
DR’S. L’ECUYER, BREWINGTON, MARTIN, LEGG, AND RACHAEL JAMES 
 
Patient’s Name:            Marital Status: M  O  S  Date of Birth: 

Address:     City:       State:       Zip Code: 
                                     

Home Phone: ( )    Cell: ( )          SS#        
                                  

  (We need 2 numbers to reach you)                      
Place of Employment               Work Phone: ( )      

Emergency Contact:            Phone: (  )       Relationship:  

Presenting Problem:                               

Referred by:                    Phone: ( )      
                               

Primary Care Dr.:                    Phone: ( )      
                       

Person Responsible for bill if other then patient (not an insurance company)                 
Name:          Address:                  

Date of Birth:   SS#:          Phone #:         

I give permission for this office to speak to the responsible party about my bill.             (Patient signature)  
(Dr. L’Ecuyer’s patients only) I give permission for my doctor to communicate with me by texting ______(initial) or email______(initial) at 
the Email address:______________________________________. 
Co‐pays and all patient balances are due at the appointment time. Patients showing no reasonable effort at being responsible for 
overdue accounts will receive one written warning before being referred elsewhere for care. The overdue account may be turned over to 
a collection agency. Services that are “non‐covered”, “non‐authorized” “exceeding yearly maximum” or ruled “not medically necessary” 
by your insurance company are payable by you. 
 
Missed appointments (or those not cancelled at least 24 business hours in advance) will be billed to you at $100.00. Insurance does 

NOT cover missed appointments or late cancellations. Your doctor may refer you elsewhere for treatment after three (3) missed 

appointments or late cancellations. 
 
All reminder calls for upcoming appointments are a courtesy; it is up to you to remember appointment dates and times. For all patients 
there is a fee for telephone conversations and administrative work longer than 5 minutes, both scheduled and un‐scheduled, and we 
do not bill this to insurance. None of the doctors are Medicare or Medicaid ‐‐ “private contracting fees” will apply instead (for example, if 
you are 65 or more years old, or are on Social Security Disability at any age). 
 
Please take care of routine medicine refills during regular appointments. When this is not possible, have your pharmacy call or fax us 
during office hours (M‐Th 8‐5 and Fri 8‐11:30 a.m.). All stimulant medication prescriptions (e.g. Ritalin, Adderall‐not Strattera) must be 
picked up from the office, as we do not mail them. Call at least 3 days in advance when needing a written Rx; and there is a $10 fee for 
these being written outside of an appointment. 
 
We file your insurance as a courtesy to you. If you feel the payment from your insurance company is not correct, YOU will need to call 
your insurance company. If you have two insurance carriers, please make sure you know which one is primary. If you change insurance it 
is your responsibility to inform us immediately. We are required to file a claim for visits once you have given us a copy of your insurance 
card. We do not backdate filings, but we will file from the date we receive your (new) insurance information. If you have a visit limit per  
year (or day), you will need to keep track of this. (Policies above subject to change.)  
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐  
I authorize payment of medical benefits to the above‐named health providers. I authorize the release of medical information to my 
insurance company as needed for benefit certification. I authorize my doctor in this office to send a written letter to the referring doctor 
or therapist about my care; and to discuss my case with my other doctors and/or therapists (if applicable) whenever necessary for my 
treatment. 
 
I consent to the evaluation and treatment of myself (or my child) by the above doctor. 
 
Signature of Patient (or Parent/Guardian, if applicable): Date:  

(You are the responsible person for the bill.)  
Revised: 1‐14/2‐14/4‐14/12‐14/1‐15/11‐18/1‐20 
 



CHILD AND ADOLESCENT PATIENT QUESTIONNAIRE  

Name of Child _______________________________________________________________________ 

Date of Birth _____________   Ethnicity _________________     Height ________    Weight ________ 

Who has legal custody or guardianship of child? _____________________________________________  

Street Address  ______________________________________________________________________  

City/State/Zip  _______________________________________________________________________  

Preferred Phone ___________________________________________ 

FATHER Name ____________________________________________  DOB _________________  

Address (if different than child) 
_____________________________________________________________________________  

Phone  _________________________  Place of Employment ____________________________ 

Highest Level of Education ____________________  

MOTHER Name ____________________________________________ DOB____________________  

Address (if different than child) 
_____________________________________________________________________________ 

Phone  _________________________  Place of Employment ____________________________ 

Highest Level of Education ____________________  

REASON FOR EVALUATION: 

Who referred your child? _____________________________________________________________ 

What was their concern? _____________________________________________________________  

___________________________________________________________________________________ 

What is your primary concern? ________________________________________________________  

When did you first become aware of concerns? __________________________________________ 

 

 

 

 



DEVELOPMENTAL INFORMATION  

Length of Pregnancy ________________________      Birth Weight _____________________________  

Were any prescription medications taken during pregnancy? ___________________________________     

Was the pregnancy complicated with drugs or alcohol? ______________________________  

Nature of delivery: _______Natural         _______Caesarian      _______Breech  

Complications during the pregnancy and/or birth?____________________________________________  

If child was adopted, from where? At what age?  ____________________________________________  

Please give age your child:  crawled_______,   walked_______,   talked______,   toilet trained________  

MEDICAL HISTORY 

Family Physician: ____________________________________________________________________ 

Medical problems: ____________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________  

Past Surgeries:  ______________________________________________________________________ 

List any allergic reactions to medications:  __________________________________________________ 
____________________________________________________________________________________  

SOCIAL HISTORY 

Please identify marital status including dates of all marriages, divorces and remarriages, for both natural 
and stepparents. 
____________________________________________________________________________________ 
____________________________________________________________________________________  

List other children/adults who have lived or are now living in the home and their relationship to the child. 
____________________________________________________________________________________ 
____________________________________________________________________________________ 

List dates of moves and for what reasons. 
____________________________________________________________________________________ 
____________________________________________________________________________________  

What have the significant stressors or traumas been to the family and child? 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

Has this child ever been exposed to abuse? Please state whether it is/was physical, emotional or sexual 
and whether child was the object to the abuse or exposed to it. 
__________________________________________________________________________________ 
__________________________________________________________________________________ 



Hobbies/Interests: ___________________________________________________________________ 

Where is child attending school now? ____________________________________________________ 
What grade? _____________________     Have any grades been repeated? _____________________ 

Has the child been identified for special education, learning support or emotional support? IEP or 504 
Plan? Please state year identification and provisions made. 
__________________________________________________________________________________ 
__________________________________________________________________________________ 

Gender Identity and Sexual Identity: _____________________________________________________ 

Alcohol or Substance Use: _____________________________________________________________ 

PSYCHIATRIC/PSYCHOLOGICAL HISTORY  

Past Psychiatrist ____________________________________________________________________  

Past or Current Psychologist ___________________________________________________________ 

Medications your child has been on in the past for mood or behavior, include side effects/response: 
____________________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 
____________________________________________________________________________________ 

What medication(s) is your child taking now? 
____________________________________________________________________________________ 
____________________________________________________________________________________
____________________________________________________________________________________ 
____________________________________________________________________________________ 

If your child has ever been hospitalized please explain when and for what reason. 
____________________________________________________________________________________ 
____________________________________________________________________________________  

Has your child ever attempted suicide or self-harm behavior? ___________________________________  

FAMILY PSYCHIATRIC HISTORY  

Please list any significant psychiatric conditions/problems that apply to your child’s blood relatives, 
including past diagnosis and how related to your child.                                                                    
Including but not limited to: Depression, Bipolar, Psychosis, Anxiety, Autism, Intellectual Disability, 
Incarcerations, Alcohol Abuse, Substance/Drug Abuse, History of Suicide attempts or completed suicide. 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________  

Name of person completing form: ___________________________ Relationship to child_____________ 
I do certify that all the foregoing information is true and complete. 
Signature ___________________________________________DATE_____________________  



myADHD.com
SNAP-IV-C Rating Scale (80 Items-Revised)

James M. Swanson, Ph.D., University of California

Name: ___________________________    Gender: _______     Age: ____     Grade:____     Date:__________

Ethnicity:            African-American    Asian   Caucasian  Hispanic  Other  ____________________

For teacher: Completed by:___________________________ Type of Class:_____________Class Size: _____

For parents: Completed by:__________________________ # Parents in Home:_____ Family Size:_________

For each of the 80 items, select the box that best describes this child. Mark
only one selection per item

Not at
All
(0)

Just a
Little

(1)

Quite
A Bit

(2)

Very
Much

(3)

1. Often fails to give close attention to details or makes careless
mistakes in schoolwork, work, or other activities

    2. Often has difficulty sustaining attention in tasks or play activities
    3. Often does not seem to listen when spoken to directly
    4. Often does not follow through on instructions and fails to finish

schoolwork, chores, or duties
    5. Often has difficulty organizing tasks and activities
    6. Often avoids, dislikes, or is reluctant to engage in tasks that require

sustained mental effort (e.g., schoolwork or homework)
    7. Often loses things necessary for tasks or activities (e.g., toys,

school assignments, pencils, books, or tools)
    8. Often is distracted by extraneous stimuli
    9. Often is forgetful in daily activities
  10. Often has difficulty maintaining alertness, orienting to requests, or

executing directions
  11. Often fidgets with hands or feet or squirms in seat
  12. Often leaves seat in classroom or in other situations in which

remaining seted is expected
  13. Often runs about or climbs excessively in situations in which it is

inappropriate
  14. Often has difficulty playing or engaging in leisure activities quietly
  15. Often is "on the go" or often acts as if "driven by a motor"
  16. Often talks excessively
  17. Often blurts out answers before questions have been completed
  18. Often has difficulty awaiting turn

  19. Often interrupts or intrudes on others (e.g., butts into
conversations/games

  20. Often has difficulty sitting still, being quiet, or inhibiting impulses in
the classroom or at home

  21. Often loses temper
  22. Often argues with adults
  23. Often actively defies or refuses adult requests or rules
  24. Often deliberately does things that annoy other people
  25. Often blames others for his or her mistakes or misbehavior
  26. Often touchy or easily annoyed by others
  27. Often is angry and resentful
  28. Often is spiteful or vindictive
  29. Often is negative, defiant, disobedient or hostile to authority
  30. Often teases other children and interferes with their activities
  31. Often is aggressive to other children (e.g., picks fights or bullies)
  32. Often is destructive with property of others (e.g., vandalism)
  33. Often is deceitful (e.g., steals, lies, forges, copies the work of

others, or "cons")others, or "cons")



  34. Often and seriously violates rules (e.g., is truant, runs away, or
completely ignores class rules)

  35. Has persistent pattern of violating the basic rights of others or
major societal norms

  36. Has episodes of failure to resist aggressive impulses (to assault
others or to destroy property)

  37. Has motor or verbal tics (sudden, rapid, recurrent, non-rhythmic
motor or verbal activity)

  38. Has repetitive motor behavior (e.g., hand waving, body rocking, or
picking at skin)

  39. Has obsessions (a persistent and intrusive inappropriate ideas,
thoughts, or impulses)

  40. Has compulsions (repetitive behaviors or mental acts to reduce
anxiety or distress)

  41. Often is restless or seems keyed up or on edge
  42. Often is easily fatigued
  43. Often has difficulty concentrating (mind goes blank)
  44. Often is irritable
  45. Often has muscle tension
  46. Often has excessive anxiety and worry (e.g., apprehensive

expectations)
  47. Often has daytime sleepiness (unintended sleeping in

inappropriate situations)
  48. Often has excessive emotionality and attention-seeking behavior
  49. Often has need for undue admiration, grandiose behavior, or lack

of empathy
  50. Often has instability in relationships with others, reactive mood,

and impulsivity
  51. Sometimes, for at least a week, has inflated self-esteem or

grandiosity
  52. Sometimes, for at least a week, is more talkative than usual or

seems pressured to keep talking
  53. Sometimes, for at least a week, has flight of ideas or says that

thoughts are racing
  54. Sometimes, for at least a week, has elevated, expansive or

euphoric mood
  55. Sometimes, for at least a week, is excessively involved in

pleasurable but risky activities
  56. Sometimes, for at least 2 weeks, has depressed mood (sad,

hopeless, discouraged)
  57. Sometimes, for at least 2 weeks, has irritable or cranky mood (not

just when frustrated)
  58. Sometimes, for at least 2 weeks, has markedly diminished interest

or pleasure in most activities
  59. Sometimes, for at least 2 weeks, has psychomotor agitation (even

more active than usual)
  60. Sometimes, for at least 2 weeks, has psychomotor retardation

(slowed down in most activities)
  61. Sometimes, for at least 2 weeks, is fatigued or has loss of energy
  62. Sometimes, for at least 2 weeks, has feelings of worthlessness or

excessive, inappropriate guilt
  63. Sometimes, for at least 2 weeks, has diminished ability to think or

concentrate
  64. Chronic low self-esteem most of the time for at least a year
  65. Chronic poor concentration or difficulty making decisions most of

the time for at least a year
  66. Chronic feelings of hopelessness most of the time for at least a

year
  67. Currently is hypervigilant (overly watchful or alert) or has

exaggerated startle responseexaggerated startle response



  68. Currently is irritable, has anger outbursts, or has difficulty
concentrating

  69. Currently has an emotional (e.g., nervous, worried, hopeless,
tearful) response to stress

  70. Currently has a behavioral (e.g., fighting, vandalism, truancy)
response to stress

  71. Has difficulty getting started on classroom assignments
  72. Has difficulty staying on task for an entire classroom period
  73. Has problems in completion of work on classroom assignments
  74. Has problems in accuracy or neatness of written work in the

classroom
  75. Has difficulty attending to a group classroom activity or discussion
  76, Has difficulty making transitions to the next topic or classroom

period
  77. Has problems in interactions with peers in the classroom
  78. Has problems in interactions with staff (teacher or aide)
  79. Currently is hyper-vigilant (overly watchful or alert) or has

exaggerated startle response
  80. Currently is irritable, has anger outbursts, or has difficulty

concentrating
  79. Has difficulty remaining quiet according to classroom rules
  80. Has difficulty staying seated according to classroom rules

Sections below to be completed by health care provider.
The following are items that make up various subscales.The first
four rows provide the cutoffs for ADHD and ODD subscales. See
instructions below for further information.

Sum of
Items

for
Each
Scale

Average
Rating

Per Item
for Each

Scale

Teacher
5%

Cutoff

Parent
5%

Cutoff
Average score for ADHD-Inattention (items 1-9) 2.56 1.78
Average score for ADHD-Hyperactivity-Impulsivity (items 11-19) 1.78 1.44
Average score for ADHD-Combined type (items 1-9 and 11-19) 2.00 1.67
Average score for Oppositional Items (sum of items 21-28) 1.38 1.88

Conduct Disorder (items 31, 32, 33, 34, and 35)
Intermittent Explosive Disorder (item 36)
Stereotypic Movement Disorder (item 38)
Obsessive-Compulsive Disorder (items 39 and 40)
Generalized Anxiety Disorder (items 41, 42, 43, 44, 45, and 46)
Narcolepsy (item 47)
Histrionic Personality Disorder (item 48)
Narcissistic Personality Disorder (item 49)
Borderline Personality Disorder (item 50)
Manic Episode (items 51, 52, 53, 54, and 55)
Dysthymic Disorder (items 64, 65, and 66)
Posttraumatic Stress Disorder (items 67 and 68)
Adjustment Disorder (items 69 and 70)

Scoring Instructions for the SNAP-IV-C Rating Scale (Revised)

     The SNAP-IV-C Rating Scale is a revision of the Swanson, Nolan and Pelham (SNAP) Questionnaire (Swanson et al, 1983). The items from the DSM-IV (1994)
criteria for ADHD are included for the two subsets of symptoms: inattention (items # 1-9) and hyperactivity/impulsivity (items # 11-19). Also. items are included
from the DSM-IV criteria for Oppositional Defiant Disorder (items # 21-28) since it often is present in children with ADHD. Items have been added to summarize the
Inattention domain (# 10) and the Hyperactivity/Impulsivity domain (# 20) of ADHD. Two other items were added: an item from DSM-III-R (# 29) that was not
included in the DSM-IV list for ODD, and an item to summarize the ODD domain (# 30).�     
     The 4-point response is scored 0-3 (Not at All=0, Just A Little=1, Quite a Bit=2, and Very Much=3). Subscale scores for the ADHD and ODD subscales on the
SNAP-IV are calculated by summing the scores on the items in the specific subset (eg., Inattention) and dividing by the number of items in the subset (eg., 9). The
score for any subset is expressed as the Average Rating-Per-Item. The 5% cutoff scores for teachers and parents are provided. Compare the Average Rating Per
Item score to the cut off score to determine if the score falls within the top 5% of extreme scores.�      
     Finally, the SNAP-IV-C includes the 10 items (# 71-80) of the Swanson, Kotkin, Agler, MyInn, and Pelham (SKAMP) Rating Scale. These items are classroom
manifestations of inattention, hyperactivity, and impulsivity (i.e., getting started, staying on task, interactions with others, completing work, and shifting activities).
The SKAMP may be used to estimate severity of impairment in the classroom.
From SNAP-IV-C Rating Scale (Revised 80 Items) by James Swanson, UCI, Irvine, CA. Printed with permission. All rights reserved. Copies may be made by
myADHD.com active members only.
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