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Name Preferred Name Age Date of Birth Student ID #

Sex you were born as: KMale DFemale  Gender identity: dMale DFemale DOother

Preferred Pronouns School Grade

PERSONAL HEALTH

1. Do you have allergies to OMedicine [Foods DoOther ONo allergies
If yes, what are you allergic to? What kind of reaction?

2. Are you taking any medicine now? DlYes, name(s) Ono

3.  What clinic/hospital do you go to?

4. Have you ever been in the hospital overnight? [lYes, reason Ono

5. Have you ever had an operation? DYes, reason date if known Ono

6. When was your last dental visit? Name of dental clinic

7. Do you use a seat belt? Kyes [ONo

8. Do you wear a helmet on a bike, motorcycle, scooter or skateboard? Yes DINo DDon’t use any of those

FAMILY HEALTH HISTORY
9. Who do you live with?
10. How many brothers (full, step, %, adopted)? How many sisters (full, step, ¥, adopted)?
11. Name other family members who don’t live with you who are very important to you
12. How are things at home? (Great)5 4 3 2 1 (Notgreatatall)

13. Check any of these health problems that affect you or your family (brothers, sisters, parents, grandparents, aunts, uncles)

OAlcohol/drug problems Oallergies OAnemia OAnxiety

OAsthma OBlood clots Ocancer Opepression

Opiabetes Oeating disorder OHeart problems OHigh blood pressure
OHigh cholesterol O«idney problems OLiver disease O Mmental Health problems
Omigraine headaches Oseizures/epilepsy Osickle Cell disease/trait Dstroke

Oother serious illness
14. What else should we know about your health or your family’s health?

15. Is school a positive place for you? Hyes DNo Why or why not?
16. How are your grades? A B C D F

17. Have you had testing for a learning disability or been in Special Ed? [Yes [INo iIEr? Oves [ONo
18. How often are you absent from school? [Often, # of days ORarely

19. Do you have a job? DYes, where? hours/week? Ono
20. Have you ever been suspended from school? DYes, why? Ono

21. How well do you like yourself? A lot DOMostly ESome [Not much DINot at all

22. Do you have a best friend or group of friends? Dyes HNo

23. Who do you trust or talk to when things are not going well? Dlves Ono
24. Are you concerned about how you get along with family, friends or other people? Dyes Ono

25. Do you participate in cultural activities, groups, community activities, volunteer activities, religious/spiritual groups, sports or
anything else? OlYes, what? Ono

26. Which of the following meals/snacks do you eat?
OBreakfast OMorning snack Dilunch DAfternoon snack EDinner DEvening snack

Any special diet? DYes, type Ono

Are you concerned about food, diet or weight? Dlves Ono
27. Are you self-conscious about your body? Dyes Ono
28. Do you exercise? IEvery day [dSometimes DINever
29. Do you have problems with sleep? DlYes Ono
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Over the last 2 weeks, how often have you been bothered by any of the following problems?
30. Little interest or pleasure in doing things?

ONotatall OsSeveral days CMore than half the days [INearly every day
31. Feeling down, depressed or hopeless?
ONotatall OsSeveral days CIMore than half the days [INearly every day
32. Do you feel stressed out, nervous, anxious or under a lot of pressure?
ONotatall OsSeveral days CIMore than half the days [INearly every day
33. Have you ever thought about or tried to hurt yourself? Oyes [No
34. Have you ever been diagnosed with depression, anxiety, or other mental illness? Oyes [INo
35. Have you ever been in: dCounseling O Treatment Center  DIFoster Home  EHomeless Shelter
OGroup Home [11c/ID (Juvenile Correction/Detention  ENone
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36. Do you use alcohol, tobacco, drugs? DYes If yes, what are you using? Ono

37. Have you ever ridden in a car driven by someone (including yourself) who was drunk, high or had been using alcohol or drugs?

Oves OnNo

38. Have you been involved in or witnessed any violence in the last year? DYes If yes, where?

Ono

39. Has anyone physically, sexually or verbally hurt you or made you do something you didn’t what to? Oyes No
40. Has anyone forced you to have sexual activity that made you feel uncomfortable? Hyes ONo

41. Who are you attracted to? EMales DFemales [Both DINeither Dunsure

42. Have you ever had sex? DYes If yes, how old were you the first time? OINo (skip to question 51)

43. When was the last time you had sex?

44, Who have you had sex with? Males DFemales OBoth [self

45. What types of sex have you had? DPenis-vagina Eoral Danal (butt)

46. Do you use condoms/dental dams? DAlways D[Sometimes [INever

47. Do you use birth control? DlYes, what Ono

48. How many sexual partners have you had: inthelast2 months? __ inthelastyear? __ total?

49. Have you ever had a sexually transmitted infection? Yes [INo [INever been tested
If yes, which one(s)? chlamydia DGonorrhea DHIV DOOther (syphilis, herpes, warts, other
Were you treated? DYes and | took all my medicine ENo Was your partner treated? Oyes [INo

50. Have you ever been pregnant or gotten someone pregnant? Yes, what did you do? Ono
51. Do you have concerns about your genital area (penis, vagina, butt)? DlYes, what Ono
FOR THOSE WHO MENSTRUATE

52. How old were you when you had your first period? OHaven’t had it yet

53. When was your last period?

54. Do you have a period every month? Oyes [INo

55. Do you have any concerns about your periods? HyYes [No

56. Do you have any other concerns you would like to talk about today? lYes Ono
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