
Ambler Pediatrics  

Adolescent Questionnaire 
 

This questionnaire is designed to help our staff help you with your concerns.  Unless we feel you or 

someone else is at risk, the information you provide will be kept strictly confidential.  Please answer 

all the questions without help from anyone else. 

 

(please circle) 

Your full name ___________________________  Date of Birth _______________   M      F 

 

Nick name ___________________    Age ______________    Grade in school ___________ 

 

Name of your school ________________________   

 

Home phone number __________________________  Other number _____________________ 

 

General Health 
 

On a scale of one to ten, how would you 

rate your general health? 

 

Do you often feel tired? 

 

Are you easily upset? 

 

Do you have frequent headaches? 

 

Do you take any medications regularly? 

 

Are you allergic to anything? 

 

Do you have concerns about your skin? 

 

Do you cough much or have breathing 

trouble? 

 

Do you have concerns about your eyes? 

 

Are you concerned about your stomach 

or bowels? 

 

Does it hurt or burn when you urinate? 

 

Do you have muscle or joint pain? 

 

Are you concerned about your weight? 

 

Do you smoke cigarettes? 

 

Have you ever used drugs? 

 

Do you ever drink alcohol? 
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□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ If yes, list ________________________________ 

 

□ Yes     □ No    □ If yes, explain_____________________________ 

 

□ Yes     □ No    □ Sometimes 

 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 
 

□ Yes     □ No    □ Sometimes 
 

□ Yes     □ No    □ Sometimes 
 

PLEASE COMPLETE REVERSE SIDE OF SHEET >>>>>>>>>>>>> 



Household 

 

Has any of the following recently happened to you or 

a member of your family? 

 

Do you have any concerns about your safety at school 

or home? 

 

Are you having any problems with your parents? 

 

Are you having any problems with other family 

members? 

 

Has anyone ever tried to hurt you? 

Do you feel safe at home? 

 

Do you or your family own a gun? 

 

 
□ marriage     □ given birth     □ death    □ illness 

□ divorce        □ loss of job       □ moved 

 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No    □ Sometimes 

 

 

□ Yes     □ No    □ Sometimes 

 

□ Yes     □ No     

□ Yes     □ No     

 

□ Yes     □ No     

 
 

School/ Safety 

 

How are you doing in school? 

 

 

Does anything bother you about school? 

 

Do you have any plans or goals after school? 

 

Do you have any problems making/keeping friends? 

 

Do you use a seat belt regularly? 

 

Have you applied for your driver’s permit or license? 

 

Do you wear a helmet when you bike, skateboard, or 

rollerblade? 

 

Are you concerned about your sexual development? 

Have you ever had sexual intercourse? 

 

Do you have any questions about the following: 

Sexually transmitted diseases 

Birth control and/or pregnancy 

Menstrual period 

 

Do you have someone you can trust to talk to about 

your problems? 

 

Are there any questions or problems you would like 

to discuss with the doctor or practitioner today? 
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□ Yes     □ No    Explain ______________________ 

 

□ Yes     □ No    Explain ______________________ 

 

□ Yes     □ No     

 

□ Yes     □ No     

 

□ Yes     □ No     

 

 

□ Yes     □ No     □ Sometimes 

 

□ Yes     □ No     

□ Yes     □ No     

 

 

□ Yes     □ No     

□ Yes     □ No     

□ Yes     □ No     

 

 

□ Yes     □ No    Who? _________________ 

 

 

□ Yes     □ No     

 
 

By signing below, I certify that the above information I have provided is accurate to the best of my knowledge. 
 

_________________________________________________    Today’s Date______________ 
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