SCHOOL-BASED HEALTH CENTER (Middle School)
STUDENT HEALTH QUESTIONNAIRE
SY 2006-2007
Name:  ________________________________      __________________________________       __________

                                  Last                                       
                                               First                                                        Middle Initial

Date of Birth:  ______________________     Age: _____ Grade:  ______   Student ID #:  _________________

         Month/Date/Year

Today’s Date: ____________________
School Name:  ____________________________________________

         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?



	Health Information

	2. Are you allergic to any medicine? 




            □  Yes  □  No



If yes, what medicine?  _______________________________________

3. Are you taking any medicines now?   




□  Yes  □  No



If yes, what medicines? ________________________________________ 

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

      depression, etc.)?







□  Yes  □  No   


If yes, what problems?  ________________________________________

5. Have you ever had surgery or been in the hospital overnight? 

□  Yes  □  No


If yes, when? ___________________Why? ________________________
	□  L  □  M □  H

	Family Information

	6.  With whom do you live?  (Check All That Apply)


______ both natural parents
             ______ stepmother

______ brother(s)/ages:


______ mother


______ stepfather

___________________


______ father


______ guardian

______ sister(s)/ages:


______ adoptive parents

______ alone


___________________

       ______ grandparents 


______ other (explain) __________________________________________________
	

	Family Information, Continued

	7. Have there been any changes or problems in your family such as:  (Check all that apply)


______ marriage


______ serious illness/injury
______ births/deaths


______ separation/divorce
             ______ loss of job

______ arrest


______ yelling/fighting

______ moving

             ______ other


If any of above checked, please explain: ______________________________________

8. How do you get along at home: (Circle one number)

       1
2
3
4
5
6
7        

9.         TERRIBLE



         OKAY




      GREAT

10. Have you ever run away from home overnight? 



□  Yes  □  No

11. Have you ever lived in foster care or another facility? 


□  Yes  □  No
	□  L  □  M □  H

	Self Information

	12.   On the whole, how do you like yourself? (Circle one number)

         1

  2
       3
             4
     5
         6
             7        

NOT VERY MUCH
                                                  OKAY
                                                   A LOT

13. What do you do best? 


_______________________________________________________________________

14. If you could, what would you like to change about your life or yourself? 


_______________________________________________________________________

15. List any habits you would like to break.


_______________________________________________________________________

16. Do you have trouble finding friends you can count on?


□  Yes  □  No 

17. Have you ever felt really sad for more than 3 days in a row?

             □  Yes  □  No

18. Do you have trouble falling asleep or wake up during the night?
             □  Yes  □  No

18. How many hours of sleep do you get each night?   


             ______  hours

19. Have you ever thought of hurting or tried to hurt or kill yourself? 
             □  Yes  □  No

20. Have you been in a fight in the last two years? 



□  Yes  □  No

21. Have you ever been scared of another person? 



□  Yes  □  No

22. Have you ever wanted to hurt or kill someone?



□  Yes  □  No

23. Have you ever been in a gang? 





□  Yes  □  No

24. Are your friends in a gang? 





             □  Yes  □  No
	□  L  □  M □  H

	School Information

	25. How do you get along at school? (Circle one)


1

2

3

4

5

6

7        TERRIBLE



         OKAY




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

27. In the last 2 semesters, how many times have you skipped classes or school?   _____   times
	□  L  □  M □  H


	Health Behavior Information

	28. Do you use a seatbelt?






□  Yes  □  No

29. Do you ever smoke cigarettes or chew tobacco?


             □  Yes  □  No

30. Do you ever smoke marijuana or pot? 




□  Yes  □  No

31. Do you ever sniff paint/glue? 





□  Yes  □  No

32. Do you ever drink alcohol? 





             □  Yes  □  No

33. Do you ever use street drugs (speed, cocaine, acid, crack, etc)?
             □  Yes  □  No

34. Does anyone in your house have a problem with drugs or alcohol? 
             □  Yes  □  No

35. Is there a gun in your house? 





□  Yes  □  No

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

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

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

39. Do you currently have a boyfriend/girlfriend? 



□ Yes   □  No

40. Would you like information on birth control? (condoms, pills, etc.)
             □ Yes   □  No

41.  Have you ever been treated for gonorrhea,  
chlamydia or other sexually transmitted diseases? 


             □ Yes   □  No

42. Have you been taught how to use a condom correctly? 


□ Yes  □  No

43. If you have had sex, do you and your partner use condoms 
every time you have sex? 





             □  Yes  □  No

44. Are you dissatisfied with your weight? 




□  Yes  □ No

45. Do you ever eat in secret? 





             □  Yes  □  No

46. Have you ever tried to lose weight or control your weight by 
vomiting, taking diet pills, or not eating? 




□  Yes  □  No

47. 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

48. Do you spend more than 2 hours per day watching TV and 
videotapes or playing computer games? 



             □  Yes  □  No
	□  L  □  M □  H

	For Girls Only

	49. How old were you when you had your first period?


____________

50. When did your last period start? (which month and day)    

____________

51.  Do you have heavy or painful periods? 




□  Yes  □  No

52. Have you ever had a vaginal infection? 




□  Yes  □  No

53. Do you think you might be pregnant? 




□  Yes  □  No

54. Have you ever been pregnant? 





□  Yes  □  No
	□  L  □  M □  H

	For Everyone

	55. Is there anything else you would like to ask? 



□  Yes  □  No
Write it down here: ______________________________________________________________

How can we contact you about private information?  Cell Phone#_____________ Pager # _________
	

	

	

	Reviewed By: ___________________________  Date:  ______________________


Referred To:  ________________________________________________________
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