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No Yes Do you drink or eat 3 servings of calcium-rich foods daily, such as milk, cheese, yogurt, soy
I:l D I:l milk, or tofu?
Scipdalad Sosl (G 0 BB o gl pumdll s AeSU Jliida
No Yes Do you ezt fruits and vegetables at least 2 times per day?
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I:l YI:els &)l Do you esat high fat foods, such as fried foods, chips, ice cream, or pizza more than once per
week?
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Yes No Do you drink more than 12 oz. (1 soda can) per day of juice drink, sports drink, energy
I:l I:l I:l drink, or sweetened coffee drink?
I:l ’ I%l ﬁ Do you exercise or play sports most days of the week?
Skipdalas feli ) 50 gl 6
|:| \I(:els I%)l Are you concerned about your weight?
Sipalas Sosall (& Oic b o JBY ol Cilall Canlli ) LD salzi s
|:| ’ ﬁ ﬁ Do you watch TV or play video games less than 2 hours per day?
Sipdalad A Jlib alS @l e Aol Ja g
I:l ﬁ ﬁ Does your home have aworking smoke detector?
Skipdalas $222-1222) ¢
No Yes Does your home have the phone number of the Poison Control Center (800-222-1222)
I:l I:l I:l posted by your phone?
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No Yes Do you always wear a seatbelt when riding in acar?
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I:l ﬁ I%Jl Do you spend time in ahome where a gun is kept?
|:| : IY:°|£ ﬁ Do you spend time with anyone who carries a gun, knife, or other weapon?
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I:l ’ ﬁ ﬁ Do you always wear a helmet when riding a bike, skateboard, or scooter?
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|:| IY:°|£ I% Have you ever witnessed abuse or violence?

Skipdalad fealdl 15
Yes No Have you been hit, slapped, kicked, or physically hurt by someone
D |:| D (or have you hurt someone) in the past year?
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I:l ﬁ I%)l Have you ever been bullied or felt unsafe at school or in your neighborhood (or been cyber-
bullied)?

Dental Health
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I:I I%l \I(:els Do you brush and floss your teeth daily?
Mental Health
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I:l ﬁ I%)I Do you often feel sad, down, or hopeless?
Alcohol, Tobacco,
L. t an e Drug Use
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|:| \I(:°|5 I%)I Do you spend time with anyone who smokes?
) . ? I ‘ - i . > .33
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Yes No Do you smoke cigarettes or chew tobacco?
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& 0 Do you use or sniff any substance to get high, such as marijuana, cocaine, crack,
D I:' D Methamphetamine (meth), ecstasy, etc.?
SkipJatad Qu:\glal\dﬁwgﬂlf\a)mymi\ﬂa\emda 22
|:| : ﬁ ﬁ Do you use medicines not prescribed for you?
Skipdatas ?t},\u‘\ﬂd%_ﬁsi}i'&h\}'&fd);ﬁ\g)ﬁidé 23
’ Yes No Do you drink alcohol once aweek or more?

Yes No If you drink alcohol, do you drink enough to get drunk or pass out?
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Yes No Do you have friends or family members who have a problem with drugs or acohol?
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Do you drive acar after drinking, or ride in a car driven by someone who has been drinking

D D I:I or using drugs?

(Gl G s Il 5 agd Ly (add (gf a5 alaii g uially dilaiall elilbla) 4S HLia oSy Y

Sexual Issues
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Yes No Have you ever been forced or pressured to have sex?
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I:I I:l I:l Have you ever had sex (oral, vaginal, or anal)? If no, skip to question 35.
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Yes No Do you think you or your partner could have a sexually transmitted infection (ST1), such as
|:| I:' D Chlamydia, Gonorrhea, genital warts, etc.?
aladl JBa o AT el aa uind) GBS 35 (e 2l 5l el s jla da

Sk|pdN+-l Yes No ?Cﬁ‘bu\ 30
I:l I:l D Have you or your partner(s) had sex with other peoplein the past year?
alad) IA Jail) s Bl g ) sy i) SIS 38 (e aaf ol e Ja

Sk|pdN+-l Yes No ?Cﬁ‘bu\ 31
I:l I:l I:l Have you or your partner(s) had sex without using birth control in the past year?
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D : ﬁ ﬁ The last time you had sex, did you use birth control ?

Sipalas § bl alall A (5 S3 (3l 5 () 93 IS 55 (g aal ol ol il s e Ja 33
: Yes No Have you or your partner(s) had sex without a condom in the past year?
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SkipJatad . .
No Yes Did you or your partner use acondom the last time you had sex?
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Skipdalas ?()';]uni.;}\’éljée\ J}&bﬂdﬁ)@)mﬂ\ 35
Yes No Do you have any questions about your sexual orientation (who you are attracted to) or
D I:l |:| gender identity (how you feel asaboy, girl, or other gender)?
Other Questions
eul AR T s olae iy
Skipdatas Csliniay (glaii <l jludiul o) (8 glaa 4yl clal Ja 36

Yes No Do you have any other questions or concerns about your health?
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BrmyF Anticipatory Follow-up | Comments:
Clinic Use Only Counsded Referred Guidance Ordered

[] Nutrition [] [] [] L]

[] Physical activity [] [] [] L]

[] Safety [] [] [] []

[] Dental Health ] ] ] [

[] Mental Health ] ] ] [

[_]Alcohol, Tobacco, Drug Use [] [] [] []

Desual ez L] L] L] L | OPatient Declined the SHA
PCP’s Signature: Print Name: Date:
PCP’s Signature: Print Name: Date:
PCP’s Signature: Print Name: Date:
PCP’s Signature: Print Name: Date:
PCP’s Signature: Print Name: Date:
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