16-17 Year old Male Questionairre for PARENTS

PARENTS, please complete the questions below about the patient:

Are you concerned about your child’s... (circle concerns)

1. Eating habits, weight loss, weight gain. anorexia or BUIMIA? ...o..ocvviivieieeee oo e C Yes
2. Excessive or recurrent nose bleeds or easy bruising? .ooooecve i O Yes
3. Recurrent ear, sinus, or sTrep INfeCtiONS?.....oooi it ee e ee e e e e eee e O Yes
4. Chest pain with exercise, shortness of breath, or irregular heart Deat? ........oovoovevveveeee e JVYes
5. Wheezing, cough, excessive use Of rescue INNALETS?.......ccooceiiviiieeceeeree e e e ee e O Yes
6. Abdominal pain, vomiting, diarrhea, ConStPAION? .......iveveceeicieeee oo et ee e, O Yes
7. Urinary control, bed wetting, Urinary iNfeCtions? ... ee oo e oo e e, O Yes
8. Joint pain, stiffness, swelling; muscle pain, Weakness? ..o oo O Yes
9. Birthmarks, skin rashes, acne, nail or hait ProBIEMIST ..o oo C Yes
10. Recurrent headaches, tics, weakness, Or s2izure diSOrder........oeoeoceeeevrveeereeseeeeeeeserees oo L Yes
11. Mood changes, sadness, anxiety, fatigue, depression?.......c.oceo o eoe oo oo D Yes
12. Excessive thirst or hunger, increased UriNation? ........o.ooooiee oo e O Yes
13. Paleness, easy bruising, swollen glands, Weight 10557 .. ...ooivieiiiiie s sie s ee oo e s e T Yes
14. Non-compliance of medication prescribed? ..o C Yes

15. Change in friends, drug use, smoking, lying, stealing, and/or problems with school,

the [aw OF SEXUAI ACHIVITY? 1uieiiiitieeecte ettt e e e e et O Yes

SCREENING QUESTIONS FOR TUBERCULOSIS:

1. Do you have a family member with TB or any contact with someone who has TB? wovveveeerveonvinn. O Yes
2, Do any Tdimily menibershave e positive TB 1ot i i s it mmmmaasessssr s s ssmsssesamans O Yes
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)?......ccoceovvvververererssnnns O Yes
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations fOr OVEr T WEEK?.....civvivieiciiiciie et ee e oot s enrons 0 Yes
5. Has your child ever drank unpasteurized milk or eaten unpasteurized cheese? ..........ccocvevvvrvren... 0 Yes
6. Do you plan to travel to a high risk country (one NOT listed above) within the

T Bl 2 it s srmmemmmmmms i s e g o i S P S P [1Yes

SPORTS PHYSICAL SCREENING QUESTIONS

1. Does your son have a history of high Blood Pressure? ... ..o oo eeee oo 'l Yes
2. Has yOuUr som @VEr FAIMEEAY wuimmmiimiinnmme mssssinssars nensssms possssmss s sresnsanss snstssmss nensssrs bort sescssess s 0 Yes
3. Does your son have chest pain With @Xercise? ........oovvveieiiiiieieeeieeeeeeeeeee e ee e en e e e eesee e O Yes
4. Does your son have extreme shortness of breath with @Xercise? v oo oo, C Yes
5. Do you have a family history of sudden cardiac death prior t0 age 507 ccocovvvvvoveerereeeesieerenenn. O Yes
6. Do you have a family history of cardiomyopathy, long QT syndrome, Marfans, or

pacemnakers in relatives Under age 507 ...oiiuii e, 1 Yes

. Does your son have loss of function in one of any paired organs such as a kidney,

= M o L L RS TS C Yes

If your son is trying out for a sport, please list it here:
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DIABETES/CHOLESTEROL SCREENING QUESTIONS:

1

2

Does either parent have high chOlEStErOl? . ittt 0 Yes
Is there a family history of stroke or heart attack in women relatives under 65 years
old or male relatives under 55 years Old?......iiiiiiiiiiiiiirieis e O Yes

0 No

O No

3. Are the questions asked above UNKNOWN? .........ciciiiiiiiicniiicie e sis e sesrensareres OYes ONo



