10-12 Year Old MALE Questionnaire

Patient’s Name:

Personal/Social History
Are you concerned about your child's. ..

1 W heeZING/astima. e e [} Yes
2. SKin color or rashes (Crcle ONE)? .ouvuiuivrer ittt e e e eeeeeeeesese e 0 Yes
3. Bed wetting, soiling or UrNary control? .......eeoreeeeeeereese oo 1 Yes
4. Welght 1o§s OF BaINT... et [ Yes
5. Nose bleeds or BIUISING? ...cooiioiuiiiiiee oo O Yes
6. Behavior at school, home, or daycare? . .....o.oooivomeeeeeeeeeees e OYes
(a3 Loiolo i< 1 R ————————————— [} Yes
8. SEBTONE! A T EIOT oumonsesmimiamitmmnymess o s ss s s P R S S SR SRR . [ Yes
9. Chronic abdominal Pain? ......oc.ovueoiieiec e O Yes
10. Joint pain, joint swelling Or TIMP? ..o.eeveeieeeiieeceeeeeeeeeee oo t Yes
11. Overall progress/happiness/performance at sChool? wo..veveooeee oo 0 Yes
12. Poor diet and/or picky @atNG?........covvvvirceeresinrreriee e eee et e eeeee e eeeeseees e oo ee s i1 Yes
Answer the following:
13. Is your child exposed 10 10bDACCO SMOKE? ..o O Yes
14. Is your water source from @ Well? w...o.vieeiiie oo O Yes
Does your child...
15. Have any speech delays? ... O Yes
16. Have problems sitting in his seat and paying attention at school ... vomooeooooo O Yes
17. Have problems with his academic performance in school? ..o oeeosoeoe O Yes
18. Have problems with his school attendance? ..........cooeeevemieoees oo O Yes
19. Seem unhappy or have problems with his self €SteemM? vveovvvuvvvoeeeeeoeeeeooeeeoesoes 0 Yes
20. Have problems with bullying, withdrawal from family or friends? .......oooevveeecen, [ Yes
21. Have problems following the rules at schooI? ......c..vewveeeeeeeeeeeeeeeeeeeeeeoeeeeoee. O Yes
22. Have problems with his temper Or @NZer? .........ocoooieereeee e U Yes
23. Seem depressed OF ANXIOUST ....ccuerviieiverreeeies oo teeseeee e ee e et s e 7 Yes
24. Does your child have more than 2 hours a day of screen time {computer, video

gAMES, TlEVISION)Z...iiiiitiiiieeiee et O Yes

Answer the following:

25. Do you have smoke alarms? Carbon monoxide detectors?

26. DO youU KNOW CPRY ...iuiiiiiniiistee sttt eensessnstesesnon s ssest e see et e L1 Yes
27. Are you giving your child a multivitamin With iron?.......ooe oo 1 Yes
28. Is your child eating all food groups: fruits, meats, and VEEetablBN, svmmmmmramnassim 0 Yes
29. Is your child brushing his teeth?.........coueoreieieciee et 1 Yes
30. Is your child seeing the dentist every 6 Months?....o.coveoeeeeee oo O Yes
31. Does your child consistently use a seat belt and ride only in the back seat?.......ooo...... J Yes
32. Does your child always use a bike helmet when riding a bike?.......covovovvevoovoeoe [1Yes
33. How many ounces of milk does your child drink in one day? What kind?

34. How many ounces of juice does your child drink in one day?
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10-12 Year Old MALE Questionnaire

Does your child...

35, Interact positively with teachers and friends and babysitters and SIDHNES? Lo OYes ONo
36. Run well and keep up with her friends? ... OYes LCNo
37. Have adult supervision before and after school? ... OYes {INo

38, Have regular chores? ..ciiruesivrearrrnresmsii st s s st s s bbbt s e
39. Have you counseled your child about avoiding alcohol, tobacco. drugs, inhalants, and sex? ...... OYes [CNo
40. Have you counseled your son on puberiy? ...

Screening questions for Tuberculosis:

O Yes T No

..o¥Yes No

1. Do you have a family member with TB or any contact with someone %71y To B oz L I RReR—— OYes CNo
2. Do any family members have a positive TB 1est? ..o OYes UNo
3. Was your child or any family members born in a high risk country (any country

other than the US, Canada, Australia, New Zealand, or Western EUrope}? ..o OYes i No
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for Over T wWeek? ... OYes CNo
5. Has your child ever drark unpasteurized milk or eaten unpasteurized CHBESE L wpmapeissaraammes GYes ONo
6. Do you plan to travel to a high risk country (one NOT listed above) within the next year? .......... OYes ONo
Diabetes/Cholesterol Screening Questions:
1. Does either parent have high cholesterol? ... e lYes [ONo
2. Is there a family history of stroke or heart attack in women under 65 or male

D e ALY LR S | a s o e Yo X SO T ST PP PPPS T PP TR LD O PIR TSI CYes DNo
3, Are the questions asked above UNKNOWNT ..o e OYes ONo
Sports Physical Screening Questions:
1. Does your child have a history of high blood pressure? ... CYes ONo
2. Has your child ever fainted? ... OYes O No
3, Does your child have chest pain With @Xercise? ... e OYes [ No
4., Does your child have extreme shortness of breath with BREFTITET .. oo s meomron i L S S i S CYes O No
5. Does your chitd have a family history of sudden cardiac death prior to age 507 .....ovieeninis OYes ONo
6. Does your child have a family history of cardiomyopathy, long QT syndrome, Marfans, or

pacemakers in relatives under age 507 ..o OYes CNo
7. Does your child have loss of function in one of any paired organs such as a kidney,

Y8, OF TESHICLET ©.vvveeieii it e e e OYes O No
If your son will be trying out for a sport, please list the sport here:
Name and Ages of Brothers

Sisters

Patient lives with: Mom Dad Both Together Both Separately
Do you have any concerns you Wish 0 disCUsS? ... OYes ONo




