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                       OHIO PEDIATRICS ADOLESCENT ASSESSMENT
Date:__________  Name_____________________________  DOB:___/___/___   Age:___   Allergies:_____________
CONCERNS: _____________________________________________________________________________________
PAST MEDICAL HISTORY:  (Please explain “yes” answers in the space provided.)
When and where was your last check up?  ____________________________________________________
Do you have an on-going chronic illness?



Y       N ____________________________
Have you had an illness or injury since your last visit?

Y       N ____________________________
Have you ever been hospitalized? When? Why?


Y       N ____________________________

Have you ever had surgery?
When? Why?



Y       N ____________________________
Have you ever had a fracture, dislocation, sprain or stinger?



(if yes, please specify site &  when occurred)

Y       N ____________________________

Do you have any allergies to medication, food? Environment 



or Insects?






Y       N ____________________________

Have you had any of the following--






Dizziness during or after exercise?



Y       N ____________________________

Fainting spells?





Y       N ____________________________

Heart murmur?





Y       N ____________________________

High blood pressure?





Y       N ____________________________

High Cholesterol?





Y       N ____________________________


Palpitations or irregular heart beats?


Y       N ____________________________


Severe viral illness in the past month?


Y       N ____________________________


Tire more quickly than others during exercise or



After activities?




Y       N ____________________________

Do you have vision problems?




Y       N ____________________________

When was your last eye exam?____________

Wear glasses, contacts, protective eye-wear?

Y       N ____________________________

Do you have hearing problems?




Y       N ____________________________
When was your last dental exam? _______________


Wear braces or dental bridges?



Y       N ____________________________
Have you missed more than 2 days in a row from school in 


the past year? Why?





Y       N ____________________________
Have you ever been told by a health care provider that


you could not participate in sports/activities?

Y       N ____________________________


Why?______________________________________________________________________________

Do you see any other health care providers? 


Y       N ____________________________     
Who & Why? _____________________________________________________________________________
What medication do you currently take (Please include vitamins, dietary or herbal supplements.)
Name________________________   Dose_______________ Why? _________________ Refills needed ____ _________________________________________________________________________________________
_________________________________________________________________________________________

_________________________________________________________________________________________
OVER→
(Please complete both pages)
FAMILY HISTORY
Has any family member died of heart problems or sudden death before age of 50?

Y       N
Who? ________________________ Diagnosis? ___________________________________________
Has any one in your family had any of the following: (Please include relationship to you.)

Asthma






Y       N ____________________________


High blood pressure




Y       N ____________________________



High cholesterol





Y       N ____________________________


Heart disease





Y       N ____________________________

Stroke






Y       N ____________________________


Diabetes





Y       N ____________________________


Thyroid disease





Y       N ____________________________


Kidney disease





Y       N ____________________________


Cancer






Y       N ____________________________


Depression, anxiety 




Y       N ____________________________
Mental health problems, ADHD? 



Y       N ____________________________


SOCIAL HISTORY
Who lives in your home?________________________________________________________________________
Are there any significant relational difficulties in your family?____________________________________________
Do you have any pets? _____ What kind? ______________________________ How Many? _________________

Where do you go to school? _______________________________ What grade are you in? __________________  What grades to you get?____________________  Do you like school?_________ If not, Why? ________________
________________________________________  Have you ever been bullied or threatened? ________________

Who is your best friend? __________________________  How long have you been friends? __________________
What 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? ______  smoke?_________ smokeless tobacco?____________  How much?_____________  
How old were you when you started?________________ Do you want to stop using tobacco? _________________
Do you drink alcohol? ______ What kind? _______________  How much?_____________ How often?__________ 
Do you ever get drunk?_________ Do you ever drink alone? __________ Would you like to stop drinking? _______
Have you used drugs or medications that were not prescribed to you? ____________________________________ What did you take?_____________________ When?_____________ Do you want to quit? ___________________
Are you currently in a dating relationship? ______   How long? ___________ Name? _____________Age?_______
Have you ever been sexually active? _______   When was your first time? ________   How many partners?_______
Are you practicing safer sex? ___________ What kind? ________________________________________________

Do you have any questions or concerns about your sexual activities or sexual feelings? _______________________
Have you ever been hurt physically or sexually? ______________________________________________________
Have you ever 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?_____________________________________________
Females Only:

When was your first period? _______   When was the 1st day of your last menstrual cycle? ____________
How many days or weeks between your periods? _____  How many days does your period last?________
How many pads/tampons do you use on your heaviest day? ____________  Do you cramp?___________
Do cramps ever cause you miss school/activities? ____________________________________________
What helps your cramps?________________________________________________________________
8-5-10/aj-MAR




ADOLESCENT HEALTH ASSESSMENT
PHYSICAL EXAM
Date: __________  Name_______________________________  DOB:___/___/___      Allergies:_________________
Age: _______  Ht:______ (___%)   Wt: ______ (____%)   BMI: ______  (____%)   BP: _____/_____   Pulse: _______
CONCERNS: ____________________________________________________________________________________
Diet:___________________________________________________________________________________________
Sleep:__________________________________________________________________________________________
Elimnation:_____________________Exercise:_________________________________________________________
Physical Exam:
General Appearance
___WN,WD,NAD



Abn ________________________________________________
Eyes:


___PERRLA, EOMI, Fundi benign

Abn ________________________________________________
Ears:


___TM clear bilaterally


Abn ________________________________________________
Mouth:


___OP pink, MMM, tonsils w/o exudate

Abn ________________________________________________
Nares:


___Patent bilaterally


Abn ________________________________________________
Neck:


___Supple, no LAD, no masses

Abn ________________________________________________
Thyroid:


___No megaly or nodules


Abn ________________________________________________
Chest:


___Symmetric, CTA bilaterally

Abn ________________________________________________
Breasts:


___Tanner______



Abn ________________________________________________
Heart:


___RRR w/o MRG



Abn ________________________________________________
Abd:


___Soft, NT,ND ,no HSM


Abn ________________________________________________
GU:


___Tanner______



Abn ________________________________________________
Hernia:


___None present



Abn ________________________________________________
Neuro:


___DTR’s present & equal, grossly intact
Abn ________________________________________________
Musculoskeletal:

___Good strength, flexibility, full ROM

Abn ________________________________________________
Knees:


___No instability



Abn ________________________________________________
Skin:


___Warm, dry, intact, no lesions

Abn ________________________________________________
Anticipatory Guidance:

___Nutrition


___Parental involvement


___Rest & Exercise
___Dental care


___Self breast/testicular exam

___Safe Sex
___Hearing protection 

___TV/Video games/computer use

___Water & sun safety
___Seat belts


___TOB, EtOH, Drug use


___Safety/Violence




___Friends/family



___At  risk behaviors
Assessment:

___Healthy, may participate in all sports/activities

___May participate with restrictions:_______________________________________________________________________________________
___May not participate in sports due to:____________________________________________________________________________________

___Other diagnosis:____________________________________________________________________________________________________
Impression: ______________________________________________________________________________________

_________________________________________________________________________________________________

Recommendations & Referrals:
____ADACEL


UA Labs/test _________________
Meds _________________________________
____Menactra


____________________________
______________________________________
____Varicella


____________________________
______________________________________
____Gardasil


____________________________
______________________________________
____FluMist


____________________________
______________________________________

____Fluzone


____________________________
______________________________________

____Other


F/U _________________________        ______________________________________










Provider Signature
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                       OHIO PEDIATRICS ADOLESCENT ASSESSMENT
Date:__________  Name_____________________________  DOB:___/___/___   Age:___   Allergies:_____________
CONCERNS: _____________________________________________________________________________________
PAST MEDICAL HISTORY:  (Please explain “yes” answers in the space provided.)
When and where was your last check up?  ____________________________________________________
Do you have an on-going chronic illness?



Y       N ____________________________

Have you had an illness or injury since your last visit?

Y       N ____________________________

Have you ever been hospitalized? When? Why?


Y       N ____________________________

Have you ever had surgery?
When? Why?



Y       N ____________________________
Have you ever had a fracture, dislocation, sprain or stinger?



(if yes, please specify site &  when occurred)

Y       N ____________________________

Do you have any allergies to medication, food? Environment 



or Insects?






Y       N ____________________________

Have you had any of the following--






Dizziness during or after exercise?



Y       N ____________________________

Fainting spells?





Y       N ____________________________

Heart murmur?





Y       N ____________________________

High blood pressure?





Y       N ____________________________

High Cholesterol?





Y       N ____________________________


Palpitations or irregular heart beats?


Y       N ____________________________


Severe viral illness in the past month?


Y       N ____________________________


Tire more quickly than others during exercise or



After activities?




Y       N ____________________________

Do you have vision problems?




Y       N ____________________________

When was your last eye exam?____________


Wear glasses, contacts, protective eye-wear?

Y       N ____________________________

Do you have hearing problems?




Y       N ____________________________

When was your last dental exam? _______________


Wear braces or dental bridges?



Y       N ____________________________
Have you missed more than 2 days in a row from school in 


the past year? Why?





Y       N ____________________________
Have you ever been told by a health care provider that


you could not participate in sports/activities?

Y       N ____________________________


Why?______________________________________________________________________________

Do you see any other health care providers? 


Y       N ____________________________     

Who & Why? _____________________________________________________________________________
What medication do you currently take (Please include vitamins, dietary or herbal supplements.)
Name________________________   Dose_______________ Why? _________________ Refills needed ____ _________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________
OVER→
(Please complete both pages)
Ohio Pediatrics, Inc


7371 Brandt Pike, Suite C


Huber Heights, OH 45424


        973-236-5396





Ohio Pediatrics, Inc


1775 Delco Park Drive


Kettering, OH  45420


        973-299-2339








