses things necessary for tasks or activities (toys, assignments, pencils, 0 1 2 3

or books)

Is easily distracted by noises or other stimuli 0 1 2 3
Is forgetful in daily activities 0 1 2 3

10. Fidgets with hands or feet or squirms in seat 0 1 2 3
11. Leaves seat when remaining seated is expected 0 1 2 3
12. Runs about or climbs too much when remaining seated is expected 0 1 2 3
13. Has difficulty playing or beginning quiet play activities 0 1 2 3
14. Is “on the go” or often acts as if “driven by a motor” 0 1 2 3
15. Talks too much 0 1 2 3
16. Blurts out answers before questions have 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
19. Argues with adults 0 1 2 3
20. Loses temper 0 1 2 3
21. Actively defies or refuses to go along with adults’ requests or rules 0 1 2 3
22. Deliberately annoys people 0 1 2 3
23. Blames others for his or her mistakes or misbehaviors 0 1 2 3
24. Is touchy or easily annoyed by others 0 1 2 3
25. Is angry or resentful 0 1 2 3
26. Is spiteful and wants to get even 0 1 2 3
27. Bullies, threatens, or intimidates others 0 1 2 3
28. Starts physical fights 0 1 2 3
29. Lies to get out of trouble or to avoid obligations (ie, “cons” others) 0 1 2 3
30. Is truant from school (skips school) without permission 0 1 2 3
31. Is physically cruel to people 0 1 2 3
32. Has stolen things that have value 0 1 2 3

The information contained in this publication should not be used as a substitute for the Copyright ©2002 American Academy of Pediatrics and National Initiative for Childrers

medical care and advice of your pediatrician. There may be variations in treatment that Healthcare Quality

your pediatrician may recommend based on individual facts and circumstances. Adapted from the Vanderbilt Rating Scales developed by Mark L. Wolraich, MD.

Revised - 1102

NICHQ): McNiei.

Consumer & Specialiy Pharmaceuticals

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™ National Initiative for Children’s Healthcare Quality




NICHQ Vanderbilt Assessment Scale—PARENT Informant

Today’s Date: Child’s Name: Date of Birth:
Parent’s Name: Parent’s Phone Number:
Symptoms (continued) Never Occasionally Often  Very Often
33. Deliberately destroys others’ property 0 1 2 3
34. Has used a weapon that can cause serious harm (bat, knife, brick, gun) 0 1 2 3
35. Is physically cruel to animals 0 1 2 3
36. Has deliberately set fires to cause damage 0 1 2 3
37. Has broken into someone else’s home, business, or car 0 1 2 3
38. Has stayed out at night without permission 0 1 2 3
39. Has run away from home overnight 0 1 2 3
40. Has forced someone into sexual activity 0 1 2 3
41. Is fearful, anxious, or worried 0 1 2 3
42. Is afraid to try new things for fear of making mistakes 0 1 2 3
43. Feels worthless or inferior 0 1 2 3
44. Blames self for problems, feels guilty 0 1 2 3
45. Feels lonely, unwanted, or unloved; complains that “no one loves him or her” 0 1 2 3
46. Is sad, unhappy, or depressed 0 1 2 3
47. Is self-conscious or easily embarrassed 0 1 2 3
Somewhat
Above ofa
Performance Excellent  Average Average Problem Problematic
48. Overall school performance 1 2 3 4 5
49. Reading 1 2 3 4 5
50. Writing 1 2 3 4 5
51. Mathematics 1 2 3 4 5
52. Relationship with parents 1 2 3 4 5
53. Relationship with siblings 1 2 3 4 5
54. Relationship with peers 1 2 3 4 5
55. Participation in organized activities (eg, teams) 1 2 3 4 5
Comments:
For Office Use Only

Total number of questions scored 2 or 3 in questions 1-9:

Total number of questions scored 2 or 3 in questions 10-18:

Total Symptom Score for questions 1-18:
Total number of questions scored 2 or 3 in questions 19-26:

Total number of questions scored 2 or 3 in questions 27-40:

Total number of questions scored 2 or 3 in questions 41-47:

Total number of questions scored 4 or 5 in questions 48-55:
Average Performance Score:

American Academy

of Pediatrics NICH@J

DEDICATED TO THE HEALTH OF ALL CHILDREN™ National Initiative for Children’s Healthcare Quality




Screen for Child Anxiety Related Disorders (SCARED)
PARENT Version—Page 1 of 2 (to be filled out by the PARENT)

Developed by Boris Birmaher, M.D., Suneeta Khetarpal, M.D., Marlane Cully, M.Ed., David Brent, M.D., and Sandra McKenzie, Ph.D.,
Western Psychiatric Institute and Clinic, University of Pittsburgh (October, 1995). E-mail: birmaherb@upmc.edu

See: Birmaher, B., Brent, D. A., Chiappetta, L., Bridge, J., Monga, S., & Baugher, M. (1999). Psychometric properties of the Screen for Child

Anxiety Related Emotional Disorders (SCARED): a replication study. Journal of the American Academy of Child and Adolescent Psychiatry, 38(10),
1230-6.

Name: Date:

Directions:

Below is a list of sentences that describe how people feel. Read each phrase and decide if it is “Not True or Hardly Ever True” or
“Somewhat True or Sometimes True” or “Very True or Often True” for your child. Then, for each statement, fill in one circle that
corresponds to the response that seems to describe your child for the last 3 months. Please respond to all statements as well as you
can, even if some do not seem to concern your child.

0 1 2
Somewhat

Not True True or Very True

or Hardly Sometimes or Often

Ever True True True
1. When my child feels frightened, it is hard for him/her to breathe O O O PN
2. My child gets headaches when he/she am at school. O O O SH
3. My child doesn’t like to be with people he/she does't know well. O O O SC
4. My child gets scared if he/she sleeps away from home. O O O SP
5. My child worries about other people liking him/her. O O O GD
6. When my child gets frightened, he/she fells like passing out. O O O PN
7. My child is nervous. O O O GD
8. My child follows me wherever I go. O O O SP
9. People tell me that my child looks nervous. O O O PN
10. My child feels nervous with people he/she doesn’t know well. @) @) O SC
11. My child gets stomachaches at school. O O O SH
12. When my child gets frightened, he/she feels like he/she is going crazy. O O O PN
13. My child worries about sleeping alone. O O O SP
14. My child worries about being as good as other kids. O O O GD
15. When my child gets frightened, he/she feels like things are not real. O O O PN
16. My child has nightmares about something bad happening to his/her parents. O O @) SP
17. My child worries about going to school. O O O SH
18. When my child gets frightened, his/her heart beats fast. O O O PN
19. He/she child gets shaky. O O @) PN
20. My child has nightmares about something bad happening to him/her. O O O SP




Screen for Child Anxiety Related Disorders (SCARED)
PARENT Version—Page 2 of 2 (to be filled out by the PARENT)

0 1 2
Somewhat
Not True True or Very True
or Hardly Sometimes or Often
Ever True True True
21. My child worries about things working out for him/her. O O @) GD
22. When my child gets frightened, he/she sweats a lot. O O @) PN
23. My child is a worrier. O O @) GD
24. My child gets really frightened for no reason at all. O O @) PN
25. My child is afraid to be alone in the house. O O @) SP
26. It is hard for my child to talk with people he/she doesn’t know well. O O @) SC
27. When my child gets frightened, he/she feels like he/she is choking. O O @) PN
28. People tell me that my child worries too much. O O @) GD
29. My child doesn't like to be away from his/her family. O O @) SP
30. My child is afraid of having anxiety (or panic) attacks. O O @) PN
31. My child worries that something bad might happen to his/her parents. O O @) SP
32. My child feels shy with people he/she doesn’t know well. O O @) SC
33. My child worries about what is going to happen in the future. O O @) GD
34. When my child gets frightened, he/she feels like throwing up. O O @) PN
35. My child worries about how well he/she does things. O O @) GD
36. My child is scared to go to school. O O @) SH
37. My child worries about things that have already happened. O O @) GD
38. When my child gets frightened, he/she feels dizzy. O O @) PN
39. My child feels nervous when he/she is with other children or adults
and he/she has to do something while they watch him/her (for example: @) @) @) SC
read aloud, speak, play a game, play a sport).
40. My child feels nervous when he/she is going to par’ties, dances, or any o) o) o) sc
place where there will be people that he/she doesn’t know well.
41. My child is shy. O O @) SC

SCORING:

A total score of > 25 may indicate the presence of an Anxiety Disorder. Scores higher than 30 are more specific. [ TOTAL =
A score of 7 foritems 1, 6, 9, 12, 15, 18, 19, 22, 24, 27, 30, 34, 38 may indicate Panic Disorder or Significant Somatic
Symptoms.

A score of 9 for items 5, 7, 14, 21, 23, 28, 33, 35, 37 may indicate Generalized Anxiety Disorder.

A score of 5 for items 4, 8, 13, 16, 20, 25, 29, 31 may indicate Separation Anxiety SOC.

A score of 8 for items 3, 10, 26, 32, 39, 40, 41 may indicate Social Anxiety Disorder.

A score of 3 for items 2, 11, 17, 36 may indicate Significant School Avoidance.

The SCARED is available at no cost at www.wpic.pitt.edu/research under tools and assessments, or at www.pediatric bipolar.pitt.edu under instruments.

March 27, 2012




Patient Health Questionnaire:
modified

Name: ' Clinician: Date:

Instructions: How often have you been bothered by each of the following symptoms during the
past two weeks? For each symptom put an “X” in the box beneath the answer that best
describes how you have been feeling. :

() (1) {2) ()
Not At All | Several | More Than| Nearly
Days Half the | Every Day
Days

1. Feeling down, depressed, irritable, or hopeless?
2. Little interest or pleasure in doing things?

3. Trouble falling asleep, staying asleep, or sleeping too
much?

4. Poor appetite, weight loss, or overeating?
5. Feeling tired, or having little energy?
6. Feeling bad about yourself - or feeling that you are a

failure, or that you have let yourself or your family
down?

7. Trouble concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have noticed?

Or the opposite — being so fidgety or restless that you
were moving around a lot more than usual?
9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?
[ ] Yes [ INo

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

[ ] Not difficult at 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 [] No

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?
[] Yes [1 No

**If you have had thoughts that you would be better off dead or of hurting yourself in some way,
please discuss this with your Health Care Clinician, go to a hospital emergency room or call 911.
Officerseonvs Seovefeseer

Modified from the PHQ-9 [Modified from PRIME-MD PHQ-9 ®. Copyright© 1999 Pfizer Inc. (Spitzer et
al, JAMA, 1999)], Revised PHQ-A (Johnson, 2002), and the Columbia DDS (DISC Development Group, 2000)



Name Date

Mood Disorder Questionnaire

The questions you are about to answer will help you assess your mood and help your doctor educate you
about the need for additional evaluation. Please discuss the results of this questionnaire with your doctor.

Instructions for patients: Please check ONE BOX ONLY for each of the questions below.

The following three questions will ask you about a history of mania. *

1. Has there ever been a period of time when you were not your usual self and... YES NO
..you felt so good or so hyper that other people thought you were not
your normal self, or you were so hyper that you got into trouble? L] L]
..you were so irritable that you shouted at people or started fights or arguments? L] L]
..you felt much more self-confident than usual? L] ]
..you got much less sleep than usual and found you didn’t really miss it? L] L]
..you were much more talkative and/or spoke much faster than usual? L] L]
...thoughts raced through your head and/or you couldn’t slow your mind down? L] (]
..you were so easily distracted by things around you that you had
trouble concentrating or staying on track? L] L]
..you had much more energy than usual? ] ]
...you were much more active and/or did many more things than usual? U] ]
...you were much more social or outgoing than usual—for example,
you telephoned friends in the middle of the night? (] ]
..you were much more interested in sex than usual? L] L]
..you did things that were unusual for you or that other people
might have thought were excessive, foolish, or risky? L] []
..spending money got you or your family into trouble? ] ]
YES NO
2. If you checked YES to more than one of the above, have you experienced several of
these during the same period of time? U] ]

3. How much of a problem did any of these situations cause you (like being unable to work; having family,
money, or legal problems; and/or getting into serious arguments or fights)?

[ ] No problem [ ] Minor problem [ ] Moderate problem [ ] Serious problem

*©2009, 2000 Robert M.A. Hirschfeld, MD; Licensed by Jones and Bartlett Publishers, LLC Sudbury, MA.

Two questions about yourself

YES NO
1. During the past month, have you often been bothered by feeling down,
depressed, or hopeless? ] ]
2. During the past month, have you often been bothered by little interest or
pleasure in doing things? L] ]

This questionnaire is intended to help you assess your mood and help your doctor educate you about the need for additional evaluation. Only your health care

provider can properly diagnose and recommend treatment for bipolar disorder.
Provided as a professional service from

© 2013 AstraZeneca Pharmaceuticals LP. All rights reserved. 2913900  10/13 g\
/—< I
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