
Behavioral Checklist 
Client’s Name:  Today’s date: 

Read the list of symptoms below.  
If the symptom is present, indicate if it is a minor/infrequent issue or a major/frequent issue.
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Di3iculty concentrating Accident prone 
Impatient / restless Clumsy 
Impulsive Di3iculty with sports  
Excessive daydreaming  Di3iculty with rhythmic activities  
Di3iculty budgeting time  Di3iculty with handwriting  
Di3iculty focusing eyes  Di3iculty with reading skills  
Di3iculty following directions  Di#iculty with eye-hand coordination  
Di3iculty giving directions  Di3iculty with balance  
Di3iculty telling time  Inappropriate drowsiness  
Di3iculty remembering directions  Dizziness/vertigo/balance issues  
Di3iculty remembering names  Trouble di3erentiating colors  
Di3iculty remembering times table  TMJ / teeth grinding / orthodontics  
Di3iculty with months of year  Di3iculty remembering left / right  
Lacks confidence  Eye strain / rubs eyes a lot  
Fear of speaking in front of others  Timid / shy  
Leaves projects incomplete  Test or performance anxiety  
Tells lies  Speech di3iculties?   c no    c yes (describe) 

 
 
 
 
Phobias/fears?   c no    c yes (describe) 
 
 
 
 
Other issues?   c no    c yes (describe) 
 
 
 

Poor organizational skills  
Low reading comprehension  
Di3iculty with spelling  
Rests head on arm while working  
Short attention span  
Slow to complete work  
Stops in the middle of a game  
Reverses letters and/or numbers  
Allergies (food or environmental)  
Constipation  
Headaches  
Mood swings  
Overactive  
Underactive  
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