Parent Questionnaire (Young Teen)

Age Age
o Acne ©  Heart problems o Scoliosis o  Autism or
Aspergers

o  Migraine o Abnormal heart o Severe Menstrual o  Smoking/tobacco
headache rbythm Cramps use

o  Seasonal o Dizziness/fainting o  Ovarian cysts ©  Alcohol abuse
Allergies with exercise

o  Asthma o Blood clots o  History of o  Drug abuse

s transfusion

Mononucleosis o igh r:.hu!estﬂ i ' o ADD/ADHD o  Other(s)

o Eczema o B 1l
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FAMILY F','thﬂ.ii r{nc!-'“_-" 1:“ K 1—h 2re if Mother Fathes Siblings  Maternal Pater: ""J “?'h- ramily (state
Family Histo s Unknown or if child is Grandparents Grandparents reiationships)

adopt Ld____]
Allergies

Anxiety disorder

Asthma

ADD

Birth Defects

Bleeding or clotling disorders

Blood disorders or sickle cell anemia
Cancer (type) )
Depression

Diabetes

Eating disorder

Excessive drinking/alcoholism

Drug Addiction

Endocrine or Gland Disease

Heart Attack/stroke before 55 (Men)
Heart Attack/stroke before 60 (Women)
High Blood pressure

High cholestero|

Kidney Disease

Learning Disability

Mental lliness

Mental retardation

Migraine headaches

Obesity

Seizures or epilepsy

Sudden cardiac death (teen or young
adult)

Suicide o o) o
Other: o o
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at about him/her makes you proud?

al seems to be the greatest Challenge for him/ her?
May we share your answers with your child (circle)? Yes No
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