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ADHD INSTRUCTION SHEET

PLEASE READ THIS PAGE FOR INSTRUCTIONS

lncluded in this ADHD packet are the forms that need to be filled out for us to determine if we can provide your medication

1) (Request Form)
To be completed by student and signed

2l (History Form)
To be filled out completely by student and signed

3) (ADHD Trcatment Documentation)
Too oortion ONLY is to be filled out by student. The rest needs to be completed by your previous provider who
prescribed your ADHD medication(s), and/or diagnosed you. (l wlll tax this form over to vour last orovlder to be
comoletedl

4l Authorization for Request of Confidential lnformation - R.O.l., Medical Records Request fom
- Must be filled out by student and signed and dated at the bottom. Leave the witness line blank.

ffhis form will also be faxed and allows us to receive information from vour orevious orescriberkl that vou listed
on the'Treatmant Documentatian" form) lf you have more than one provider, please reguest an additlonal
form. ((Reminder: All you need to do is fill out the forms, return to me, and I will take care of the rest)).

RETURN ALL PAGES TO CAPS or...
FAX to... 520-621{.263

Cynthia Gomez - MedicalAssistant
Phone: 520-626-7293

Whea we have reeived yow paet twtda, I vill
antact you thmugh your patientliak to shedule your appoiatmeat.

rTiE UMVEN3|IY OT ANEONI

cAmPus
HEAIJTH
Comsclirr & Pswh Servke

1224 E. Lowell Street, Bldg. 95 3'd floor
Tucson,Arizona 85721-0095

Tel: 520-626-7293
Fax: 520-6214263
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ADHD Treatment Senrices (Reguest form)
TO BE COMPLETED BY STUDENT

Student Name: DOB: Cell

Address: Student lD:

Please read and review the CAPS ADHD informational pamphlet before completing this form. Whenever
possible... determine if your current provider is able to continue medication management while you are
attending the University of Arizona.

If vou have been diasnosed with ADHD and medications have been prescribed or
recommended:

. Complete ADHD History Form
o Sign authorizations for your provider to send your ADHD treatment history to CAPS.

- Authorizationfor Request of Confidential Health Information
- Permissionfor Telephone Consuhation (optional)

o Complete the top portion of the ADHD Treatment Documentation to be sent to provider
o Request your provider to send treatment documentation, OR

request that CAPS mail/fax the form for you.

The Medical Assistant will contact you once we have received your records to schedule a

psychiatric evaluation and medication management appointment with a CAPS Psychiatry
provider.

No previous diasnosis of ADHD:

Please complete the ADHD History Form with the symptoms you have that may be related to
ADHD. Attach with this Treatment Request page and submit to the CAPS Psychiatry Medical
Assistant. Your request will be reviewed, and you'll be contacted for further assessment as

indicated.

Student Signature Date of request

Contact: CAPS Psychiatry Medical Assistant

Phone : s2o-626-7 293 Fax: 520-52 1-0263
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ADHD History Form (for Student)

this about ADHD be reloted. to

DATEI

Name: DOB: Studeut ID:

Local Address: Cell:

l * * * * * * * * * * * * * * * * + t 'i * * * * * !t '* * * * * 't * * * * * * * + * * t * * * 'i '* * * r * * * 't * * * + 't 
:i * * * * * i * + i. t r * * rt * r * * r * * tr t t '* * * * * * * * '* '* * i.

1 Please list the attention symptoms that are most troublesome for you:

2. If you have been diagnosed with ADHD what professional made the diagnosis?

3. Did you have any psychological or cognitive testing to confirm or suppoft the diagnosis?

4. Please Iist your currenr and past ADHD medications:

5. Please list any other mental health issues or diagnoses:

6. Please briefly describe any academic difficulties you are having, or have experienced in the past:

7 . Please describe your use of alcohol or other substances:

B. Driving record, fmoving violations, DUI, accidents, license suspension, etc.):

9. Please use the back of this forrn to add any information that you feel is relevant for consideration.

a.

b.

c.

ADHD MEDICATION HISTORY
CURRENT MEDICATIONS

Name of medication Dose How long? Effectiveness Side effecte Comments

PAST MEDICATIONS

Student Signaturc
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'TO BE COM D BY STUDENT

*Student Name:

ADHD TREATMENT DOCUMENTATION (for Provider)

*Date of birth: _ +Student lD:

1tl+* ** t'l'l 'l:1,* * ** *l **l*i|l* lll*** *** * ** +*rl+* * **** *** * ** * * *t ia * 't + a *** *** * a t *,l * * ** * ,*,* * ** * ,t ,t :t:t * *

DeaT PTovideT. qSEC?ION BELOW TO BE COiIPLETEO BY PREVIoUs PHYsIcIAN/PRovIDERT T

Please see attached signed consent for relqNe of this information along with records. Patient has requested
ADHD treatment services by the CAPS Psychiatry Team while in residence. Ifyou would prefer to continue
medication management, please indicate below.
Kindly complete the questions below to document diagnosis and any medications prescribed.
Please feel free to contact the CAPS Psychiatry Team with any questions or concems.
tr I prefer a continue medication managemenl ytilh this studenl.

l) Have you diagnosed or treated this patient with ADHD?
If yes, pleare indicrte the rpprorlmate datess

YES
FROM: _ TO:

2) DIAGNOSIS:
_ ADHD, Combined _ ADHD, Inattentive _ ADHD Hyperactive _ other

3) How wAs DIAGNOSIS MADE: 

- 

ctinicat Impression _ ADHD screening Tools (indicate type)

- 
Psychological/cognitive testing (please forward results ifavailable) _ Other testing (please specis)

4) OTHER RELEVANT medical or mental health condirions:

5) MEDICATIONS: Please list current ADHD medication/doses and any in the past:

ADIID MEDICATION IIISTORY
CURRENT MEDICATIONS

Namc of medication Dose How long? Effectiyeness Side effects Comments

PAST MEDICATIONS

Provider SiErrture Printed Nrme Date

Phone: 520426-'1293
Fax: 520.,621-0263
Attnr Cynthir - Medical Assistant

Pg. 4 ADHD Trearnrenl Doc, pro!,d€r Rey08.1a,22

Please fsx or msil records to:
COUNSELING AND PSYCH SERVICES
University ofArizona, Campus Health Service, p.O. Box
210095 Tucson, AZ 85721-0095

*Name of previous Physicien/Provider:

*Provider's Full Address:

toffice Phone: _ tOffice fax:

NO



AUTHORIZATION FOR
CONFIDENTIAL HEALTH !NFORMATION

OF
Psydriatry:

Phone (520) 62S7293
Faxr (520)621{263

CAPS UESTE

Patient Name Date of Birth Phone #
(Plcas.Pnnt) Last.NFitst

lauthoize Campus Health Service/CAPS to E)Release ARequest EExchange informaion w(h

Name & contact
informatlon of
last provider...
(phone/fax are
pertinent)

Name

Address

Phone:

Email

FAX:

I am releasing this informalion for the following purpose(s):

X Continued Care _ lnsurance Claim

_ Legal _ Other (Please speot)

Specific records only as checkedbelow (initials required)

- 

Clinacian's Progress notes

- 

Letter / Correspondence

- 

Treatrnent Summary - 

Psychtatrisl Treatment Summary

- 

Phone communication

- 

Other (Pleas€ speciry)

"'t5.50 copying fee ror 1O or moro pagea
(applles to patient, not legal or insurance

At the Request ofthe lndividual

- 

Psychologtcal Testrng

- 

Eilling Statements

_ ADHD Testrng Resutts

_ Lab results

Last2-3omcenotes
ONLY please.

This section
is for CAPS
releasing
records
ONLY

I hereby consent to lhe release of ALL my CAPS records for dates of servi

OR

I hereby consent to the release of my CAPS rccord! rs indicaled bclow for dates of service to

to

icable

Next to asterisk
or where

Expi
date

r.tion Date: My
is specified. _

consent automatically exprres afrer one year trom the date ol signature unless an earlior alternate
(cannot be extended past one year hom date ofjglqlure)

I undersland anfofinalron in my heallh record may tnclude Inlormatron relatin9 io Sexually Transmitted Oisease. Acqurred tmmunodefiqe
Syndrome (AIOS), Hum.n lmmunodefcrency Virus (HlV) and other communicable dlseases. genetc lesllng. Developmental/Eehavioral
HealttuPsy chirtric Care, and t eatmenl of alcoholand/or dn g abwe- My signaturc authonzes such release as tndtcaled above IundeFland lhat the infomaton di3dosed by this autho nzaton may be sublecl lo redisclosure by the recipienl and no longer protected bythe Heallh lnsurance Porlability and Accountabr lity Acl ol 1996 or other appticrble federat and State law. Ho\ €ver. redisclosure by schooloflioels may be subj€cl to sludenl educalion records pnvac,ylaws.
I understaM that I am enlifled to a signed copy of thrs form. Right to R.fur. to SiOn Thia Authorization- I undeGland that I am under noobligalion lo srgn lhis lorm and lhal lhe person(s) and/or organiratron(8) lEled above who I am authonzing lo use and/or drscloseinfomation ftay nol condilion trealment. payment enrollmenl in a health plan or elgibrltty for health care benefrts on my decjsion to stgnlhrs authodzalion Right to Whhdr.w Thia Authorir.tion_ I understand wntlen nolficalron rs necessary lo Cancel Ihrs authorizallon bysubmining dry written request to The Unrvers y ofAruona. P.O. Box 2l 0095. Tucson AZ 85721-0095 ar via far ro (520) 621-9471 t mayrevoke this consenl at any lame excepl to the ertenl thal action based on lhrs aulhonzalron has akeacty beentaten.I have had an opponunity to reuew and understand the conlent ofthi s aulhonzalion form. By 3ignmg this Authonzalion. I am confimingthat it accura rellects my wishes.

Pt Label Here
office use onlv

n and date here

This form must be submitted w h photo identiticatjon

Dale x

CAIS I'.(;INAI) i\t 2/2021

rtl ICAmPUS
/fl\.1 x:nrx

EDean of Students EHousing & Resrdental Life EPalo Verde Behavioral Health

EBanner Crisis Response Center Eother (Please speofy below)

- 

Medrcatron Lrst

X UA ID#

Descflption of Authority to Sagn if Leqal ReDrGr€ntative:


