HISTORY
THIRTEEN THROUGH EIGHTEEN YEARS

PATIENT NAME: DATE OF BIRTH:
IMMUNIZATIONS: CIRCLE ONE:
1. Do you have your immunization records with you today ..........ccovvviviiiiiiiiii e No Yes

If not, please bring them on your next visit.
2. Did you get your "DPT” immunization as an infant...........ccocviiiiiiniin s, No Yes
3. Date of last tetanus booster
4. Have you had the oral polio VaCCiNg ........cciiiiiiiiiieicir e No Yes
5. Have you had @ TB SKin teSt......iiuiiiiiiii e e No Yes
6. Have you had both MMR shots (Measles, Mumps, Rubella.........cccccoviiviiiiiiiiiniiniennn. No Yes
PAST HISTORY:
1. Have you ever been hospitalized for illness or operation ...........cceeevvvriiieiinneeinneennnn. Yes No

If yes, Age Hospital

Reason

2. Any other prolonged or Serious illNESS? ........ccvuiiiiriiiiiriireeris e e e eenn e Yes No
3. Do you have any allergy (hives, wheezing, asthma, hay fever)?......c..cccoevviiiiiiinnnnnnn. Yes No
4. Have you ever had a reaction (rash, hives, breathing difficulty) to any medicines,

or injections (such as PeniCillin)?.......cuiiriiiiiii e e e Yes No
5. Are you taking any mediCationS NOW .......ccvuiiriiiiriiiiiiciisin e s s e e e e e eenas Yes No

If yes, which ones?

FAMILY-SOCIAL HISTORY:

1.

Are there any members of your immediate family (brothers, sisters, parents,
grandparents aunts or uncles) with a serious health problem (mental or physical)? ....Yes
List each problem and who has it

2. How many people live in your home? Children Adults
3. With whom do you live (circle one)
Both Parents Mother Father Legal Guardian Other
4. Does anyone at homME SMOKE. ... .cuiiriiiiiiiii e e e e e e enas Yes
5. Do your parents get along well with each other..........ccoovvviiiiiii No
6. Do you feel that your parents understand your problems..........cccoveviiiiiiviniiinneneennn. No
7. Any long term separations of the family.........cccovvviiiiiiiiii Yes
8. Do you feel your parents (circle one):
Are too strict  Favor your brothers and sisters over you Are too old fashioned
Are fair Don't care
9: Could things be better at hOmMe ......c.iiiiiiiii e Yes
ACCIDENTS:
1. Have you ever had any sSerious acCidentS.........cuviiuiiiiiieriiii e er e e Yes
Burns Poisoning Cuts needing a doctor Broken bones
2. Do you use seat beltS iN YOUr Car......c.iiieieiiiiriiieere e s e e e s errs e e e e s e e e e ernaaees No
3. D0 you Know hOW £0 SWIM .uuiiiiiiiiii i er s rrn e ra e ea e e e e e enns No
4. Are firearms (loaded or unloaded) kept in your home........ccoccevviiiiiiiiiiiin e Yes
5. Do you wear a helmet when bicycling, in-line skating, skateboarding or skiing?........... Yes
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REVIEW OF SYSTEMS:
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Do you any of the following complaints: (circle which ones)

Headaches Difficulty hearing Dizzy spells Blurred or double vision
Convulsions  Seizures Sinus trouble
DO YOU WEAKN GIaSSES? ...evuieuiiriierieriseetisesassrnser s es s ere s e e s s s e s e rn s e s esnseranseneennns Yes

If yes, for how long?
When was the last time you had your eyes checked?

Do you have swollen glands of the neck or under the arms........ccccovvvviieviniinneeeenen, Yes
Have you had pneumonia more than two times?.........ccovvviiiiiiiiinieei s Yes
Do you get short of breath before members of your class.........cccoveviiiiiiiniiiieneenen, Yes
Do I 01U IR 1 1) (=PSRN Yes
If yes, how many packs a day?

Do you have @ chroniC CoUGh? ... ...viiiii i e e Yes
Do you have @ heart MUIMUL.........viiie e e e e enas Yes
Do you have:

Chest pain  Abdominal Pain Constipation Diarrhea Frequent vomiting
Have you ever had hepatitis (yellow eyes or SKin)? ......ccevvierinieriinneriinnern e een Yes
Have you had joint pain or swelling in the JoINES?.......ccvvvvii i, Yes
Have you ever had a kidney infection?..........ceeviiiiiiiiiiin e e Yes
Does it burn When yOou Pass UMNE?........viiruiirieinierinsrerss e s ern s sssn s s ssnsssennasssnnns Yes
Do you get up at NiIght tO UMNAte? ....vvve i Yes
Do you ever wet the bed? ... Yes
Have you ever had sexually transmitted diseases (STD)?....ccvvvirrririirriererninnerninseennnns Yes
Do you have any questions about venereal diSease? ........coovvvviiviiiriieniienineeneeneennn Yes
Have you had recurrent fEVEIS? .....viuiii i e e e enas Yes
Do you have any problems With @CNe?.........cvvieuiiiiiiiiiirin e Yes
Do you have any problems with your teeth?.........coovoiiiiiiii e, Yes
Are you tired in the morning when you get Up? .....ooveiiiiiiii i Yes

INDIVIDUAL PATTERNS:

1. What grade are you in? Are you satisfied with your grades? ...........ccoeevnviennnns Yes
2. Do you miss more than three days of school each month?.........cccccovviiiiiiiiinieneenen, Yes
3. Is something slowing your progress at SChOOI? ..........viiuiiiiiiiiiiirin e Yes
4. DO you teachers PICK ON YOU ...c.uiiiuuiiiiriiiiranseerssertssesnsssrsssresserensseesssensnnssenns Yes
5. Is school: a drag a means to an end meaningless  worthwhile
6. What do you plan to do when you graduate?
7. Do you make friends €asily? ......ciiuiiiuiiiiiiiiie i e Yes
8. Do you often feel Ieft OUL?.....iiiue i e Yes
9. Do things get on your NErves €asily? .........ccueiveeriiririiiirinie s err s e eees Yes
10. Do you feel that you are @ Nervous PEIrSON? ........cveeruivrrrsrrrrnssrrrssssnnssssnassrnnaesrenns Yes
11. Do drugs make you feel Detter? .......ovvue i e Yes
12. Do you take drugs when you are alone? .........ccuviieeiiiiiiiniirinnir e eenns Yes
13. Would you like to learn more about prevention of pregnancy?.........ccccevvvviiiirninieennnn. Yes
FOR GIRLS ONLY:
1. Have you had you first period? ........ccoeueiiriiiiiiiinie e e Yes
If yes, at what age?
2. Would you like to learn more about periods? ........cvvvviiriiiiiiiiiiiin e Yes
3. Do you have cramping With Periods........civuiiiiiiiriiiiiicin e enas Yes
4. Are your Periods FEGUIAK ......cveuiieeier e e e e s e e e s e e e e e s e e n e e enas No
5. Are you taking birth CONrol........ccviriiiiii s Yes
6. Would you like information about birth control ...........cccoovvviiiiiii s Yes
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