CONFIDENTIAL INFORMATION
16-17 YEAR OLD FEMALES:

PATIENTS complete the section below and HAND TO THE NURSE when you have completed the

form. This form will be shredded after the doctor has read the form.

1. Do you have any school concerns (circle) such as poor grades, lack of motivation, loss of interest,
difficulty concentrating, completing assignments, behavior, or excessive absences from school?....... D Yes [No
2. Do you have any concerns aboUt YOUr WEISHTZ oot O Yes TNo
3. Do you have any body piercings (other than earrings) or tAtTOOST .o vrerunrarsssionsrassssenanies —— DYes UNo
4. In the past year have you tried 10 lose weight by vomiting, taking pilis, laxatives,
OF STAFVING YOUTSEL? 11otrttumtiemessesss et s dYes [ONo
5. Do you have any concerns about (circle) your breasts, menstruation, pelvic pain,
vaginal lesions {sores) or vaginal diSChAFZEY v sssmsse st s [1Yes ONo
Do you have problems with menstruation such as excessive pain or excessive pain or flow
OF TTHSSEA PEIIOES? 1o veeieeesisessssses e s s D Yes ONo
When was your last menstrual period?
Have you ever had a pelvic exam? U Yes / Date: ‘ I No
6. Are yOu SEXUAIY ACHVE MOWT woiierieiiiiamismsis oo s OYes ONo
If you answered yes above, please answer the questions below:
Does your partner always use a Fae 8T (s 1a s V2 UD U U PP PP P PR P P EET ST LI OYes CNo
Have you ever Deen PregNant?. ... i st OYes ONo
© D0 you have any children? i CYes [ONo
Have you ever had an abOrtion? ... rissssseeisismnrmss s O VYes ONo
Have you ever been treated for a sexually transmitted disease? ... O0Yes UNo
Are you taking oral CONTFAEEPTIVES? 1vereimiarsearses st mss st s s e OYes ONo
Are you interesied in starting oral EOITAIEPHVE cvummmosmmnnsmnsnss R s smsrnersentils OYes [No
7. Do you have any concerns about inappropriate sexual behavior or sexual orientation?....ccoeieneen C Yes [No
8. Have you ever been physically or sexually mistreated or abused?u i OYes ONo
9. Do you have any social concerns: (lack of friends, poor relationships)? voeivemieras et O Yes ONo
10. Do you have any behavicral concerns: {temper outbursts, excessive sk Taking)? ..oovimermmrnimminnnaines OYes CNo
11, DO YOU STIOKE CIEAIEHIEST rvuurseeseresimsssrsrnsscesas e T OYes ONo
12. Do you ever use marijuana, cocaine, inhatants, steroids, Other? ... 0 Yes ONo
13. Do you have concerns that you may not graduate from High Schoo!? i il Yes No
14. DO yOu Arink BICOROIT ..viervsciessrsserisesssners bt s s e OYes ONo
If yes, do you drink {circle ali that apply): Beer Wine liquor
How often? Daily Weekly Rarely # of drinks
15. Have you been drunk in the Past MONTAT i s 0 Yes UNo
16. Do you ever drive a vehicle when you have been drinking A1COROIT 1ot OYes TNo
17. Do you always use a safety belt WhEN FIGING N 8 CAIT et O Yes ONo
18. Does anyone have a gun in your OTTIEY . vvessveresaoraressssssasnsrasessbesnsssssassnersssisssaenesasserssasasissssnnnasens OYes ONo
19. DO YOU EXENTISE FREUIBITYT ovvuserirssacsssensmsiass s sses s s s OYes CNo
20. How many ounces of milk do you drink in a day? What kind of milk?
21. How many cups of soda/juice/energy drinks do you drink in a day?
Please tell us the names and ages of your brothers and sisters
Patient lives with: Mom Dad: Both Together_ Both Separately
Do you have any concerns you UAFSE £ CHISELISS o eereamessvssassseamessasans s eeransrnny e e e s s S r TSRS R OYes [ONo
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Patient Health Questionnaire-2

Name: Date:

Over the past 2 weeks, how often have you been
bothered by any of the following problems:

e Little interest or pleasure in doing things |
0 = Not at all

1 = Several days
2 = More than half the days
3 = Nearly every day

e Feeling down, depressed, or hopeless
| 0 = Not at all

1 = Several days
2 = More than half the days
3 = Nearly every day



