SCHOOL-BASED HEALTH CENTER (High School)

STUDENT HEALTH QUESTIONNAIRE
SY 2006-2007
Name:  ____________________________         ___________________________       _________

                     
         Last                                       
                                First                                           Middle Initial

Date of Birth:  ______________________
Age: ______     Grade:  _______




                     Month/Date/Year
Today’s Date: ____________________

                          Month/Date/Year 








The information you provide is STRICTLY CONFIDENTIAL (except if you are suicidal, about to harm someone, or reporting abuse). Its purpose is to help your caregiver give you better care.  We request that you fill out the form completely, but you may skip the questions you do not wish to answer.  No information on this form will be given out (other than the exceptions above) to parent(s) or guardians or anyone outside this clinic without your permission.

	Reason for Visit
	

	1. Why did you come to the clinic today? 


	

	Medical History
	

	2. Are you allergic to any medicine? 

      If yes, what medicines?       ___________________________
	

	□ L  □ M   □ H 

	3. Are you taking any medicines now?

If yes, what medicines?  _________________________________
	□ Yes  □ No  
	

	4. Do you have any health problems (asthma, diabetes, seizures, etc.)?

If yes, what problems? __________________________________
	□ Yes  □ No    
	

	5. Have you ever had surgery or been hospitalized overnight?

If yes, When? _______________ Why? _____________________
	□ Yes  □ No    
	

	6. If you are female, what was the date of your last period?  _______
	
	


	School/Work
	

	7. In the last 2 semesters, how many times have you skipped school or classes? (Please put ‘0’ if none)
	__________ times   

 □  I’m not in school
	□ L  □ M   □ H   

	8. Have you ever been told you have a learning problem? 
	□ Yes   □ No  
	

	9. Do you think you have a learning problem? 
	□ Yes   □ No  
	

	10. In the last 2 semesters, how many days were you suspended?  (Please put ‘0’ if none) 
	__________ days  

 □ I’m not in school
	

	11. In the last 2 semesters, have you failed or done worse in any class?
	□ Yes   □ No      

□ I’m not in school
	

	12. Are you currently working? 
	□ Yes   □ No  
	

	      If yes, answer the following questions:

a) What is your job?  

b) How many hours per week do you work? 
	______________

Hours/week:_____
	

	13. Outside of school & work, on average, how many hours a day do you spend without any adults around?  
	Hours/day: ____________
	

	Family
	

	14. With whom do you live? (Check All That Apply)
	□ L  □ M  □ H   

	 □ Mother
	□  Stepmother
	□ Brother(s)
	

	 □ Father
	□  Stepfather
	□ Sister(s)
	

	 □ Guardian/Foster    

      parent
	□  Grandparent(s)
	□ No home
	

	 □  Other (explain):____________________________________________________
	

	15. In the past year, have there been any major changes in your family such as:

    (Check All That Apply)
	

	□   Marriage
	□ Loss of job
	□ Births
	□ A new school
	

	□   Separation
	□ Yelling and 

    Fighting
	□ Serious 

     Illness
	□ Move to a new neighborhood
	

	□   Divorce
	□ Prison
	□ Deaths
	     
	

	Other (explain): _____________________________________________________
	

	16. Do your parents give you help and support 

       when you need it?
	□ Rarely   □ Occasionally 
□ Most of the time
	

	17. Have you ever been in foster care, a group home, a homeless shelter or jail/detention center overnight?
	□ Yes   □   No
	

	Peers/Friends
	

	18. Do you have difficulty finding at least one friend who you really like and feel you can talk to?
	□ Yes  □  Not sure  □ No
	□ L  □ M   □ H   

	19. Do you often feel you are treated badly by a boyfriend, girlfriend, or someone else?
	□ Yes  □ No  
	

	20. Have you ever been in a gang?
	□ Yes  □ No  
	

	Safety
	

	21. How often do you wear a seat belt when you ride in or drive a vehicle?
	□ Rarely   □ Sometimes   □ Always 
	□ L  □ M   □ H   

	22. How often do you wear a helmet when you roller blade, skateboard, ride a bicycle, motorcycle, minibike, or ride in an all-terrain vehicle (ATV)?
	□ Rarely   □ Sometimes    □Always

□ I don’t usually do these things
	

	23. Have you ever ridden in a car driven by someone (including yourself) who was “high” or had been using alcohol or drugs? 
	□ Yes   □  No
	

	Violence
	

	24. Do you or anyone you live with have any type of gun? 
	□ Yes □ No
	□ L  □ M   □ H   

	25. In the past year, have you carried a weapon (other than for hunting) for protection? 
	□ Yes □ No 
	

	26. Are you often worried about violence in your life? 
	□ Yes □ No
	

	27. Have you been in a physical fight during the past 3 months?
	□ Yes □ No
	

	28. Have you ever been in trouble with the law?
	□ Yes □ No
	

	29. Have you ever been raped or sexually molested?
	□ Yes □ No
	

	30. Have you ever been physically, sexually, or emotionally abused?
	□ Yes □ No
	

	Tobacco
	

	31. Do you ever smoke cigarettes/cigars, use snuff or chew tobacco?
	□ Yes □ No
	□ L  □ M   □ H

	32. Do any of your best friends ever smoke cigarettes/cigars, use snuff or chew tobacco?
	□ Yes □ No
	

	33. Does anyone you live with smoke cigarettes/cigars, use snuff or chew   

       tobacco?
	□ Yes □ No
	

	Alcohol & Drugs
	

	34. Do any of your close friends drink or use drugs?
	□ Yes □ No
	  □ L  □ M   □ H  

	35. Are you worried that someone in your family has a problem 

      with alcohol or drugs? 
	□ Yes □ No
	

	36. Have you ever huffed or sniffed inhalants?
	□ Yes □ No
	

	37. Have you ever shot up drugs?
	□ Yes □ No
	

	38. Have you ever drunk alcohol or used drugs? 

      (marijuana, speed, crack, ecstasy)
	□ Yes □ No
	

	      If yes, answer the following questions:
	
	

	a) When was the last time you had a drink or used drugs?_____________
	
	

	b) What kind of alcohol or drugs did you use?  _____________________
	
	

	c) Do you ever use alcohol and drugs to relax, feel better about yourself or fit in?
	□ Yes □ No
	

	d) Do you ever use alcohol or drugs by yourself or while you are alone?
	□ Yes □ No
	

	e) Do you ever forget things you did while using alcohol or drugs? 
	□ Yes □ No
	

	f) Do your friends/family ever tell you that you should cut down on your drinking or drug use?
	□ Yes □ No
	

	g) Have you ever gotten into trouble while you were using alcohol or drugs?
	□ Yes □ No
	

	Sex
	

	39. Do you wonder if you might be gay, lesbian, or bisexual?
	□ Yes □ No
	□ L  □ M   □ H  

	40. Have you ever had sex?    
	□ Yes □ No
	

	If yes, answer the following questions:

a) How many partners have you had? _____________________

b) What age were you the first time you had sex: ____________           

c) When was the most recent time you had sex? _____________
	
	

	d) Do you and your partner(s) use condoms every time you have sex? 
	□ Yes □ No

□ I’m not having sex now
	

	e) Are you or your partner(s) using a method to prevent pregnancy? 

f) If yes, which method_____________ 
	□ Yes     □ Not sure   □ No
	

	g) Have you ever been pregnant or gotten someone pregnant?
	□ Yes     □ Not sure   □ No
	

	h) Have you ever been told by a doctor or nurse that you had a sexually transmitted infection or disease?
	□ Yes     □ Not sure   □ No
	

	Mood
	

	41. Have you had difficulty finding any activities you enjoy in the past two weeks?
	□ Yes   □ No
	□ L  □ M   □ H 

	42. Do you often feel sad or down, as though you have nothing to look forward to? 
	□ Yes   □ No
	

	43. Do you often worry that bad things might happen? 
	□ Yes   □ No
	

	44. Have you noticed you get angry lately more easily than you used to?
	□ Yes   □ No
	

	45. When you get angry, do you do violent things?
	□ Yes   □ No
	

	46. Have you ever seriously thought about killing yourself, made a plan and/or actually tried to kill yourself? 

47. Do you ever have trouble falling asleep or wake up during the night?

48. How many hours of sleep do you get each night?
	□ Yes   □ No

□ Yes   □ No

_____ hours
	

	Weight/Exercise
	

	49. Are you dissatisfied with your eating habits? 
	□ Yes   □ No
	□ L  □ M   □ H

	50. Do you ever eat in secret?
	□ Yes   □ No
	

	51. Have you ever tried to lose weight or control your weight by vomiting, taking pills, or starving yourself? 
	□ Yes   □ No
	

	52. How many times in a normal week, do you work, play or exercise hard enough to make you sweat and breathe heavily?  
	_______times a week
	

	53. Do you currently participate in any team sports? 
	□ Yes   □ No
	

	Self Perception & Future Plans
	

	54. On the whole, how much do you like yourself? (Circle a number)                                                  


1           
2            
3             
4            
5       


   Not very much                             

                       A lot 
	□ L  □ M   □ H

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


	

	56. List any habits you would like to change:


	

	57. What are your future plans or career goals?
	


	Specific Health Issues

	58. Please check whether you have questions or are worried about any of the following:

	□ Anger/Temper
	□ Dizziness/Fainting
	□ HIV/AIDS/STDS
	□ Smoking/Drugs/

    Alcohol

	□ Blood Pressure
	□ Ears/Hearing/Earaches
	□ Homosexuality/

    Bisexuality
	□ Strange Thoughts/ 

    Hearing Voices

	□ Birth Control /Preventing

    Pregnancy
	□ Exercise
	□ Lump in 

    Breasts/Testicle
	□ Stress

	□ Breasts
	□ Eyes/Vision
	□ Major Mood   

    Changes
	□ Stomachache

	□ Cancer
	□ Feeling Tired A Lot
	□ Masturbation
	□ Trouble Sleeping 

	□ Chest Pain/ Trouble Breathing
	□ Frequent or Painful Urination
	□ Menstruation/Periods
	□ Violence/Personal Safety

	□ Coughing/Wheezing
	□ Future Plans/Job
	□  Mouth/Teeth/Breath
	□ Wetting the Bed

	□ Dating/Relationships
	□ Gangs
	□ Parents
	□ Wet Dreams

	□ Depression/

    Nervousness
	□ Growth/Puberty  

    Changes
	□ Physical or Sexual Abuse
	□ Other (explain): 

	□ Diarrhea/

    Constipation
	□ Having Children
	□ Sex/Sexuality
	________________



	□ Diet/Food/Appetite
	□ Headaches/

    Migraines
	□ Sexual Organs/Genitals
	________________

	□ Discharge from 

    Penis/Vagina
	□ Height/Weight
	□ Skin (rash, acne)
	________________

	59. Would you like to get counseling or information about something you have on your mind?
Please explain:_____________________________
	□ Yes   □   No     □  Not sure

	60. Is there anything else you would like to talk about today?  
Please explain: _____________________________
	□ Yes   □   No     □  Not sure


How can we contact you if we need to talk to you privately (for test results etc.) besides through school? For example:  a pager, cell phone, friend’s number? ____________________________
THANKS!

	Reviewed By: ________________________________    Date: ____________________

Referred To: ________________________________________________________________________
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