Guidelines for Adolescent Preventive Services
Middle-Older Adolescent Questionnaire

Lc on h d en ' a I ] (Your answers will not be given out.) Chart #
Name Date

Tast 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?
2. Doyou have any health problems? []Yes [JNo Problem(s)

3. Did you have any health problems in the past 12 months? []Yes [JNo Problem(s)
4

Are you taking any medicine now? [JYes [JNo Name of medicine

For Girls
5. Date when last period started — 5 Are your periods regular (monthly)?............ CONo [JYes
lont ate :
6.  Have you had a miscarriage, an abortion, or live birth in the past 12months? ............cooiiiiiiiiiiiiiiiines COYes [No

Specific Health Issues

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

[J Height/weight [J Mouth/teeth/breath [0 Frequent or [J Trouble sleeping
[ Blood pressure (] Neck/back painful urination [ Feeling tired a lot
[J Diet/food/appetite [J Chest pain/trouble O Discharge from penis ] Cancer
(] Future plans/job breathing orva.gma ] Dying
[ Skin (rash, acne) [J Coughing/wheezing L e e : [ Sad or crying a lot
[J Headaches/migraines 0 Breasts £ S org.:ms!gerfltals ] Stress
[J Dizziness/fainting (J Heart o st oy (] Anger/temper
[ Eyestvision (] Stomach ache et t‘irea.ms [ Violence/personal safety
(] Ears/hearing/ear aches OJ Nausea/vomiting I Physical gfse:mal abuse [J Other (explain)
[J Nose [ Diarrhea/constipation [ Masturbation
[T Lots of colds [J Muscle or joint pain U] HIV/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 vour health care provider and his/her assistant.

Eating/Weight
8. ArsyonsaiSied Wit Soureing habits?s o i i s i e ey e el s s O Ne [ Yes
9. Doyoue\rerca.tinsecret‘?.,,................I ................................................... COYes [No
10. Do you spend a lot of time thinking about waysto be thin? ...........ooiviiiiiiiiiiiiiiiii i, COYes [INo
11. Inthe past year, have you tried to lose weight or control your weight by vomiting,
taking dietpills ox laxatives: or stavIng FoMEsell? (il o i i s v s s e o ke s e COYes [INo
12. Do you exercise or participate in sport activities that make you sweat and breathe hard for
20 minutes or more at a time at least three or more times during theweek?. ............ooiiiiiiininat.s. ] No [ Yes
School
1360 Are youarddesithis year worsa than last veary o i, i oo s S s e a rsaaa ol OYes [No [JNotinschool
14. Have you either been told you have a learning problem or do you think you have a learning problem?............ OYes [INo
15 :Have yon Béen suspended from sehiool this year? &) oo Bl B i L il Sl e e CJYes [INo [JNotinschool
Friends & Family
16. Do you have at least one friend who you really like and feel you can talk to?...............cooviviiinnnss [ No [ Yes
17. Do you think that your parent(s) or guardian(s) usuaily listen to you and take your feelings seriously? ...... (I No [J Yes
18. Have you ever thought seriously about runr*~"away fromhome?.............c.coiiiieiiiiinneinn. ..0Yes [No []Notsure
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