Adolescent Health Survey (Ages 11 and above)


(Pt label)
Directions:  This survey is to be filled out by the teen in private.  
Circle your answers.
1.
Do you get along well with other people at home?


Yes


No

2.
How are your grades?


Very good

Average

Not so good

3.
What are your plans for the future? Circle all that apply.

No plans        GED        Finish high school        Military        College

4.  
What do you and your friends do for fun? _______________________________


_________________________________________________________________

5.
Do you smoke cigarettes?


Yes


No

6.
What drugs have you tried in the past 30 days?  Circle all that apply.


None      Marijuana (weed)      Crack      Cocaine      Alcohol


Heroin      Speed     Other ________________________________

8.
Do you feel safe at home?                

Do you feel safe at school?

Yes


No                           
Yes                    No
9.
Do you or any of your friends carry a weapon?

            Yes                              No   

10.       Have you been involved in a fight in the past year?

Yes


No

11.
Are you in a relationship?


Yes


No

12.
Have you had sex?


Yes


No

13.
Have you ever been forced to have sex?


Yes


No

14.
Do you often feel down, depressed, or hopeless?


Yes


No

15.
Have you ever had thoughts of hurting or killing yourself?


Yes


No

16.
Do you have an adult to talk to when you need to?


Yes


No

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________         

Provider’s signature and comments after reviewing the survey

Date
