Family Medical History:

Has any family member died of heart problems or sudden death before the age of 50?    N    Y

Who? ____________________________________________________________________________________

Has anyone in your family had any of the following?  Please include their relationship to you.


Asthma


N     Y ______________________________________________________


High Blood Pressure

N     Y ______________________________________________________


Diabetes


N     Y ______________________________________________________


High Cholesterol

N     Y ______________________________________________________


Heart Disease


N     Y ______________________________________________________


Stroke



N     Y ______________________________________________________


Thyroid Disease

N     Y ______________________________________________________


Kidney Disease

N     Y ______________________________________________________


Cancer



N     Y ______________________________________________________


Depression or Anxiety 
N     Y ______________________________________________________


Other mental health problems, ADHD?   ___________________________________________________

Social History:

Who lives in your home? _____________________________________________________________________

Are there any significant relational difficulties in your family? _______________________________________

Do you have any pets?   Y    N         What kind? ________________________________ How many? ________

Where do you go to school? ___________________________________What grade are you in? ____________

What kind of grades do you get? _____________  Do you like school? Y    N   If not why? ________________

_______________________________ Have you ever been bullied or threatened?  _______________________

Who is your best friend? __________________________ How long have you been friends? _______________

What school activities are you involved in? ______________________________________________________

What do you do in your free time? _____________________________________________________________

Are you currently happy with the way you look? __________________________________________________

Do you wish you weighed more or less than you do now? ________ Why? _____________________________

Do you use tobacco?  Y    N      Smoke ________ Smokeless tobacco ________How much? _______________


How old were you when you started? _______ Do you want to stop using tobacco? ________________

Do you drink alcohol?   Y    N   What kind? ___________________How much? _________How often ______

Do you ever get drunk?  Y    N   Do you ever drink alone? _________ Would you like to stop? _____________

Have you ever used drugs or medications that were not prescribed for you? _____________________________

What did you take? ______________________________When?____________ Do you want to quit? ________

Are you currently in a dating relationship?  Y   N   How long_________ Name___________________Age____

Have you ever been sexually active? ______How old were you the first time?______ How many parteners ____

Are you practicing safer sex?________ What kind? ________________________________________________

Do you have any questions or concerns about your sexual activities or sexual feeling? ____________________

Have you ever been hurt physically or sexually? __________________________________________________

Have you ever hurt yourself or thought about hurting yourself? _______________ When? _________________

Have you ever thought about hurting anyone else?_________________________________________________

Do you have anger issues? _____________How often have you felt sad or down in the past month?__________

Do you have any serious issues or worries at home or at school?______________________________________

Is there someone you can go to for support? _________ Who?________________________________________

Do you wear your seat belt? ___________________________________________________________________

Do you drive? ______________________________________________________________________________

Discuss hearing safety _______________________________________________________________________

FEMALES:  When was your 1st period? _____________When was the 1st day of your last period___________

How many days or weeks between your periods__________ How long is your period ____________________

How many pads or tampons do you use on your heaviest day____________ Do you have cramps ___________

Do your cramps ever cause you to miss school or activities? _________ What do you do for relief __________

Do you have any questions about your menstrual cycle?_____________________________________________
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