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	ADOLESCENT BASIC HISTORY

11 to 21 Years

	
	

	
	

	
	7. English Speaking?



 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Language Spoken:

	
	8.  Interpreter?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Who?
	

	
	9. Allergies: (food, drugs, insects, environment) 

	
	

	10.  DATE
	11. SOURCE OF INFORMATION  FORMCHECKBOX 
  Patient
 FORMCHECKBOX 
  Other (specify)
	12.  RELATIONSHIP

	13.  FAMILY HISTORY

 FORMCHECKBOX 
  Diabetes


 FORMCHECKBOX 
  Lung Disease/ TB


 FORMCHECKBOX 
  Cancer


 FORMCHECKBOX 
  Heart Disease/Hypertension/ Stroke
	 FORMCHECKBOX 
  Overweight/Obesity

 FORMCHECKBOX 
  Kidney/ Urinary Disease

 FORMCHECKBOX 
  Hepatitis

 FORMCHECKBOX 
  Epilepsy/Seizures

 FORMCHECKBOX 
  Allergies/Asthma  
	 FORMCHECKBOX 
  Childhood Blindness

 FORMCHECKBOX 
  Childhood Deafness

 FORMCHECKBOX 
  Emotional Illness

 FORMCHECKBOX 
  Suicide Attempt

 FORMCHECKBOX 
  Alcohol/Substance Abuse
	 FORMCHECKBOX 
  Physical/Sexual Abuse

 FORMCHECKBOX 
  Genetic Disorder

 FORMCHECKBOX 
  Birth Defects

 FORMCHECKBOX 
  Mental Retardation 

 FORMCHECKBOX 
  Dev. Disability



	Detail Positive Findings
	Annual History Update
	Update Positive Findings

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	14.  CHILDHOOD MEDICAL HISTORY                                     

	Delivery:
	Full term?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Unknown
	If No:    FORMCHECKBOX 
  Earlier Than Expected      FORMCHECKBOX 
 Later Than Expected

	
	Were there any problems at delivery that caused this patient to have health or developmental problems?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No If yes, explain:

	
	
	
	

	
	
	
	

	15.  DENTAL CARE
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
	If yes, provider name:
	 

	
	
	

	16.  INFECTIOUS DISEASES 
	Annual Update
	Detail Positive Findings

	 FORMCHECKBOX 
  Rubella
 FORMCHECKBOX 
  Tetanus

 FORMCHECKBOX 
  Measles 
 FORMCHECKBOX 
  Meningitis

 FORMCHECKBOX 
  Pertussis 
 FORMCHECKBOX 
  STD

 FORMCHECKBOX 
  Chicken Pox
 FORMCHECKBOX 
  HIV/AIDS

 FORMCHECKBOX 
  Scarlet Fever
 FORMCHECKBOX 
  Immune Suppression 

 FORMCHECKBOX 
  Rheumatic Fever
 FORMCHECKBOX 
  Other
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	17.  SERIOUS ILLNESSES; ACCIDENTS; 


   HOSPITALIZATIONS, SURGERIES   (Dates and Outcomes)
	Annual Update
	Detail Positive Findings

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	

	18.  SIGNATURE/INITIALS


	SIGNATURE/INITIALS
	SIGNATURE/INITIALS



	
	ADOLESCENT BASIC HEALTH

RISK ASSESSMENT

11 to 21 Years

	19.
ASTHMA TRIGGERS
	Annual Update
	Annual Update

	a.    Coughs especially at night or after exercise; exposure to cold air; cigarette smoking?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	b.    Allergic reactions such as food, pollen, mold, dust, animal dander, feathers, cockroaches?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	c.    Chest tightness; Shortness of Breath; Wheezing?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	20.  SUBSTANCE ABUSE
	Description (type, route)
	Amt/Week
	Annual Update
	Annual Update

	a. Beer  
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	b. Wine; Wine Coolers 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	c. Hard Liquor 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	d. Prescription meds
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	e. OTC  meds
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	f. Illicit Drugs 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	g. Tobacco 
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	
	
	
	

	21.   PSYCHO-SOCIAL PROBLEMS
	
	
	Annual Update
	Annual Update

	a. Physical or Sexual Abuse/ Verbal Abuse/ Domestic Violence?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	b. Other Emotional/ Family/ Social problems?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	22. REPRODUCTION:
	
	
	
	
	
	

	Female
	Age at Menarche:
	
	Findings
	Annual Update
	Annual Update

	a.    LNMP
	
	
	

	b. Last GYN and breast exam
	
	
	

	c.    Menstrual pattern
	
	
	

	d. Menstrual problems
	
	
	

	e.    Pregnancy/Abortion
	
	
	

	f.    Last self breast exam
	
	
	

	g. Self breast exam taught
	
	
	

	Male
	Findings
	Annual Update
	Annual Update

	a.     Number of children fathered
	
	
	

	b.
Last self testicular exam
	
	
	

	c.
Self testicular exam taught
	
	
	

	Male and Female
	Findings
	Annual Update
	Annual Update

	a.    Sexual activity, age at first intercourse
	
	
	

	b. Number of partners
	
	
	

	c.    Concern about pregnancy
	
	
	

	d. Contraception
	
	
	

	e.    Genetics: Sickle Cell status
	
	
	

	SIGNATURE or INITIALS / DATE
	                   /
	                     /
	                     /

	23.   DIETARY SCREENING/ ACTIVITY SCREENING
	11 to 13 years
	13 to 16 years
	16 to 21 years

	a.    # times a day eats snacks?/ Snack type?
	
	
	

	b. Fast foods/ # times per day?
	
	
	

	c.    Satisfaction with current weight?
	
	
	

	d. Predominant beverage?
	
	
	

	e.    Daily consumption of cheese, yogurt, milk? Amt./day
	
	
	

	f.    Special diets or changes in eating pattern/ food choices?
	
	
	

	g. Concerns/ questions about eating, diet, weight, other?
	
	
	

	h. Takes vitamin or other nutrient/ herbal/ supplements?
	
	
	

	i.    Daily consumption of fruits/ vegetables? Amt./day
	
	
	

	j.    Daily consumption of meat alternates? Amt./day 
	
	
	

	k. Physically active for 60 minutes/day at least 5 days/week?
	
	
	

	SIGNATURE OR INITIALS/DATE
	                   /
	                     /
	                     /


                                                                   **Positive findings on basic health risk assessment indicate the need for annual health screenings

Last Name


�
First Name�
MI�
�
 2.	Patient Number�
�
�
�
�
�
�
�
�
�
--�
H�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
3.	Date of Birth�
Month�
Day�
Year�
�
 4.	 Race�
 1. White	 2. Black/African American


 3. American Indian/Alaska Native 	 4. Asian


 5. Native Hawaiian/Other Pacific Islander 	 6. Other


	Ethnicity:  Hispanic/Latino Origin? 	 Yes    No�
�
5.	Gender		 1. Male	 2. Female�
�
6.	County of Residence�
�
�
�
�












Patient Name, #, or DOB


or


Attach Patient Label Here
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O = No Significant Problem;  Y = Yes;  No = No;  N = See Notes For More Details;  X = Significant Problem

PHNPD (Review 07/07)


