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CONFIDENTIAL INFORMATION
16-17 YEAR OLD MALES:

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.

Do you have any school concerns (circle one) such as poor grades, lack of motivation,
loss of interest, difficulty concentrating, completing assignments, behavior, or

BREELIVE SNy TEOT SO0 O s mmmns v urss im0 0 S T S S0y A AR LI 0 Yes
Deyou have any concems about your-welght? s cusssmisaamismmns s s sy O Yes
Do you have any body piercings (other than earrings) or tattoos?......ccivvveiciiinnn I YeS
In the past year have you tried to lose weight by vomiting, taking pills, laxatives,
(ot AR g RO IR cccmosmmsasmasunnsossomsavsossssansaioswonissevss i 885 i A ARSI RN A 00 Yes
WM< b (o bz bie | L R sl LY (0 A T —————— 0 Yes
If vou answered yes above, please answer the questions below:
Do you always use a condom? .....ccooivrriviiiniinniinnininen s O Yes
Have you ever been treated for a sexually transmitted disease? .0 Yes
Do you have any discharge from your penis?.......ccoovieeeeiiiienann. 0 Yes
. Do you have any concerns about inappropriate sexual behavior, or sexual
OFEENTATIONT <ot e e SR ' 0 Yes
. Have you ever been physically or sexually mistreated or abused? .........ccooveviiiiiiiiiniis G Yes
. Do you have any social concerns: (lack of friends, poor relationship with parents,
T g M gl R ST —— O Yes
Do you have any behavioral concerns: (temper outbursts, excessive risk taking,
appression, YIOINEEIT s s v v e e S 0 Yes
s [ PO BITTE AR EURS P nwsonumssions s aums ouys poe g om0 L 3 O Yes
Do you ever use marijuana, cocaine, inhalants, steroids, other?..........covviiniiinii C Yes
. Do you have concerns that you may not graduate from High School? ..., 0 Yes
R o o o ol oo P TT——— O Yes
If yes, do you drink {circle all that apply): Beer Wine Liquor
How often? Daily Weekly Rarely # of drinks
. Have you been drunk in the past month? .t 0 Yes
. Do you ever drive a vehicle when you have been drinking alcohol? ... O Yes
- DOYOU alwiays Use & safely bell WWhenm: Fidifg i 8 CAI? coumummmmmsmmmnsosmesssasssmsvmsomss 0 Yes
. Diggs anyore have.a gun in your NomMel . pvsassmms ws s O Yes
s Peryey exercise reglarly? v mrrmnmm s TR S e O Yes
. How many ounces of milk do you drink in a day? What kind of milk?

19

20. 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
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ONo
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“No
CNo
ONo

“No
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ONo

Patient lives with: Mom Dad Both Together Both Separately

B O A e D T O A O S S oo P ey Y A S S e WS 0 Yes

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:

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

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

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

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



