
 

 
Stepping Stones Mental Health Educational Consulting   www.steppingstonesmentalhealth.com 

Directions:   
Change/add symptoms appropriate for your child in the Symptom Column.  Request the form be completed once 
every week or two and mailed, faxed, e-mailed to you.  Take the completed forms to your child’s medication 
management & therapy appointments. 
  
 
  
Symptom Report Name:  ____________________________  Date:  _______________ 
 
 

Symptom Not at all Just a Little Fairly Often Quite Often 
Awake/alert     
Balanced, consistent mood     
Calm     
Kind     
Makes/maintains friendships     
Participates appropriately     
Pays attention     
Respectfrul     
Uses     
Uses positive language     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     

 
  
General mood at school this week:  happy  sad  irritable tired  angry 
  
 
Assignments completed this week:  all  most  some  none 
 
 
Problem behaviors this week:  no  yes:  describe:     _________________________ 
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