
TARGET OUTCOME CHECK LIST

Child’s Name:  


School: 

  
 
Grade: 
Date: _________________  Time of Day: _____________  Completed by: ________________


  
Mo/day/year
CHILD’S/TEACHERS’ / PARENTS’ OBSERVATIONS
	TARGET SYMPTOMS / BEHAVIORS


	Worse
	No Change
	Somewhat or sometimes 

improved
	Very or often improved

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


OTHER OBSERVATIONS OF TEACHER / PARENT (use reverse side of more space is needed)

Medication side effects: (appetite, sleep, headache, stomachache, tic, mood)

How many hours does the medication last? When do the effects wear off?

