Guidelines for Adolescent Preventive Services
Middle-Older Adolescent Questionnaire
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(c 0 Ilf | d en tia U (Your answers will not be given out.) Chart #
Name Date

Last First Middle Initial
Date of Birth Grade in School Year in college Sex: Male Female Age
Address City Zip
Phone number where you can be reached Pager/beeper number
What languages are spoken where you live? Race

Medical History
1. Why did you come to the clinic/office today?
9. Do you have any health problems? [1Yes [ONo Problem(s)
3. Did you have any health problems in the past 12 months? [1Yes ([ONo Problem(s)
4.

Are you taking any medicine now? [1Yes [ONo Name of medicine

For Girls
5. Date when last period started ; Are your periods regular (monthly)?..... Y [ONo [OYes
Mont! Date
6. Have you had a miscarriage, an abortion, or live birth in the past 12 months? ...... G e EE e g e arh B RS G [(1Yes [dNo

Specific Health 1ssves

7. Please check whether you have questions or are worried about any of the following:

[J Height/weight [ Mouth/teeth/breath [ Frequent or 1 Trouble sleeping
[ Blood pressure O Neck/back painful urination (] Feeling tired a lot
[ Diet/food/appetite I Chest pain/trouble O Discharge from penis [J Cancer

[ Future plans/job breathing or va.gma [0 Dying

[] Skin (rash, acne) [ Coughing/wheezing [ Wetting the bed ‘ [ Sad or crying a lot
[] Headaches/migraines 0] Breasts U Sexual orgfms/gen.ltals O Stress

[ Dizziness/fainting [ Heart [ Menstruation/periods O] Anger/temper

[J Eyes/vision ) Stomach ache L] Wet (‘h‘eams (1 Violence/personal safety
[J Ears/hearing/ear aches [0 Nausea/vomiting (J Physical or. sexual abuse (J Other (explain)
] Nose [ Diarrhea/constipation O Masturbation

[ Lots of colds [ Muscle or joint pain [0 BIV/AIDS

in arms/legs
Health Profile
These questions will help us get to know you better. Choose the answer that best describes what you feel or do.
Your answers will be seen only by your health care provider and his/her assistant.

Eating/Weight
8. Are you satisfied with your eating Rabits?. . .. .....ovvrvuiriiiuiri e [0 No [ Yes
9. DO YOU Ver AL SECIBLY .. ..\ vv s s e eecneien s e es e .[OYes O No
10. Do you spend a lot of time thinking about ways to BEEHIN? + v vv et et et enenan e ...0Yes [No
11. In the past year, have you tried to lose weight or control your weight by vomiting,
taking diet pills or laxatives, or starving e T SRR (] Yes [ No
12. Do you exercise or participate in sport activities that make you sweat and breathe hard for
90 minutes or more at a time at least three or more times during the WEBKY, + v v O No 1 Yes
School
13. Are your grades this year worse than last JEAIT . ottt [(JYes [No [JNotinschool
14. Have you either been told you have a learning problem or do you think you have a learning problem? . . .......... [ Yes [J No
15. Have you been suspended from school BRIS JRAIT. 1+t v v vvviettven e e veo..1Yes [ONo [ Notinschool
Friends & Family
16. Do you have at least one friend who you really like and feel you can talk 07, ... [ No [ Yes
17. Do you think that your parent(s) or guardian(s) usually listen to you and take your feelings seriously? ...... ] No [ Yes
18. Have you ever thought seriously about running away from ROMe?. . ..o oo vvvvvvuucn e [ Yes [ONo [ Notsure
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Weapons /Violence/Sofety

Do you or anyone you live with have a gun, rifle, or other BT L AT ] Yes
In the past year, have you carried a gun, knife, club, or other weapon for Protection?. .. vveeseeisnnrrsenees [ Yes
Have you been in a physical fight during the past 8MONIAST .. vvvvevreneerse e irnen sttt [ Yes
Have you ever been in trouble With Ehe JaW? ... vvsernensnreeesnnrr eI ] Yes
Are you worried about ViOleNCe OF YOUE SAEBY? .. vvvsewsvassnsessuenneessssenrrmnnmssnnn s i, [ Yes
Do you usually wear a helmet when you rollerblade, skateboard, ride a bicycle ,

motorcycle, minibike, or ride in an all-terrain vehicle (ATV)?....vovocvunresrnenmensrmrrrnrrrms i nnnnis [ No
Do you usually wear a seat belt when you ride in or drive a car, truck, or van? .. ...ooviinenaaee = 1 No
Tobacco

Do you ever smoke cigarettes/cigars, use LT OF Chew E0DACE0T oo vvevveneennemnemne s esrrrnes ] Yes
Do any of your close friends ever smoke cigareltes/cigars, use snuff or chew tobacco? .. «vvvveveriaraarnnnes 1 Yes
Does anyone you live with smoke cigarettes/cigars, use STuff OF Chew tohaCCO? « v v v e T Yes
Alcohol

In the past month, did you get drunk or very high on beer, wine, or other alcohol? .o vven i [J Yes
In the past month, did any of your close friends get drunk or very high on beer, wine, or other alcohol? ....... vo.. 1 Yes
Have you ever been criticized or gotten into trouble because of dTinKINg? . o..ovevvvrreeremamnerrrrrs ] Yes
In the past year have you used alcohol and then driven a car/truck/van/motorcycle? ... ....iinaianeeen [ Yes
In the past year, have you been in a car or other motor vehicle when the driver

has been drinking alcohol or using ARURT . o+ GRS o o WOBE SRy s e T RS [ Yes
Does anyone in your family drink or take drugs so much that L WOITIES YOUT L. veevrvan e ] Yes
Drugs

Do 3ou ever use marijuana or other drugs, or SUEE NRAIANES? ¢+ v v veeerrvevmrr e 3 Yes
Do any of your close friends ever use marijuana or other drugs, or sniff inhalants? .. ..o.ovvvei i [ Yes
Do you ever use non-prescription drugs to get to sleep, stay awake, calm down, or get high?

(These drugs can be bought at a store without & A0CtOr'S PreSEription.) « ... overwrrerrsneee et {3 Yes
Have you ever used steroid pills or shots without a doctor telling you to? .....oovvvves cre b g SRS o [ Yes
Development

Do you have any concermns of questions about the size or shape of your body,

or your physical e e 3 Yes
Do you think you may be gay, lesbian, or DiSEXUBI? s i i vwama s aw s 144 L F ARG Gt it [ Yes
Have you ever had sexual intercourse? (How old were you the first time? Yasiaorinizica iz [JYes
Are you using a method to prevent pregnancy? (Which: Yo wamania O No
Do you and your partner(s) always use condoms when you have SeX? .. .uveuesueursuemunrneerrrrrinss [JNo
Have any of your close friends ever had Sexual INEEICOUTSE? oo vvvsessrsnnarensnsennsessurrsrmmtntinss [ Yes
Have you ever been told by a doctor or nurse that you had a sexually transmitted infection or disease? ...... ] Yes
Have you ever been pregnant or gotten someone Pregnant?. ..o e vveaaiiinaaanis B St ] Yes
Would you like to receive information or supplies to prevent pregnancy or sexually transmitted infections? , . . (1 Yes
Would you like to know how to avoid getting HIV/AIDS?. ...ovuvruvununensnnsnssasessemsamer s s st ] Yes
Have you pierced your body (not including ears) oF gotten a tatto0%. ..oouvusrnsraarannmrmrinerees P [ Yes
Emotions

Have you had fun during the past two weeks? ......... < . RCRRERER TR it {JNo
During the past few weeks, have you often felt sad or down or as though you have

nothing to look forward to?..... NS SRy S PSR SR e e re e e s AR {1 Yes
Have you ever seriously thought about illing yourself, made a plan or actually tried to kill yourself? .......- {1 Yes
Have you ever been physically, sexually, or emotionally aDUSEAT. . oo vvavsmeannrmneerer s [ Yes
When you get angry, do you 40 VIOLenb ENNEST + v e veermenonnsessnsnssusamausensey e rr st BT [ Yes
Would you like to get counseling about something you have On YOUr TUNA? . . v vvennressvenreerermrsrres [ Yes
Special Circumstances

In the past year, have you been around someone with tuberculosis (TB)?. . .veereerrvrrenammnneseesmnnnss ] Yes
In the past year, have you stayed overnight in a homeless shelter, jail, or detention center? ..iaeiriiranees {1 Yes
Have you ever lived in foster care of & GrOUP HOME? L. +vuvusasansunnusenysersrnsss s nEE [ Yes

What four words best describe you?

I No
(JNo
[ No
I No
I No

[ Yes
[ Yes

O No
[ No
[ No

O No
3 No
I No
JNo

J No
[ No

1 No
[ No

dNo
[ No

O No
[ No
J No
[ Yes
[ Yes
I No
O No
{JNo
I No
I No
O No

1 Yes

(1 No
1 No
[JNo
O No
{ No

I No
I No
JNo

] Not sure

[ Not sure

] Not sure
{3 Does not apply

[ Not sure
[ Not sure

[ Not sure

[J Not sure
[J Not sure
{1 Not sure
{1 Not active
1 Not active
] Not sure
] Not sure
1 Not sure
[ Not sure
[ Not sure
[ Thinking about it

1 Not sure

[ Not sure

] Not sure

If you could change one thing about your life or yourself, what would it be?

What do you want to talk about today?
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Past Medical History

Where has child gone for check-ups previously:

Date of last medical checkup:

Date of last dental check-up:

Is your child up-to-date on immunizations?
Please supply immunization records.

Has your child had any of the following

0O Chicken pox O Wears glasses 0 Asthma

0 Measles O Heart murmur 0 Allergies

O Mumps 0 Kidney or bladder infection 0 Broken bones
O Frequent ear infections (>4 year) 0 Bed wetting (>5 years old) 0 Head injury
O Frequent throat infections (>4 year) 0 Diabetes {0 Seizures

Has your child ever been hospitalized or had surgery?
if yes, list age and reason:

Has your child ever been on medication regularly?
If yes, list medication(s) and reason:

Do you have any concerns about your child's development?
If yes, please describe:

Allergies

Please list any allergies to medications or foods

Medications

Please list any medications that your child takes including over the counter medications, herbs, vitamins and
supplements. Include dose and frequency

Specialty Providers

In order that we can best coordinate your child's care, please list any medical providers the child sees outside of this
practice and list the year that they last saw them

Parent Signature: Date:




