
 
 

ADULT ADHD EVALUATION QUESTIONNAIRE 
 

Completing this questionnaire provides us with important information that will be carefully considered in your 
evaluation. Please take your time completing this document and provide as much detail as you feel is necessary. 
If you do not know the answer to any item, just indicate so and move on to the next item.  
 

Full Name:  Gender:  ☐male  ☐female 

Today’s Date:  Birthdate:  Age:  

Marital Status:  ☐ Single    ☐ Married     ☐ Cohabiting     ☐ Divorced    ☐ Widowed    Other: 

Who referred you for this evaluation?  ☐ Physician    ☐ Therapist    ☐ Self-Referred   Other: 

 

Please describe the main reason(s) you are seeking an evaluation. 

 

 

 
Circle the number that corresponds to how frequently, if ever, you currently have the following symptoms: 
 
1 = Once a month or less 3 = At least once per day 
2 = At least once a week 4 = Several times a day or more 

 

1 Significant difficulty focusing on details: ex. overlooking or missing details, work is 
inaccurate, making careless mistakes 

1  2  3  4 

2 Significant difficulty waiting: ex. get very frustrated when you must wait in a line, in traffic, or 
avoid going places where you must wait in line (like the post office or bank) 

1  2  3  4 

3 Feeling restless: cannot get comfortable or relax; feel like you need to get up and do 
something 

1  2  3  4 

4 Forgetfulness in daily life: ex. doing chores, paying bills, keeping appointments, running 
errands 

1  2  3  4 

5 Interrupting others or intruding into conversations; take over activities that others are doing; 
talking over people 

1  2  3  4 

6 Disorganization: Either your belongings are messy and unorganized with no system of 
keeping track of things, or you cannot manage your time effectively.  

1  2  3  4 

7 Difficulty doing things quietly: seem to always need to talk to others or make noise in some 
way, like while reading the paper, watching television, or doing some other activity. 

1  2  3  4 

8 Not finishing tasks: ex. leaving your work, schoolwork, or tasks at home unfinished; not 
following through on instructions; many projects started but not finished at home 

1  2  3  4 

9 Difficulty remaining seated when expected to: must get up during meetings, cannot sit and 
work for a long period of time due to a need to get up out of your seat 

1  2  3  4 

10 Losing or misplacing important items, such as keys, cell phone, eyeglasses, tools, wallet, 
school or work materials. 

1  2  3  4 

11 Fidgetiness: tapping foot, shifting around, drumming fingers, bouncing leg; always seem to be 
moving 

1  2  3  4 

12 Talk excessively: people tell you that you talk too much, you notice you talk much more than 
others 

1  2  3  4 

13 Cannot seem to keep your mind on one activity: ex. must reread paragraphs to absorb 
what you have read, cannot follow along in lectures or meetings, zone out in conversations 

1  2  3  4 

14 You dread or even avoid doing things you know will require a lot of attention/focus: You 
procrastinate on writing reports or studying, then scramble at the last minute or not do it at all  

1  2  3  4 



 

15 Easily distracted from tasks: lose focus when you hear a conversation in the room or 
something catches your eye; distracted by your own thoughts wandering off 

1  2  3  4 

16 Have more energy than others: cannot be still for a long period of time, seem to always be on 
the go, are difficult to keep up with 

1  2  3  4 

17 You complete others’ sentences, cannot wait for your turn in conversation, answer a 
question before the person has finished asking it. 

1  2  3  4 

 
Please describe… 
 

When the symptoms first began  

Where or in what setting(s) the problems occur  

Times or situations when you do not seem to have these 
problems or the problems are much less significant 

 

Whether the problems have worsened over time, gotten better, 
gone up and down, or remained the same since they started 

 

How the symptoms have interfered, if at all, with your ability to 
work (if you are employed) 

 

How the symptoms have interfered, if at all, with your academic 
performance (if you are currently in school) 

 

How the symptoms have interfered, if at all, with your home life.  

How the symptoms have caused problems, if any, in your 
personal relationships, such as marriage or friendships. 

 

 
PRENATAL AND DEVELOPMENTAL HISTORY: 
 
Note: You may need to ask someone else, such as your parents, about some of the following items. 
 

Did your mother have any problems during her pregnancy with you? ☐Yes    ☐No 

Please list any teratogens, such as alcohol, tobacco, drugs, poisons, you were 
exposed to during your mother’s pregnancy with you (if any): 

 

Were you born full term?      ☐Early  ☐Late   ☐On time Problems during birth? ☐Yes    ☐No 

Did you learn to walk and talk at the normal age? ☐Yes    ☐No 

Did you go to daycare or preschool?  ☐Yes    ☐No 

Where were you born?  Where were you raised?  

Who raised you?  Number of siblings ___ brothers         ___sisters 

 
EDUCATIONAL HISTORY: 
 

Highest education:  In school now? ☐Yes    ☐No 

Began school on time: ☐Yes    ☐No Held back or skipped a grade? ☐Yes    ☐No 

 
Elementary School (generally grades K-5) ☐Public    ☐Private   ☐Homeschooled 

Elem school grades: ☐Great  ☐Good  ☐Poor Learning disability? ☐Yes    ☐No 

Gifted program? ☐Yes    ☐No Remedial/special ed classes? ☐Yes    ☐No 

Easiest subject:  Hardest subject:  

Bullied/teased? ☐Yes    ☐No Any trouble making friends? ☐Yes    ☐No 

Did you get into trouble 
in elem school? 

☐Yes    ☐No 
Any problems with focus or 
concentration during elem school? 

☐Yes    ☐No 



 

 
Middle School (generally grades 6-8) ☐Public    ☐Private   ☐Homeschooled 

Middle school grades: ☐Great  ☐Good  ☐Poor Learning disability? ☐Yes    ☐No 

Advanced classes? ☐Yes    ☐No Remedial/special ed classes? ☐Yes    ☐No 

Easiest subject:  Hardest subject:  

Bullied/teased? ☐Yes    ☐No Any trouble making friends? ☐Yes    ☐No 

Did you get into trouble 
in middle school? 

☐Yes    ☐No 
Any problems with focus or 
concentration during middle school? 

☐Yes    ☐No 

 
High School (generally grades 9-12) ☐Public    ☐Private   ☐Homeschooled 

High school GPA:  Learning disability? ☐Yes    ☐No 

Advanced classes? ☐Yes    ☐No Remedial/special ed classes? ☐Yes    ☐No 

Easiest subject:  Hardest subject:  

Bullied/teased? ☐Yes    ☐No Any trouble making friends? ☐Yes    ☐No 

Did you get into trouble 
in high school? 

☐Yes    ☐No 
Any problems with focus or 
concentration during high school? 

☐Yes    ☐No 

 
College or Vocational School College grades: ☐Great  ☐Good  ☐Poor 

Easiest subject:  Hardest subject:  

Did you fail any classes 
in college? 

☐Yes    ☐No 
Any problems with focus or 
concentration during college? 

☐Yes    ☐No 

 
EMPLOYMENT: 
 

Current job title:   How long at current job:  

Work performance: ☐Great  ☐Good  ☐Poor Ever fired from a job? ☐Yes    ☐No 

How would your 
supervisor describe you? 

 
Any problems with focus 
or concentration at work? 

 

Ever fired from a job? ☐Yes    ☐No Ever quit without notice? ☐Yes    ☐No 

 
HEALTH: 
 

Please list any current health problems.  

Date of last physical exam:   Current hearing/vision problems?  ☐Yes    ☐No 

Date of last bloodwork:  Ever had a stroke? ☐Yes    ☐No 

Ever had a head injury? ☐Yes    ☐No History of kidney problems? ☐Yes    ☐No 

Ever had a seizure? ☐Yes    ☐No Ever been exposed to lead? ☐Yes    ☐No 

Please list any serious accidents or injuries you have had 
and when they occurred.  

 

Please list any surgeries or hospitalizations you have 
had. 

 

Have you ever had any unexplained losses of 
consciousness? When? 

☐Yes    ☐No 

Please list any current medications (use back if needed).  

 



 

MENTAL HEALTH: 
 

Stomach/headaches? ☐Yes    ☐No   ☐Somewhat Anxiety symptoms? ☐Yes    ☐No   ☐Somewhat 

Trouble sleeping? ☐Yes    ☐No   ☐Somewhat Appetite problems? ☐Yes    ☐No   ☐Somewhat 

Past victim of violence? ☐Yes    ☐No Past victim of abuse? ☐Yes    ☐No 

Any major events recently (ex. a move, job change, death, divorce)?  ☐Yes    ☐No 

If you are married or in a relationship, is it going well?  ☐Yes    ☐No   ☐Somewhat 

Have you ever had a psychological evaluation?  ☐Yes    ☐No 

Have you ever been in counseling? ☐Yes    ☐No 

Are you currently seeing a counselor or therapist? ☐Yes    ☐No 

Have you ever been prescribed a medication for ADD/ADHD, anxiety, or any 
other behavioral or emotional reason?  

☐Yes    ☐No 

 

Ever had serious suicidal thoughts or tried to harm yourself? ☐Yes    ☐No 

Have you ever been hospitalized for a psychiatric reason? ☐Yes    ☐No 

 
SUBSTANCE USE: 
 

How many alcoholic drinks do you have per month on average? ____ drinks per month 

Have you ever had an alcohol abuse problem? ☐Yes    ☐No 

Did you ever use a recreational drug on a regular basis?  ☐Yes    ☐No 

Have you ever used a prescription drug not prescribed to you? ☐Yes    ☐No 

Have you ever had an illegal drug or prescription drug abuse problem? ☐Yes    ☐No 

 
FAMILY HISTORY: 
 

 Mother Father Sibling Maternal 
Grandparent 

Paternal 
Grandparent 

Aunt/ 
Uncle 

Cousin Other 
Family 

Alcohol abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Drug abuse ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Depression ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Suicide attempt ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Anxiety ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Bipolar Disorder ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Schizophrenia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

ADD/ADHD ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Dementia ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Violence ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

Crime ☐ ☐ ☐ ☐ ☐ ☐ ☐ ☐ 

 
Please fax to (888) 887-6361 or mail to 1120 SE Cary Pkwy Ste 201, Cary, NC 27518 (if mailing, do so at least a 
week prior to appointment).  
 
Emailing your completed form is not recommended due to the potential security risk, but if you choose to do so 
and are aware of the risk of doing so, you may email it to info@etheridgepsychology.com. Only our psychologists 
have access to this email account.  
 
If you are unable to return this questionnaire prior to your appointment, please bring it with you to the 
appointment.  

mailto:info@etheridgepsychology.com

