Youth Assessment – 4-11 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. Who do you live with at your house?   __________________________________________________
3. How does everyone get along at your house? ____________________________________________
4. Do you worry about anyone in your family?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

5. What are some things that you’re good at?    _____________________________________________
6. Tell me about your friends. What do you like to do together?   _______________________________  

7. Do you feel sad a lot?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

8. What do you like to do when you aren’t in school? 

(e.g., sports, video games, exercise, TV)        _____________________________________________
9. Tell me about your neighborhood.  Do you feel safe there?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

10. When you have a problem, who do you talk to? __________________________________________
11. Are you having any problems in school? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

12. Do you get picked on by other kids?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

13. Do you brush your teeth everyday? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     When?  __________________________________________
14. Have you been to a dentist?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
     When?  __________________________________________
15. Do you eat fruits and vegetables and drink milk every day?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

16. When you ride in a car or truck do you always wear a lap/seat 

belt (booster, back seat)?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

17. When you do things like rollerblade, skateboard or ride a bike do you always 

wear your helmet?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

18. Does anyone smoke inside your house?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

19. Is there a gun in your house?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

20. Has anyone ever touched you in a way you didn’t like?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

21. Has anyone ever tried to hurt you?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

____________________________________________________________________________________

Additional optional questions:

22. Have you ever smoked a cigarette?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

23. Have you ever tried beer, wine or other alcohol?  
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

24. Have you started to be interested in dating / hooking up? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


Provider section:
Evaluation:   FORMCHECKBOX 
 at risk/counseled   FORMCHECKBOX 
at risk/needs f/u    FORMCHECKBOX 
 not at risk currently 
Referred to:______________________________________________________________

Provider Signature:______________________________________  Date:_____________

