PATIENT NAME: DATE:

Please print.

Amen’can Academy of Pediatrics

BRIGHT FUTURES PREVISIT QUESTIONNAIRE
15 THROUGH 17 YEAR VISITS FoR PATIENTS B“th

Futures.

To give you the best possible health care, we wouid like to know how things are going. Our discussions with you are
private. We hope you will feel free to talk openly with us about yourself and your health. Information is not shared with
other people without your permission unless we are concerned that someone is in danger. Depression screening and
Tobacco, Alcohol, or Drug Use assessment are also part of this visit. Thank you for your time.

WOULD YOU LIKE TO TALK ABOUT TODAY?

Do you have any concerns, questions, or problems that you would like to discuss today? O No O Yes, describe:

TELL us ABOUT “IOURSELF

What are you most proud of about yourself?

Do you have any special health care needs? O No O Yes, describe:

Have there been major changes lately in your family’s life? O No O Yes, describe:

Have any of your relatives developed new medical problems since your last visit? O No O Yes O Unsure If yes or unsure,
please describe:

Do you live with anyone who smokes or spend time in places where people smoke or use e-cigarettes? O No O Yes O Unsure

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

[ | do things that help me have a healthy lifestyle, such as eating healthy O 1 help others.

foods, being physically active, and keeping myself safe. [ 1 am able to bounce back when life doesn't go my way.
[J I have at least one adult in my life who | know | can go to if | need help. [ | feel hopeful and confident.
[ I have a friend or a group of friends that | feel comfortable to be around. [0 1 am becoming more independent and | make more of

my own decisions.
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PATIENT NAME: DATE:

Please print.

15 THROUGH 17 YEAR VISITS FOR PATIENTS

_ RISK ASSESSMENT

Does your diet include iron-rich foods, such as meat, iron-fortified cereals, or beans? OYes |ONo |O Unsure
Do you eat a vegetarian diet (do not eat red meat, chicken, fish, or seafood)? ONo |OYes | OUnsure
guy;;);:ear;i :t;egetarian (do not eat red meat, chicken, fish, or seafood), do you take an iron O Ves o No |6 taaie
fnemia Have you ever been diagnosed as having iron deficiency anemia? ONo |OYes | O Unsure
Does your family ever struggle to put food on the table? O No [ O Yes [ O Unsure
For females: Do you have excessive menstrual bleeding or other blood loss? O No | OYes | O Unsure
For females: Does your period last more than 5 days? O No | OYes | O Unsure

Do you have parents, grandparents, or aunts or uncles who have had a stroke or heart
problem before age 55 (males) or 65 (females)?

Dyslipidemia | Do you have a parent with an elevated blood cholesterol level (240 mg/dL or higher) or who
is taking cholesterol medication?

O No | O Yes | OUnsure

O No | O Yes | O Unsure

Do you smoke cigarettes or use e-cigarettes? O No | OYes | OUnsure

Oral health Does your primary water source contain fluoride? OYes | ONo | O Unsure
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R P o1e [oves o unae

Are you having unprotected sex? ONo | OYes | OUnsure
Sexually Are you having sex with multiple partners or anonymous partners? ONo [ O Yes | OUnsure
:;?::;:::/d Are you or any of your past or curreﬁ{sexual partners bisexua[?ﬁﬁ ONo | OYes | OUnsure
HIV Have you ever been treated for a sexually transmitted infection? O No | OYes | OUnsure

Have any of your past or current sex partners been infected with HIV or used injection drugs? | O No | O Yes | O Unsure

Do you trade sex for money or drugs or have sex partners who do? O No [OYes | OUnsure

For males: Have you ever had sex with other males? O No | OYes | OUnsure
HIV Do you now use or have you ever used injection drugs? ONo [O Yes | O Unsure

Are you infected with HIV? - ONo | OYes | OUnsure

Were you or was any héﬁéehold member born in, or has he or she_tr;ve]edto a country

where tuberculosis is common (this includes countries in Africa, Asia, Latin America, and O No | OYes | OUnsure

Tuberculosis Eastern Europe)?

Have you had close contact with a person who has tuberculosis disease or who has had a

positive tuberculosis test result? QNe O Yes [ Olnsure

Do you have concerns about your vision? O No | OYes | O Unsure

fio Have you ever failed a school vision screening test? O No | OYes | OUnsure
\islon Do you have trouble with near or far vision? - O No | O Yes | OUnsure
Do you tend to squint? O No |[OYes | OUnsure

ANTICIPATORY GUIDANCE

How are things going for you and your family?
HOW YOU ARE DOING

Interpersonal Violence (Fighting and Bullying) _ ; e S
Do you feel safe at home? ‘ O Yes | O Sometimes | O No
Do you feel safe at school and getting to and from school? O Yes | O Sometimes | O No
Have you been bullied in person, on the Internet, or through social media? O No | O Sometimes | O Yes
Do you have ways that help you deal with feeling angry? O Yes | O Sometimes | O No
Have you been in a fight in the past 12 months? O No | O Sometimes | O Yes
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