Several tools have been designed to support implementing the
American Medical Association’s (AMA) Guidelines for Adolescent
Preventive Services (GAPS) program in your clinical setting. The

six forms include the Younger Adolescent Questionnaire in English
and Spanish, Middle-Older Adolescent Questionnaire in English

and Spanish, and the Parent/Guardian Questionnaire in English and
Spanish. The GAPS Recommendations Monograph is also included
for your information and reference. The questionnaires and
monograph are considered master copies that you can reproduce
but not alter, modify, or revise without the expressed written consent
of the Child and Adolescent Health Program at the American Medical
Association.



Guidelines for Adolescent Preventive Services
Younger Adolescent Questionnaire

Confidential (Your answers will not be given out.)

Chart#
Name Today’s Date
Last First Middle Initial month day year
Birthdate Grade in School Boy or Girl (circle one) Age
month day year
Address City State Zip
Phone Number Pager/Beeper Number
area code
What languages are spoken where you live?
Are you: [] White [] African-American [] Asian/Pacific Islander
[] Latino/Hispanic [] Native American [] Other
Medical History

1. Why did you come to the clinic/office today?
2. Are you allergic to any medicines?

[1No [] Yes, name of medicine(s): [] Not Sure
3. Do you have any health problems?

[1No [] Yes, problem(s): [] Not Sure
4. Are you taking any medicine now?

[1No [] Yes, name of medicine(s): [] Not Sure
5. Have you been to the dentist in the 1aSt YEAI? ... s [JNo []VYes []NotSure
6. Have you stayed overnight in a hospital in the 1aSt YEar?...........cceevveeieinneee s [ INo []VYes []NotSure
7. Have you ever had any of the problems below?

Yes No Not Sure Yes No Not Sure

Allergies or hay fever .........c..c...... ] ] ] SEIZUFES ..o ] ] ]
ASthma ..o, ] ] ] CaNCET ..o ] ] ]
Tuberculosis (TB) ....ccovvvvervevrerinns ] ] ] Diabetes ..o ] ] ]
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For Girls Only

8. Have you started having PEFIOUS? ........coicriieiieieicses et nas [INo []Yes
a. If yes, are your periods regular (0NCe @ MONTN) 7 .......cvvvriinirierce s [ INo []VYes
b. If yes, what was the 1st day of your last period? Month Day

9. Have you VEr DEEN PrEYNANT? ......c.cieiciecessse sttt et s bbb [ ]Yes []No

Family Information

10. Who do you live with? (Check all that apply).

[ ] Mother [] Stepmother [] Brother(s)/ages
[] Father [] Stepfather [] Sister(s)/ages
[] Guardian [] Other adult relative [] Other/(explain)
11. Do you have older brothers or sisters who live away from home? ..., []Yes []No []NotSure

12. During the past year, have there been any changes in your family such as: (Check all that apply)

[ ] Marriage [] Loss of job [] Births [] Other changes
[] Separation [ ] Moved to a new neighborhood [ ] Serious IlIiness/Injury
[] Divorce ] A new school [] Deaths

Specific Health Issues

13. Please check whether you have questions or are worried about any of the following:

[] Height [ Neck or back [] Muscle or pain in arms/legs [ ] Anger or temper
[ ] Weight [] Breasts [] Menstruation or periods [] Feeling tired
[] Eyes or vision [] Heart [] Wetting the bed [] Trouble sleeping
[] Hearing or earaches [] Coughing or wheezing [] Trouble urinating or peeing [ ] Fitting in/belonging
[] Colds/runny or [] Chest pain or [] Drip from penis or vagina [] Cancer
stuffy nose trouble breathing
[] Mouth or teeth or breath [ ] Stomach ache [] Wet dreams [] HIV/AIDS
[] Headaches [] Vomiting or throwing up [] Skin (rash/acne) [] Dying
[] Other

These questions will help us get to know you better. Choose the answer that best describes what you feel or do. Your answers will be
seen only by your health care provider and his/her assistant.

Health Profile

Eating/Weight/Body

14. Do you eat fruits and vegetables VErY ay? ...t [INo []Yes
15. Do you drink milk and/or eat milk products VEry day? ........ccccevevvreniieninnnssensesesssesssessessssenens [INo []Yes
16. Do you spend a lot of time thinking about ways to be SKiNNY? ... [1Yes []No
17. Do you do things to lose weight (skip meals, take pills, starve yourself, vomit, €tc) .........ccccccovurerrernne, [1Yes []No
18. Do you work, play, or exercise enough to make you sweat or breathe hard at least 3

TIMES B WEEBK? ...t [INo []Yes
19. Have you pierced your body (not including ears) or gotten a tattoo?..........ccovvevrieviercsneiesseeenen, [1Yes []No
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School

20.
21.
22.
23.
24.
25.

Is doing well in SChOOl IMPOITANT £0 YOU? .....c.vviviieicceices e [1No
Is doing well in school important to your family and friends? ... ] No
Are your grades this year worse than [ast YEar? ... ssesseseseseens [] Yes
Are you getting failing grades in any SUDJECLS thiS YEAI?..........cccveivrieviecsssiess e, []Yes
Have you been told that you have a learning probIem? ... e, []Yes
Have you been suspended from SChOOl thiS YEAr? ........ccovvivnininininnsssrsssse e, [] Yes

Friends and Family

26.
27.

28.
29.
30.

Do you know at least one person who you can talk to about problems?.........c.cccovevvieicniiiicinnieninnnn, [1No
Do you think that your parent(s) or guardian(s) usually listen to you and take your

FEEIINGS SEITOUSIY? ..ottt [1No
Have your parents talked with you about things like alcohol, drugs, and SEX?..........cccovvvevrienierennnnn, [1No
Are you worried about problems at home or in your family? ..., ] Yes
Have you ever thought seriously about running away from hOmMe? ..., ] Yes

Weapons/Violence/Safety

31. Is there a gun, rifle, or other firearm Where you lIVE? ... [] Yes
32. Have you ever carried a gun, knife, club, or other weapon to protect yourself?.........c.cccoovevvnevrennnnns ] Yes
33. Have you ever been in a physical fight where you or someone else got hurt? .........cccccoevevevicniienennn, []Yes
34. Have you ever been in trouble With the POLICE? ... s []Yes
35. Have you ever seen a violent act take place at home, school, or in your neighborhood? ..................... ] Yes
36. Are you worried about VIOIENCE OF YOUF SAFELY? ..ot [] Yes
37. Do you usually wear a helmet and/or protective gear when you rollerblade,

skateboard, OF Fide @ DIKE? .......c.vcviicece et []No
38. Do you always wear a seat belt when you ride in a car, truck, Or van? ..., [1No
Tobacco
39. Have you ever tried cigarettes or Chewing tODACCO? ........ccvvvvrivienerineree s []Yes
40. Have any of your close friends ever tried cigarettes or chewing tobacco? .........coovvivieninininieninns ] Yes
41. Does anyone you live with smoke cigarettes/cigars or chew tobacCo? .......cocvrererereireneinerreieireieenn, ] Yes
Alcohol
42. Have you ever tried beer, wine, or other liquor (except for religious pUrpOSES)? ......cocevreeverrrreerennreenns []Yes
43. Have any of your close friends ever tried beer, wine, or other liquor

(except fOr religiouUs PUFPOSES)? ...vuiiriieiierieieeeisissise sttt sttt []Yes
44, Have you ever been in a car when the driver has been using drugs or drinking

Deer, WINE OF OTNEI HQUOI? ...ttt ] Yes
45. Does anyone in your family drink so much that it WOrries YOU? ..., ] Yes
Drugs
46. Have you ever taken things to get high, stay awake, calm down or go to SIEEP? .......cccvvvvvvrvvevrreirennns []Yes
47. Have you ever used marijuana (pot, grass, weed, reefer, or BIUNT)? .......cc.ccovvienineinnninenenenes ] Yes
48. Have you ever used other drugs such as cocaine, speed, LSD, mushrooms, etc.? .......ccccovvvverierreirnnne. ] Yes
49. Have you ever sniffed or huffed things like paint, ‘white-out’, glue, gasoline, etC.? .......cccocovvvvvirvrrenns []Yes
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50.

51.

Have any of your close friends ever used marijuana, other drugs, or done
Other things t0 GEL NIGN? ..ot es []Yes
Does anyone in your family use drugs so much that it WOrries you? ........ccccvveiniiennsenssniensieeennnn, []Yes

Development/Relationships

52. Are you dating SOMeoNe Or gOING SLEAUY? .......cvvrrreireerrrirereiesere st et ee st sessnsens ] Yes
53. Are you thinking about having sex (“going all the way “or “doing it")? .......ccccovveivieiviieiesesisiesnns []Yes
B4, HAVE YOU BVET NAU SEX? ....vviiiceiieiceeisiseiss ettt s sttt s s []Yes
55. Have any of your friends BVEr NAG SEX? ........cvveerireneises ettt senses ] Yes
56. Have you ever felt pressured by anyone to have sex or had sex when you did not want to? ................. []Yes
57. Have you ever been told by a doctor or a nurse that you had a sexually transmitted

disease like herpes, gonorrhea, or Chlamydia? ..o s ] Yes
58. Would you like to receive information on abstinence (“how to say N0 t0 SEX")? ....c.ccovvieevrerrerenienenns []Yes
59. Would you like to know how to avoid getting pregnant, getting HIV/AIDS, or getting

SeXUAlly tranSMITLEU TISEASES? .....v.vvevrreeriieiririrriieise ettt ] Yes
Emotions
60. Have you done something fun during the past tWo WEEKS? .........ccccceveriieieiiieesesees e [1No
61. When you get angry, do you do Violent tNINGS? .........ccovvreniciniesssesese s essssns []Yes
62. During the past few weeks, have you felt very sad or down as though you have

NOtING t0 100K FOPWAIT 107 .....cvvvcvicce et []Yes
63. Have you ever seriously thought about Killing yourself, made a plan, or tried to kill yourself? ........... []Yes
64. Is there something you often Worry aDOUL OF TRAI? .........ccovverinneninnceeree s ] Yes
65. Have you ever been physically, emotionally, or sexually abused?..........ccccocovueriniiieniieiscssseseens []Yes
66. Would you like to get counseling about something that is bothering you?..........ccccoveovvierenesiniennnn, []Yes

Special Circumstances

67.
68.
69.

In the past year have you been around someone with tuberculosis (TB)? ... ] Yes
In the past year, have you stayed overnight in a homeless shelter, jail, or detention center?.............. []Yes
Have you ever lived in foster care or a group NOME? ... sessees []Yes

Self

70.

1

What two words best describe you?

2)

71.

What would you like to be when you grow up?

72. If you could have three wishes come true, what would they be?

1)

[]No
[]No

[]No
[]No
[]No
[]No
[]No

[]No
[]No

[]No

[] Yes
[]No

[]No
[]No
[]No
[]No
[]No

[]No
[]No
[]No

[] Not Sure
[] Not Sure

[] Not Sure
[] Not Sure
[] Not Sure
[] Not Sure
[] Not Sure

[] Not Sure
[] Not Sure

[] Not Sure

[] Not Sure
[] Not Sure

] Not Sure

2)

3)
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TB Questionnaire

Name of Child Date of Birth

Organization administering questionnaire Date

Tuberculosis (TB) is adisease caused by TB germs and is usually transmitted by an adult person with active TB lung
disease. It is spread to another person by coughing or sneezing TB germsinto the air. These germs may be breathed in by
the child.

Adults who have active TB disease usually have many of the following symptoms: cough for more that two weeks duration,
loss of appetite, weight loss of ten or more pounds over a short period of time, fever, chills and night sweats.

A person can have TB germsin his or her body but not have active TB disease (thisis called latent TB infection or LTBI).
Tuberculosisis preventable and treatable. TB skin testing (often called the PPD or Mantoux test) is used to seeif your
child has been infected with TB germs. No vaccine is recommended for use in the United States to prevent tuberculosis.

The skin test is not avaccination against TB.

We need your help to find out if your child has been exposed to tuberculosis.

Place amark in the appropriate box: Yes No Don't
Know

TB can cause fever of long duration, unexplained weight loss, a bad cough (lasting over two
weeks), or coughing up blood. Asfar asyou know:

has your child been around anyone with any of these symptoms or problems? or

has your child had any of these symptoms or problems? or

has your child been around anyone sick with TB?

Was your child born in Mexico or any other country in Latin America, the Caribbean, Africa,
Eastern Europe or Asia?

Has your child traveled in the past year to Mexico or any other country in Latin America, the
Caribbean, Africa, Eastern Europe or Asiafor longer than 3 weeks?

If so, specify which country/countries?

To your knowledge, has your child spent time (longer than 3 weeks) with anyone who ishas
been an intravenous (1V) drug user, HIV-infected, in jail or prison or recently came to the
United States from another country?

Has your child been tested for TB? Yes  (if yes, specify date / ) No
Has your child ever had a positive TB skin test? Yes _ (if yes, specify date / ) No

For school/healthcare provider use only

khhkkkkkhhkkhhkkhhhhhkhhkhhhhhhhhhhhhhhhhhhhhhkhhhhhhhhkhhhdhhhhhkhhhdhhhhhhhhhhhhhhhdhhhhhdhhhdhdhhddhhhhdhxkdrx*k

PPD administered Yes No
If yes,
Date administered / / Date read / / Result of PPD test mm response

Type of service provider (i.e. school, Health Steps, other clinics)

PPD provider
signature printed name
Provider phone number
City County
If positive, referral to healthcare provider  Yes No

If yes, name of provider

x*x
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