Adolescent Assessment – 11-24 year olds
Name:____________________________________   Sex:_____   Grade:______  Birthdate:________________  

This health profile is confidential.  Your answers will only be seen by the health center staff. Please fill out 
to the best of your ability.
1. Do you have any questions about your health? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

2. Do you eat some fruits and vegetables every day?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

3. Do you brush and/or floss your teeth at least twice a day?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

4. Do you exercise or play hard (e.g. running, dancing, basketball, swimming, etc) 

for at least 30 minutes 3 times a week?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

5. In the past 12 months, have you ever taken diet pills or laxatives, vomited, 

or used starvation to lose weight?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

6. Do you always wear a lap/seat belt when in a car, truck or van?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

7. Do you ever smoke cigarettes or chew/use smokeless tobacco?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

8. Does anyone you live with smoke cigarettes, cigars, or chew tobacco?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

9. Has anyone ever abused you physically (hit, slapped, kicked) or emotionally 

(threatened or made you feel afraid)?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

10. Have you ever seen a violent act take place at home, school, or in your neighborhood?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

11. Have you ever carried a weapon (gun, knife, club, etc.) to protect yourself?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

12. Have you ever ridden in a car with a driver who was drunk or using drugs?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

13. Have you ever gotten drunk or high on beer, wine coolers or other alcohol?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

14. Do you ever drive after you drink alcohol?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

15. Do you ever smoke marijuana, use other street drugs, steroids, or inhalants?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

16. Do you ever use nonprescription drugs (drugs that can be bought at a store) to sleep, 

stay awake, calm down or get high?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

17. Have you ever had any type of sexual intercourse (oral, anal or vaginal sex)? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
If no, skip to question #19.

18. If you do have sex, do you always use a method to prevent pregnancy and/or sexually 

transmitted infections (condoms, birth control, etc)?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

19. Has anyone ever forced you to have sex or be involved in sexual activities 

against your will?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

20. Do you want to know more about abstinence (saying no to sex), HIV/AIDS, or 

other sexually transmitted diseases?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

21. Are you interested in boys/girls/both?

22. During the past month, did you often feel very sad or down, as though you had nothing 

to look forward to?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

23. Do you have any serious issues or worries at home or school?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

24. Have you ever seriously thought about killing yourself, made a plan to kill yourself, 

or tried to kill yourself?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 

25. Do you have at least one family member or other adult that you can talk to about anything?  
Yes  FORMCHECKBOX 
  No FORMCHECKBOX 
  

If yes, who? _________________________________
Provider section:
Evaluation:   FORMCHECKBOX 
 at risk/counseled   FORMCHECKBOX 
at risk/needs f/u    FORMCHECKBOX 
 not at risk currently 
Referred to:______________________________________________________________

Provider Signature:______________________________________  Date:_____________

