t1-J2years

Daoes the child have any medical problems?

O ves O no Ifyes, please
list

Is the child in school?
O public

O private

O chartered

] home school

What grade is child in?

T a’s OB’s O C's O D’s U failing
Any concerns with school? Clyes U no

Has the child had any surgeries? [ yas [
no If yes, please list type

Any caffeine use? (D yes [Ino

Does the child exercise? [1vyes [ no

Teeth:
1 Good [ Fair I Poor
Has the child seen a dentistin thelast 6

months? [Dvyes [lno

fs there a family history of illness or

disease? Immediate family only. T yes U

no If yes, please list

T high O low

Body Image:

] Positive [ Negative
Sleen:

Who lives in the home with the child?

] no problems

T has problems

Any problem wetting the bed or pamts?

Does anyone in the home smoke? [ vyes — —
[lves LInc

I no

|s the child taking any medications on

daily basis? O yes [ no If yes, please list
zll
medications

s the child allergic to any medication?

_1yes T no If so, what?

Elimination:

J regular

O irregular

O Constipation

1 Diarrhez

Alcohol/ Tobacco/Drug/Firearms

Any alcohol use? O yes [ no

Any tobacco use? (1 yes Ul no
Any drug use? (J yes [ino

Any guns in the home? [ yes Cino



L] good

YEElS L1 fair
Please check all the boxes that apply ] poor
J only child

Activities/Spots:

Excessive sun exposure? (Jyes [ no

Does child wear a seatbelt? [ yes [ no E‘] ;Ooktba;l .
_| baskeips
Any concerns with hearing? [ yes [ no =
o _ L] baseball
Any concerns with vision? [ ves LI no
(] soccer

Any problems since last visit? O yes O no 5 iR
* g

ER visits? [ ves [l no 1 aftarschool activated?
Diet: TV/Computer/Video:
Soda/Sugar beverzzas/juice: ] more than 2 hours a dav
! Less than 1 glass a day 1 less than 2 hours a day
— Zormore glasses a day J has a computer at hame

has video games at home

[

Food Reacti = i
_oo ec_m: ans I cantent monitored
Lives Llno — P - '
' ' I content not manitorea
Dairy Source: S
*:] whale milk ] many l:,i-,.lds
e [=1 il
—-- | 29 - ]
— 2% milk 71 faw friends
1 1% mi — .
= milk 1 no friends
Lt Other: - o o il 3
' Csomeone to talk to with issues

. CIpositive role model
Dzily Amount:
1 Less than 3 servings a da/
1 More than 3 servings a day

9
m
—

s c»fjunk food

I
o
~F

food more than twice 3 week

=t
(u

il £

Caregiver Relationships:

vegetables

goad with mather ..
fruits
breakfast and lunch at schoal

| Dinner with the family

poar with mother

I L Ll l

L1 mother not involved

l

O] good with father
] with £ er
:J poor with fath T
:f father not involved ] less than 8 hours/night
I currently in foster care (1 8 hours/night
_ /nig
L goos with caretaser I more than 8 hours/night
1 poor with caretaker

Relationship with siblings:




RS o A—

N O\ma

PATIENT HEALTH QUESTIONNAIRE-9
(PHQ-9)

Over the last 2 weeks, how often have you been bothered Miore Nearly
by any of the following problems? Several than half  every
(Use “v to indicate your answer) Not at all days the days day
1. Little interest or pleasure in doing things 0 1 2 3

0 1 2 3

2. Feeling down, depressad, or hopeless

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3
4. Feeling tired or having little energy 0 1 2 3

5. Poor appetite or overeating a 1 2 3
B. F"a[img bad about ,ourzeh — or that you ar ; . .
U &
have let yourself or your family down
7. Trouble concentrating on things, such as reading the ) ; 2
newspaper or waiching television - =
8. Moving or spe akfng so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless 0 1 2 3
that you have been maoving around & lot more than usual
9. T uouc}“ts that you would be better off dead or of huring A p ” ,
yourself in some way ) ‘ - N
Forofricscoome __ 0+ + %
=Total Score:

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at hame, or get along with other people?

Not difficult Somewhat Very Extremely
at all difficult difficult difficult

g a O O




The CRAFFT Screening Questions

Please answer all questions honestly; your answers will be kept confidential.

Part A
During the PAST 12 MONTHS, did you: No Yes

Ifyou If you
answered answered
NO to ALL YES to
(A1, A2, A3) ANY
answer (A1 to A3),
only B1 answer
below, then B1to B6
STOP. belaw.
7
h
2. Do you ever use alcohol or drugs to RELAX, feel D D o]
better about yourself, or fitin?
ey
4. Do you ever FORGET things you did while using
alcohol or drugs? L] L =
<y
6. Have you ever gotten into TROUBLE while you were [:l D o

using alcohol or drugs?

CONFIDENTIALITY NOTICE:
The infarmation on this page may be protacted by special federal confidentiality rules (42 CFR Part 2), which prohibit disclosurs of this
infarmation unless authcrized by specific written consent. A general autharization for release of medical information is NOT sufiicient.
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