* - I WEST END
Peds

BY DR. ARIZA

Teen Questionnaire - CONFIDENTIAL

Name: Date of Birth: Date:

Your answers will only been seen by your doctor and his/her staff. We will not show your parents.
It's okay to skip a question if you don't want to talk about something.

What four words best describe you?

If you could change one thing about your life or yourself, what would it be?

Are you satisfied With YOUr eating NADITS? ..ottt sne DNo D Yes
Do you eat healthy fo0d MOSt OFthe TIME?........c.ccueiceeiceeeceie ettt ettt ten e ene st enae s enae s s s e [INo D Yes
Are you happy With YOUr CUMTENT WEIGNT? .....c.oiiiiiiic et DNo D Yes
Have you tried to control your weight by exercising too much, vomiting, taking diet pills, or starving yourself?.....DYes [ No

Do you have concerns or questions about the shape or size of your body or physical appearance? ...........ccccovvveine Dyes [JNo

Do you exercise for 20 minutes or more at a time at least 3 or more times a Week? ..........ccccovvviiiiiiniccceccens DNo DYes
Are you having problems in SChOOI ThiS YEAI? ........coiiiiii e D Yes [ No
Have you been told you have a learning problem or do you think you may have a learning problem?....................... D Yes O No

How many days of school have you missed this year?

Do you have at least one friend who you really likeand feel you can talk t0?..........ccoeveevevreererereecereie s DNo D Yes
FRVE YU Buer Utk YoUTee T Inantionally (lor example. Guting, pinchmg. Banching)?. "D Yes [D’ Ko
Have you ever thought seriously about running away from hOme? ..........ccccieieiiiiciiieccse e Dvyes [INo
What is the most stressful thing in your life right now?

Do you, or anyone you live with, have a gun, rifle, or other fIrearm? ... D Yes U No
Have you ever carried a gun, knife, club, or other weapon for proteCtion?...........cccccoeieireniieieneie e D Yes U No
Have you been pushed, hit, Kicked, O @DUSEA? ........cc.cvueveeveeveieeeeceeeee e, ..D Yes U No
Are you worried about VIOIENCE OF YOUF SAFELY? ....c.oiiiiiiieeee bbbt Dves [1No
Do you wear a helmet when you ride a bicycle, scooter , or dirt DIKE? ........ccoveeiiiieiiiiieisece e DNo D Yes
Do you wear a seatbelt When you ride in OF AriVE @ CAIr? ......cocciiiiiciieieiiieie sttt nn DNo Dyes
For drivers: have you had an aCCIAENT OF TICKET? ...........occuueieeceesieveeceeseseesss et san e Dyes [INo
For drivers: what do you do with your cell phone while driving?

Have you ever smoked cigarettes, cigars, e-cig devices, vaped, or used snuff or chewing tobacco?............cccceevviniinnne DyYes DNo
Do any of your friends smoke cigarettes, cigars, e-cig devices, vape, or used snuff or chewing tobacco?....................... D Yes D No
Does anyone who lives with you smoke cigarettes, cigars, e-cig devices, vape, use snuff or chewing tobacco?........... D Yes D No
Have you ever been buzzed or drunk from beer, wine, or other alcohol (like vodka, gin, whiskey)?...........cc.........D Yes D No
Have any of your friends been buzzed or drunk from beer, wine, or other alcohol (like vodka, gin, whiskey)?.......... D Yes D No
Have you gotten into trouble because of drinking @lICON0I?..............oeceivieeeieee s oo ens e esnesnennsnennne ) YES D NO
Have you ever drunk alcohol and then driven a car or 0ther VENICIE?.........c.ccvviiieriiiiviiic e DYes DNo
Have you ever been ina car or other vehicle whenthe driver had been drinking?............ccooiieiiiiiniiic e Dyes DNo
Does anyone in your family drink or take drugs SO much that it WOITIES YOU?..........coviiriiiriiineneereese s D Yes D No
Have you ever smoked marijuana, eaten marijuana edibles, or used other drugs (for example: cocaine, ecstasy)?.. D Yes D No Do
any of your close friends use marijuana or other drugs (for example: cocaine, eCStasy)?........ccovrveverrnreinrireienesnnnnns D Yes D No Have
you used medications that weren't prescribed to you to sleep, stay awake, calm down, or get high?................... vesL] DNo

Do you think you might be gay, lesbian, bisexual, pansexual, asexual, transgender, or quUestioning? ............c.c.ceceevne DYes 0 No
Have you ever had sex? (If yes, how old were youthe first time? O No
Are you using a method to prevent pregnancy? (If yes, which. D Yes
Do you and your partner always use condoms when you have sex?..... D Yes
Have any of your close friendSNad SEX?.........ccciiiiiiiii s Dvyes [ No
Have you had a sexually transmitted disease (STD) or infection (STI)? ...cc.ceieiireieieeeee e Dvyes [] No

Have you ever been pregnant or gotten SOMEONE PregNANT? .......cccciieririreiiieierieiieeeee e seee st ete e see e se st e sreseeneseeneanens D Yes O No

O NA

ON/A
ON/A



Isthereanythingelseyou'dliketotalkabouttoday?




	Your answers will only been seen by your doctor and his/her staff. We will not show your parents.

