Child Health Survey (6-10 yrs) 



(Patient label)




Directions to parent:  Please ask your child to complete these questions.  You can help with reading items or writing answers if needed.
1. What grade are you in at school?________________________________
2. Have you repeated a grade?      ____Yes       ___​​_No
3. How was your last report card? ____Very good   ____OK    ____Not So Good
4. What do you do after school? _____________________________________________
5. What do you and your friends do when you are together? _______________________
________________________________________________________________________
6. What is your best friend’s name? _________________________________
7. Are you unhappy at home or school? ​​____Yes           ____No
8. What happens when you are upset? ________________________________________    
9. What house chores do you do? ____________________________________________
10. How often do you take a bath or shower? __________________________________
11. What do you think about: (check 1 answer for each substance)

	Substance
	Bad for Everybody
	OK for Adults
	OK for anybody

	Alcohol
	
	
	

	Drugs
	
	
	

	Smoking Cigarettes
	
	
	


12. Has anyone ever touched your body in a way that made you feel bad or uncomfortable? 
____Yes        

____No

13. What are you good at? ________________________________________________

Provider’s comment________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: __________________________________________ Date:________________
