ADULT ATTENTION DEFICIT HYPERACTIVITY DISORDER
 PATIENT QUESTIONNAIRE

NAME:
DOB:

	Please explain difficulties you think are related to ADHD (Attention Deficit Hyperactivity disorder): 
(A minimum of 5 is required)


	1.


	2.


	3.


	4.


	5.


	6.


	7.


	8.


	9.


	10.




	What evidence do you have of symptom onset in childhood (under 12 years old)?


	Please explain how your daily functioning is affected by suspected ADHD symptoms, eg. Risky behaviour, any alcohol or drug use, any criminal behaviour, problems with relationships, problems at work, any difficulties with studying or problems managing your domestic chores.








Adult ADHD Self-Report Scale (ASRS-v1.1) Symptom Checklist

	Please answer the questions below, rating yourself on each of the criteria shown using the scale on the right hand side of the page.  As you answer each question, place an X in the box that best describes how you have felt and conducted yourself over the past 6 months.  
	Never
	Rarely
	Sometimes
	Often
	Very Often

	1. How often do you have trouble wrapping up the final details of a project, once the challenging parts have been done?
	
	
	
	
	

	2. How often do you have difficulty getting things in order when you have to do a task that requires organisation?
	
	
	
	
	

	3. How often do you have problems remembering appointments or obligations?
	
	
	
	
	

	4. When you have a task that requires a lot of thought, how often do you avoid or delay getting started?
	
	
	
	
	

	5. How often do you fidget or squirm with your hands or feet when you have to sit down for a long time?
	
	
	
	
	

	6. How often do you feel overly active and compelled to do things, like you were driven by a motor?
	
	
	
	
	



