Guidelines for Adolescent Preventive Services
Younger Adolescent Questionnaire

Confidential (Your answers will not be given out.)

Chart#
Name Today’s Date
Last First Middle Initial month day year
Birthdate Grade in School Boy or Girl (circle one) Age
month day year
Address City State Zip
Phone Number Pager/Beeper Number
area code
What languages are spoken where you live?
Are you: [] White [] African-American [] Asian/Pacific Islander
[] Latino/Hispanic [] Native American [] Other
Medical History

1. Why did you come to the clinic/office today?
2. Are you allergic to any medicines?

[1No [] Yes, name of medicine(s): [] Not Sure
3. Do you have any health problems?

[1No [] Yes, problem(s): [] Not Sure
4. Are you taking any medicine now?

[1No [] Yes, name of medicine(s): [] Not Sure
5. Have you been to the dentist in the 1aSt YEAI? ... s [JNo []VYes []NotSure
6. Have you stayed overnight in a hospital in the 1aSt YEar?...........cceevveeieinneee s [ INo []VYes []NotSure
7. Have you ever had any of the problems below?

Yes No Not Sure Yes No Not Sure

Allergies or hay fever .........c..c...... ] ] ] SEIZUFES ..o ] ] ]
ASthma ..o, ] ] ] CaNCET ..o ] ] ]
Tuberculosis (TB) ....ccovvvvervevrerinns ] ] ] Diabetes ..o ] ] ]
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For Girls Only

8. Have you started having PEFIOUS? ........coicriieiieieicses et nas [INo []Yes
a. If yes, are your periods regular (0NCe @ MONTN) 7 .......cvvvriinirierce s [ INo []VYes
b. If yes, what was the 1st day of your last period? Month Day

9. Have you VEr DEEN PrEYNANT? ......c.cieiciecessse sttt et s bbb [ ]Yes []No

Family Information

10. Who do you live with? (Check all that apply).

[ ] Mother [] Stepmother [] Brother(s)/ages
[] Father [] Stepfather [] Sister(s)/ages
[] Guardian [] Other adult relative [] Other/(explain)
11. Do you have older brothers or sisters who live away from home? ..., []Yes []No []NotSure

12. During the past year, have there been any changes in your family such as: (Check all that apply)

[ ] Marriage [] Loss of job [] Births [] Other changes
[] Separation [ ] Moved to a new neighborhood [ ] Serious IlIiness/Injury
[] Divorce ] A new school [] Deaths

Specific Health Issues

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

[] Height [ Neck or back [] Muscle or pain in arms/legs [ ] Anger or temper
[ ] Weight [] Breasts [] Menstruation or periods [] Feeling tired
[] Eyes or vision [] Heart [] Wetting the bed [] Trouble sleeping
[] Hearing or earaches [] Coughing or wheezing [] Trouble urinating or peeing [ ] Fitting in/belonging
[] Colds/runny or [] Chest pain or [] Drip from penis or vagina [] Cancer
stuffy nose trouble breathing
[] Mouth or teeth or breath [ ] Stomach ache [] Wet dreams [] HIV/AIDS
[] Headaches [] Vomiting or throwing up [] Skin (rash/acne) [] Dying
[] Other

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.

Health Profile

Eating/Weight/Body

14. Do you eat fruits and vegetables VErY ay? ...t [INo []Yes
15. Do you drink milk and/or eat milk products VEry day? ........ccccevevvreniieninnnssensesesssesssessessssenens [INo []Yes
16. Do you spend a lot of time thinking about ways to be SKiNNY? ... [1Yes []No
17. Do you do things to lose weight (skip meals, take pills, starve yourself, vomit, €tc) .........ccccccovurerrernne, [1Yes []No
18. Do you work, play, or exercise enough to make you sweat or breathe hard at least 3

TIMES B WEEBK? ...t [INo []Yes
19. Have you pierced your body (not including ears) or gotten a tattoo?..........ccovvevrieviercsneiesseeenen, [1Yes []No
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School

20.
21.
22.
23.
24.
25.

Is doing well in SChOOl IMPOITANT £0 YOU? .....c.vviviieicceices e [1No
Is doing well in school important to your family and friends? ... ] No
Are your grades this year worse than [ast YEar? ... ssesseseseseens [] Yes
Are you getting failing grades in any SUDJECLS thiS YEAI?..........cccveivrieviecsssiess e, []Yes
Have you been told that you have a learning probIem? ... e, []Yes
Have you been suspended from SChOOl thiS YEAr? ........ccovvivnininininnsssrsssse e, [] Yes

Friends and Family

26.
27.

28.
29.
30.

Do you know at least one person who you can talk to about problems?.........c.cccovevvieicniiiicinnieninnnn, [1No
Do you think that your parent(s) or guardian(s) usually listen to you and take your

FEEIINGS SEITOUSIY? ..ottt [1No
Have your parents talked with you about things like alcohol, drugs, and SEX?..........cccovvvevrienierennnnn, [1No
Are you worried about problems at home or in your family? ..., ] Yes
Have you ever thought seriously about running away from hOmMe? ..., ] Yes

Weapons/Violence/Safety

31. Is there a gun, rifle, or other firearm Where you lIVE? ... [] Yes
32. Have you ever carried a gun, knife, club, or other weapon to protect yourself?.........c.cccoovevvnevrennnnns ] Yes
33. Have you ever been in a physical fight where you or someone else got hurt? .........cccccoevevevicniienennn, []Yes
34. Have you ever been in trouble With the POLICE? ... s []Yes
35. Have you ever seen a violent act take place at home, school, or in your neighborhood? ..................... ] Yes
36. Are you worried about VIOIENCE OF YOUF SAFELY? ..ot [] Yes
37. Do you usually wear a helmet and/or protective gear when you rollerblade,

skateboard, OF Fide @ DIKE? .......c.vcviicece et []No
38. Do you always wear a seat belt when you ride in a car, truck, Or van? ..., [1No
Tobacco
39. Have you ever tried cigarettes or Chewing tODACCO? ........ccvvvvrivienerineree s []Yes
40. Have any of your close friends ever tried cigarettes or chewing tobacco? .........coovvivieninininieninns ] Yes
41. Does anyone you live with smoke cigarettes/cigars or chew tobacCo? .......cocvrererereireneinerreieireieenn, ] Yes
Alcohol
42. Have you ever tried beer, wine, or other liquor (except for religious pUrpOSES)? ......cocevreeverrrreerennreenns []Yes
43. Have any of your close friends ever tried beer, wine, or other liquor

(except fOr religiouUs PUFPOSES)? ...vuiiriieiierieieeeisissise sttt sttt []Yes
44, Have you ever been in a car when the driver has been using drugs or drinking

Deer, WINE OF OTNEI HQUOI? ...ttt ] Yes
45. Does anyone in your family drink so much that it WOrries YOU? ..., ] Yes
Drugs
46. Have you ever taken things to get high, stay awake, calm down or go to SIEEP? .......cccvvvvvvrvvevrreirennns []Yes
47. Have you ever used marijuana (pot, grass, weed, reefer, or BIUNT)? .......cc.ccovvienineinnninenenenes ] Yes
48. Have you ever used other drugs such as cocaine, speed, LSD, mushrooms, etc.? .......ccccovvvverierreirnnne. ] Yes
49. Have you ever sniffed or huffed things like paint, ‘white-out’, glue, gasoline, etC.? .......cccocovvvvvirvrrenns []Yes
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50.

51.

Have any of your close friends ever used marijuana, other drugs, or done
Other things t0 GEL NIGN? ..ot es []Yes
Does anyone in your family use drugs so much that it WOrries you? ........ccccvveiniiennsenssniensieeennnn, []Yes

Development/Relationships

52. Are you dating SOMeoNe Or gOING SLEAUY? .......cvvrrreireerrrirereiesere st et ee st sessnsens ] Yes
53. Are you thinking about having sex (“going all the way “or “doing it")? .......ccccovveivieiviieiesesisiesnns []Yes
B4, HAVE YOU BVET NAU SEX? ....vviiiceiieiceeisiseiss ettt s sttt s s []Yes
55. Have any of your friends BVEr NAG SEX? ........cvveerireneises ettt senses ] Yes
56. Have you ever felt pressured by anyone to have sex or had sex when you did not want to? ................. []Yes
57. Have you ever been told by a doctor or a nurse that you had a sexually transmitted

disease like herpes, gonorrhea, or Chlamydia? ..o s ] Yes
58. Would you like to receive information on abstinence (“how to say N0 t0 SEX")? ....c.ccovvieevrerrerenienenns []Yes
59. Would you like to know how to avoid getting pregnant, getting HIV/AIDS, or getting

SeXUAlly tranSMITLEU TISEASES? .....v.vvevrreeriieiririrriieise ettt ] Yes
Emotions
60. Have you done something fun during the past tWo WEEKS? .........ccccceveriieieiiieesesees e [1No
61. When you get angry, do you do Violent tNINGS? .........ccovvreniciniesssesese s essssns []Yes
62. During the past few weeks, have you felt very sad or down as though you have

NOtING t0 100K FOPWAIT 107 .....cvvvcvicce et []Yes
63. Have you ever seriously thought about Killing yourself, made a plan, or tried to kill yourself? ........... []Yes
64. Is there something you often Worry aDOUL OF TRAI? .........ccovverinneninnceeree s ] Yes
65. Have you ever been physically, emotionally, or sexually abused?..........ccccocovueriniiieniieiscssseseens []Yes
66. Would you like to get counseling about something that is bothering you?..........ccccoveovvierenesiniennnn, []Yes

Special Circumstances

67.
68.
69.

In the past year have you been around someone with tuberculosis (TB)? ... ] Yes
In the past year, have you stayed overnight in a homeless shelter, jail, or detention center?.............. []Yes
Have you ever lived in foster care or a group NOME? ... sessees []Yes

Self

70.

1

What two words best describe you?

2)

71.

What would you like to be when you grow up?

72. If you could have three wishes come true, what would they be?

1)

[]No
[]No

[]No
[]No
[]No
[]No
[]No

[]No
[]No

[]No

[] Yes
[]No

[]No
[]No
[]No
[]No
[]No

[]No
[]No
[]No

[] Not Sure
[] Not Sure

[] Not Sure
[] Not Sure
[] Not Sure
[] Not Sure
[] Not Sure

[] Not Sure
[] Not Sure

[] Not Sure

[] Not Sure
[] Not Sure

] Not Sure

2)

3)
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R 4 Nataloni Pediatrics, P.C. |
- Pre-Participation Physical Evaluation
Patient's Name: Date of Birth: Age:

Thefollowing questions should be completed by student or parent. Please explain "yes” answeres where indicated. Circle questions you don't
know answers to. -

: Yes No
1. Have you had a medical iliness or injury since your last check-up or sports physical? O O
' If yes, please explain:
2. Do you have an ongoing illness? O 0O
If yes, please explain:
3. Have you ever been hospitalized ovemnight? O O
If yes, please explain: ___
4. Have you ever had surgery? O O
If yes, please explain:
5. Are you currently takmg any prescnptlon or non-prescription (over- the-counter) medlcatlons or pills,
or using an inhaler? O O
If yes, please explain:
6. " Have you ever taken any supplements or vitamins to help you gain or lose weight or improve your
Performance? O O
If yes, please explain:
7. Do you have any allergies (for example: to pollen, medicine, food or stinging insects)? O O
If yes, please explain;
8. Have you ever had a rash or hives develop during or after exercxse? O O
If yes, please explain:
9. Have you ever passed out during or after exercise? O O
If yes, please explain: __
10. Have you ever been dizzy during or after exerclse? O O
If yes, please explain:
11. Have you ever had chest pain during or after exercise? | O
If yes, please explain:
12. Do you get tires more quickly than your friends do during exercise? O |
If yes, please explain:
13. Have you ever had racing of your heart or skipped heartbeats? O O
If yes, please explain:
14. Have you ever had high blood pressure or high cholesterol? O O
If yes, please explain:
15. Have you ever been told you have a heart murmur? O O
If yes, please explain:
16. Has any family member or relative died of heart problems or sudden death before age 507 O d
If yes, please explain:
17. Have you had a severe viral infection (for example: myocarditis or mononucleos:s) within the
last month? O O
If yes, please ‘explain:
18. Has a physician ever denied or restricted your participation in sports for apy heart problems? OJ O
If yes, please explain:
19, Do you have any current skin problems (for example: itching, rashés, acne, warts fungus-or blisters)? O O
If yes, please explain:
20. Have you ever had.a head injury or concussion? O 0
_ Ifyes, please explain:
21. Have you ever been knocked out, become unconscious or lost your memory? O O
If yes, please explain:
O O

22. Have you ever had a seizure?
if yes, please explain:




23. Do you have frequent or severa headaches?
' If yes, pleass explain: _
24, Have you ever'had numbnass or tingling-In your srms, hands, legs or feet?
If yes, please sxplain:
25, Have you'ever had a stinger, burner or plnched nerve?
If yes, please explain:
26. Have you ever become Il from exsrcising In the hsat?
If yes, please explain; -
27. Do you cough, wheeze or have trouble breathing during or after activity?
If yas, please explain;
28. Do you have asthma?
If yes, please explain:

29. Do you have seasonal allergles-that rbquire medical treatment?
If yes, please explain:

30. Do you use any speclal protective or corrective equipment or devices that aren't usually

used for your sport or position, (for exampls, knes brace, spaclal neck roll, foot orthotics,
retainer for.your teeth, hearing ald)?

If yes, please explain;
31. Have you had any problems with your eyes or vlslon?
I yes, pleasa explaln:
32. Do you wear glasses, contacts or protectsg eyewear’?
It yes, please explaln; .
33. Have you ever had a spraln, straln or swelling after Injury?:
If yes, please explaln: _ .
34. Have you broken or fractured 2ny bones or dislocated any Joints?
If yes, pléase explaln;

A

35, Have you had any other problems with paln or swelling In muscles, tendons bones or joints?
If yes, check appropriate blank and explaln In the space provided:
—Head __ Elbow__ Hlp _ Neck__ Forsarm —Thigh___Back _Wrist ___Knee
—Chest ___Hand __Shin/Calf ___Shoulder —Finger _Ankle ___Upper Arm . Foot
T yes, please explain;
36.’Do you want to welgh more or less than you do now? .
If yes, please explain;
37. Do you lose welght ragularly to mest welght requlrements for your sport?
Il yes, please explaln:
38. Do you feel stressed out?
It yes, please explain;

38, Record tha dates.of your most recent immunizations (shots) for:
Tetanus;

Measleas:
Hepatitis B:
Chickeripox:

FEMALES ONLY - Optlonal -
" 40, When was your first menstrual perlod?

41, When was your most recent menstrual psriod?

42, How much time do you usu:ally have from the start of one perlod to the start of another?

43, How many perlods have you had Inthe last ysar? -

44, What was the longest time betwaen paﬁods In the last yeaﬂ

ngnaturc of parent/guardian; y _ .__ Dats:

Yes'

ooao

ooooooo o

00000
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A Survey From Your Healthcare Provider

Name ‘ Date ID
Please mark under the heading that best fits you Never Sometimes Often
or circle yes or no o 1 2

1. Complain of aches or pains

N

. Spend more time alone

. Tire easily, little energy

. Fidgety, unable to sit still

. Have trouble with teacher

. Act as if driven by motor

. Daydream too much

3
4
5
6. Less interested in school
7
8
9

. Distract easily

10. Are afraid of new situations

11. Feel sad, unhappy

12. Are irritable, angry

13. Feel hopeless

14. Have trouble concentrating

15. Less interested in friends

16. Fight with other children

17. Absent from school

18. School grades dropping

19. Down on yourself

20. Visit doctor with doctor finding nothing wrong

21. Have trouble sleeping

22. Worry a lot

23. Want to be with parent more than before

24. Feel that you are bad

25. Take unnecessary risks

26. Get hurt frequently

27. Seem to be having less fun

28. Act younger than children your age

29. Do not listen to rules

30. Do not show feelings

31. Do not understand other people’s feelings

32. Tease others

33. Blame others for your troubles

34. Take things that do not belong to you

35. Refuse to share

36. During the past three months, have you thought of killing yourself? Yes No
37. Have you ever tried to kill yourself? Yes No
FOR OFFICE USE ONLY s |

Cutoff Scores for Interpretation: 25 ‘ ’ E=7 ‘ ’ Az=7 ‘ ’Q 36 0rQ 37=Y‘ TS > 30

Plan for follow-up

U Annual Screening U Return visit w/ pcp U Referred to counselor U Parent declined U Already in treatment U Referred to other professional

Source: Pediatric Symptom Checklist — Youth Report (psc-v)



: 701 RT. 25A Suite B3
nataloni MLt. Sinai, NY 11766

: - Phone: 631-476-7676
Pedlatrlcs PC Fax: 631-4/6-7675

ADOLESCENT CONFIDENTIALITY STATEMENT

Parent Information for Pediatric Visits
Ages 12-21 years

As children and adolescents mature and become more independent, both physiologically and socially, their physical
health may be jeopardized. Risk-taking behaviors are increasingly observed in this age group.

We plan to discuss these issues with your child and offer non-judgmental support and advice. Confidentiality is
promised to the adolescents as part of our working relationship. We do, however, strongly encourage them to
discuss these issues openly with their families, and we will inform you if your adolescent poses a serious risk to him/
herself or others.

Please advise us of any specific concerns you have regarding risk-taking behaviors or the emotional health of your
adolescent.

Please sign indicating your understanding of the (above) information.

Adolescent's Name | |

Your relationship to above | |

Signature:

Date:




Guidelines for Adolescent Preventive Services

Parent/Guardian Questionnaire

Confidential (Your answers will not be given out.)

Date

Adolescent’s name Adolescent’s birthday Age
Parent/Guardian name Relationship to adolescent

Your phone number: Home Work

Adolescent Health History

1. Isyour adolescent allergic to any medicines?
[(JYes [JNo If yes, what medicines?

2. Please provide the following information about medicines your adolescent is taking.
Name of medicine Reason taken How long taken

3. Has your adolescent ever been hospitalized overnight?
CJYes [dNo If yes, give the age at time of hospitalization and describe the problem.
Age Problem

4. Has your adolescent ever had any serious injuries?
OYes [ONo If yes, please explain.

5. Have there been any changes in your adolescent’s health during the past 12 months?
OYes [ONo If yes, please explain.

6. Please check (»#) whether your adolescent ever had any of the following health problems:
If yes, at what age did the problem start:

Yes No Age Yes No Age

ADHD/learning disability .........cccoovvivinininninne ] ] Headaches/migraines ..........c.ccoevrvevrennnn. O O
Allergies/hayfever ... ] ] Low iron in blood (anemia) ..........c.ccvevnnce. o O
ASTAMA ... ] ] Pneumonia O
Bladder or kidney infections ............cccoovvunienee ] ] Rheumatic fever or heart disease .............. 0o O
Blood disorders/sickle cell anemia ...........c.c...... 0 0 Scoliosis (Curved SPINe) ......ccvvvervenrins o O
CANCET ..o 0 SeizUres/epilepsy ... o O
Chicken pox. ] SEVEIE ACNE ..ot O O
Depression ... 0 Stomach problems ... O O
DIiabetes ..o U] Tuberculosis (TB)/lung disease................. O Od
Eating diSOrder ... 0 Mononucleosis (MON0) ........cuevereeeerieerenen: o O
Emotional disorder Ul Other: 0o o
Hepatitis (liver diSease) ........coovvververcrnernens 0 0

7. Does this office or clinic have an up-to-date record of your adolescent’s immunizations (record of “shots”)?
CYes [ONo [ Notsure

Family History

8. Some health problems are passed from one generation to the next. Have you or any of your adolescent’s blood relatives (parents, grandparents, aunts,
uncles, brothers or sisters), living or deceased, had any of the following problems? If the answer is “Yes,” please state the age of the person when the
problem occurred and his or her relationship to your adolescent.

Yes No  Unsure Age at Onset Relationship
Allergies/asthma Ul o o
Arthritis Ul o O
Birth defects Ul o o
Blood disorders/sickle cell anemia [ Ul U
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1]
[

Cancer (type )
Depression

Diabetes

Drinking problem/alcoholism

Drug addiction

Endocrine/gland disease

Heart attack or stroke before age 55
Heart attack or stroke after age 55
High blood pressure

High cholesterol

Kidney disease

Learning disability

Liver disease

Mental health

Mental retardation

Migraine headaches

Obesity

Seiures/epilepsy

Smoking

Tuberculosis/lung disease

I T B O -
I T T T
Ooooooooooooogooogoo

9. With whom does the adolescent live most of the time? (Check all that apply.)

[J Both parents in same household [J Stepmother

] Mother [ Stepfather

[ Father [] Guardian

(] Other adult relative ] Brother(s)/ages

nsure Age at Onset

Relationship

[ Sister(s)/ages
] Other
] Alone

10. In the past year, have there been any changes in your family? (Check all that apply.)

(J Marriage [ Loss of job
] Separation ] Move to a new neighborhood
(] Divorce ] A new school or college

Parental/Guardian Concerns

(1 Births (] Other
(] Serious illness
(] Deaths

11. Please review the topics listed below. Check(»#) if you have a concern about your adolescent.

Concern About

My Adolescent
Physical ProbIEMS ..o
Physical development

Weight ..o

Change 0f APPELITE ..o
SIEEP PALLEINS ...ttt ]
Diet/nutrition

Amount of physical aCtIVITY ..o ]

Emotional development ...
Relationships with parents and family
ChoiCe Of FHIENS ..o
Selfimage or SeIf WOIth ...
Excessive moodiness or rebellion

DEPIESSION ..ottt
Lying, stealing, or vandaliSm ...........ccoeviiinrinnneneneeeessssssssss s ]
VIOIENCE/GANGS ..vovvevrircirieie e ettt ]

12. What seems to be the greatest challenge for your teen?

Concern About

My Adolescent
GUNS/WEAPONS ...t nen
School grades/absences/dropout ............
Smoking cigarettes/chewing tobacco
DIUQ USE .o
AICONOI USE ...
Dating/parties...
Sexual behavior
Unprotected sex
HIV/AIDS
Sexual transmitted diseases (STDs)
PIEUNANCY ..ottt
Sexual identity
(heterosexual/homosexual/bisexual) ........cc.ccovvirireieierisrisrernnis ]
WOTK OF JOD 1. ]
Other: O

13. What is it about your teen that makes you proud of him or her?

14. Is there something on your mind that you would like to talk about today?

What is it?

15. Can we share your answers to Question 13 with your teen? [ Yes

© 1997 American Medical Association all rights reserved
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