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Today’s Date:

Young Adult Health Assessment
(Ages 18-21)

Please answer these questions to help us get to know you and together we can plan the best care
for you. It's okay to skip any questions you are not comfortable answering.
| understand confidentiality (privacy) regarding my health information: YESOO NO O

PHYSICAL HEALTH, NUTRITION AND ACTIVITY

Are there times when your family does not have enough food to eat? ....................... YESO NOO
Have you fried to lose or control your weight by making yourself throw up or
DY TAKING [OXATIVESZ ..o e e e e e e e e e e e e e e e e nanansersaaeeaeeeeas YESO NOO

How happy are you with your weighte  Not atall 0 ] 2 3 4 5 Very happy

What exercise, sport or strenuous activities do you enjoy doing?

How many hours per day do you watch TV, go on the Internet or play video games?

EMOTIONAL WELL BEING

Who do you live withe

Is there anything at home, school or with friends that is making you feel
WOITIEA, UPSET OF STTESSEA D ettt e e e e e e e e e e e e e e e e e e e e e e eee e YESO NOO
If yes, whate

Do you often feel worried, NErvous, OF SCATrEA D ..........uvuuvveuiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeveerananns YESO NOO

Over the past two weeks, have you been bothered by any of the following problems:
Little interest or pleasure in doing things?
3 (0) Not atall O (1) Several days [ (2) More than half the days [ (3) Nearly every day
Feeling down, depressed, irritable or hopeless?
3 (0) Not atall O (1) Several days ([ (2) More than half the days [ (3) Nearly every day

In the past 30 days, Have you wished you were dead or
wished you could go to sleep and not wake up? ... iiiiiiiiiiiiiiiiririrrrrerereeeeeeeeeeeeeees YESO NOO

In the past 30 days, have you actually had any thoughts about killing yourself? ....... YESO NOO
Have you EVER done anything, started to do anything, or

prepared to do anything to end your lif@? ... eeeeeeeeeeeeeneenees YESO NOO
If YES - Was this within the past 3 months?............. e YESO NOO
Do you have problems with sleep? (e.g., falling asleep, waking up at night

OF NIGNTMIAIES) e e e e e e e e e e e e e e ar e e e e e eeeaaaeeeeaeessnnnnnnnns YESO NOO
Are you attracted to: O males O females O both O none

Have you ever felt uncomfortable being identified as male or femaleze..................... YESO NOO
RISK REDUCTION

HOVE YOU EVEN NAG SEXT ...ttt eetee e e e e e e e e e e e et e e e e e eeeaaeeeeeeesenaes YESO NOO
Do you want information about how to avoid pregnancy (birth control) and/or

sexually fransmitted INFECTIONSZ .....vueeeccceececeeee e YESO NOO
Do you ever smoke cigarettes/cigars, vape, e-cigs snuff or chew tobacco? ............. YESO NOO
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Alcohol: one drink=12 oz beer, 5 oz. wine, 1.5 oz. liquor (one shot)
MEN: How many times in the past year have you had 5 or more drinks

N A AAY 2. et ————————— (3 None (1 or more
WOMEN: How many times in the past year have you had 4 or more
drinks iN A dAY? ... (3 None (1 or more

Drugs: Recreational drugs include methamphetamines (speed, crystal), cannabis (marijuana, pot),
inhalants (paint thinner, aerosol, glue) tranquilizers (valium), barbiturates, cocaine, ecstasy,
hallucinogens (LSD, mushroom), or narcotics (heroin)

How many times in the past year have you used a recreational drug or
used a prescription medication for nonmedicalreasons?...................cc..o.ooo. (3 None (1 or more

SCHOOL AND FRIENDS
| have at least one good friend or group of friends | am comfortable with.................. YESO NOO

How important is school to you? (skip if not in school)
Not important at all 0 ] 2 3 4 5 Very important

SAFETY AND INJURY PREVENTION

Do you always wear a seatbelt iINthe Care. ... YESO NOO
Does anyone bully, harass or PICK ON YOUZ .......cooeeeiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeecaas YESO Pastd NOO
Do you or anyone close 10 you have QUNS OF WEAPONSZ...ccvieeeeeeeeeeeeeciiiirenereeeeeeeaaeeenns YESO NOO

Has anyone ever hurt, touched or treated you or anyone in your house in a
way that made you feel scared or uncomfortable? ..........vvveveeeieeeeieiei, YESO NOO

Check off all the items that you feel are true for you

O | engage in behavior that supports a healthy lifestyle, such as eating healthy foods, being
active, and keeping myself safe.

O | feell have at least one responsible adult in my life who cares about me and who | can go
to if | need help.

3 | help others on my own or by working with a group in school, a faith-based organization, or
the community.

O | am able to bounce back from life's disappointments.
O | feel good about myself and | like myself.

O | have become more independent and made more of my own decisions as | have
become older.

3 | feel that | am particularly good at doing a certain thing like math, soccer, theater,
cooking, or hunting.
Describe:

O Anything else?¢

Signature:
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