Patient’'s Name

DO‘_B /

Assessment Date /

Lead (ages 6 — 72 months):

andatory questions

Yes No Unsure

Does the child live in or regularly v
could include a daycare center, hoe of a baby sitter, or a relative.)

sit a house/apartment built before 19507 This

recent or ongoing remaodeling?

Does the child live in or regularly vfsit a house/apartment built before 1978 with

Does the child have a sibling or a

laymate that has, or did have lead poisoning?

Lead (ages 6 ~ 72 months):Qptional questions

Yes

No

Unsure

Does child|live near or visit with some
plant or other industry that could relea
welding, construction, or pottery maki
Does your child frequently come in co

g:cr':stmr:ti'pnI welding, pottery, etc.)

)ne who lives near a lead smelter, battery recycling
e lead or has a hobby which uses lead such as
? .

tact with an adult who works with lead

Have you ever been told that your chil

i has low iron?

Does your|child live in or regularly visi

a house( or daycare facility) built before 19607

Does your family use pottery ware or |

ad crystal for cooking, eating or drinking?

Has child been seen eating paint chip

, crayons, or soil/dirt?

Is child given any home or folk remed
Azarcon, Greta, Paylooah)?

es that may contaln lead (may include moonshine

Does your home's plumbing have leag

pipes or copper pipes with lead solder joints?

Please note: Lead level labora

Tuberculosis (Initiate @ o

e- year)

fory tests are mandatory at 12 and 24 months.

Yes No Unsure

Has child been in close contact with

person with infectious tuberculosis?

Does child have HIV infection or con#dered at risk for HIV infection?

Is child foreign born (especially if borr] in Asia, Africa or Latin America), a refugee, or an
Immigrant?

Is child in contact with the following individuals? HIV infected, homeless, nursihg home

residents, Institutionalized or incarcer

ated adolescents or adults, illicit drug users, or

migrant farm workers?

Does child have a depressed immun
disease?

system, either because of disease or treatment of

Does child live in an established *hig

risk for tuberculosis” community or area?

Cholesterol (Initiate @ two

- years)

Yes

No

Unsure

Does child have risk factors for futurd
obesity, or Diabetes Mallitus?

coronary disease such as physical inactivity,

Is there a family history (parents and
vascular disease below age 557

grandparents) of coronary or peripheral

Is there & family history (parents and

grandparents) of elevated blood cholesterol?

=
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Develgpmental Milestones Checklist *

- Child’s Name

DOB

O Sings a song
0 Draws person with three parts

O Distinguishes fantasy and reality
O Gives first and last name

0 Builds 10'block tower
O Hops on one foot
0 Throws overhand ball

Date Signature

O Dresses self without help 0 Draws person with head, arms and legs

O Leamns address and phone number
O Can count on fingers
0O Copies triangle or square

O Recognizes most letters and can print some
0O Plays make-believe

Date Signature

O Ties his/her own shoes

(1 Dresses self completely without help

O Catches 4 small bouncing ball, such
as a tennis ball, with only one hand

0 Can tell age correctly
(I Repeats at least four numbers in a proper sequence
O Skips on both feet

O School adjustment
O School performance
(0 Family

0 Fends
0 Activities outside of school

Date Signature

11-21 Years SR
O Sexual development and behaviors
(abstinence, STD prevention, BC)
O Tobacco/Alcohol/Substance/Anabolic
O Body image and dieting patterns
(0 Emotional, physical and sexual abuse

steroid use/avoidance

"0 Emotional (Depression, Anxiety)

[ School/Work problems
0 Peer relatioqships
0 Family relationships

Date Signature

Reference: Bright Futures

*Note: This resource is nota xtandardizedi validated screcning tool.
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A Survey From Your Healthcare Provfder — PSC-Y

Name

DOB

Date

Please mark under the heading that best fit

5 you or circle Yes or No

Never O

Sometimes 1

Often 2

1. Complain of aches ot pains

2. Spend more time alone

3. Tire easily, little energy

4. Fidgety, unable to sit still

5. Have trouble with teacher

6. Less interested In school

7. Actas if drjven by motor

8. Daydream too much

9. Distract easily

10. Are afrald of new situations

|

11. Feel sad, unhappy

12, Arelrritable, angry

13. Feel hopeless

1k

14. Have trouble concentrating

15. Less interested in friends

16. Fight with other children

17. Absent from school

18. School grades dropping

19. Down on yourself

20. Visit doctor with doctor finding nothin

h wrong

21. Have trouble sleeping

22. Worry a lot

23. Want to be with parent more than beféqre

24, Feel that you are bad

25. Take unnecessary risks

26. Get hurt frequently

27. Seem to be having less fun

28, Act younger than children your age

29. Do not listen to rules

30. Do not show feelings

31. Da not understand other people's feell

32. Tease others

33, Blame others for yaur troubles

34, Take things that do not belong to you

35. Refuse to share

36. During the past three months, have yqg

u thought of killing yourself?

Yes

Ne

o EEE RN

37. Have you ever tried to kill yaurself?

Yes

No

FOR OFFICE USE ONLY
Plan for Follaw-up [] Annualscreening [_] Return |

Soutce Pediatric Symptomn Cnechlist = Youth Repsort (PSC-Y) 3 1999 Mg

[ Parent declined [ Already

sit w/ PCP
n treatment

ihacl Jellnck MD

([J Refarred to counselor
(] Referred ta ather professional

]

LTS
[
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PHQ-9: Modified for Teens

Name: Clinician: Date:

past two weeks? For each symptom put an “X” in the box beneath the answer that best

Instructions: How often have|you been bothered by each of the following symptoms during the
describes how you have been #zeilng.

(0) (1) 2 (3)
NotAtAll | Several | MoreThan Nearly

: Days Halfthe | Every Day
Days

1. _Feeling down, depressed, irritabld, or hopeless?
2._Little interest or pleasure in doingthings?
3. Trouble falling asleep, staying asleep, or sleeping too
much?
4. Poor appetite, weight loss, or ovefeating?
5. Feeling tired, or having little energy?
6. Feeling bad about yourself - or fegling that you are a
failure, or that you have let yoursqf or your family
down?
7. Trouble|concentrating on things like school work,
reading, or watching TV?

8. Moving or speaking so slowly that other people could
have naticed?

Or the opposite - being so fidgety or restless that you
were moving around a lot more than usual?

9. Thoughts that you would be better off dead, or of
hurting yourself in some way?

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?

[] Yes [ ]No

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to
do your work, take care of thingd at home or get along with other pe0ple‘? -

[ ] Not difficult at all [ ] Semewhat difficult [ ] Very difficult [ ] Extremely difficult
Has there been a time in the past month when you have had serious thqugts tending oulie? i
Yes 0 . oy
Have you EVER, in yur WHOLE LIFE, tried to kill yourself or made a suic
Yes No 1

*Wf you have had thoughts that ou would be better off dead or f huing youeifime wa v, '
please discuss this with your Health Care Clinician, go to a hospital emergency room or call 911.

ide attempt?

Office use only: Sevlerity score:

Modified with permission by the GLAI-PC team from the PHQ-9 (Spitzer, Williams, & Kroenke, 1999), Revised PHQ-A (Johnson,
2002), and the CDS (DISC Developmept Group, 2000) :

Use with Permission. Guidelines for Adolescent Depression in Primary Care. Version 2, 2010. 71




PATIENT NAME:

DOB:

DATE OF SERVICE:

The CRAFFT+N Questionnaire

To be completed by patient
Please answer all questions honestly:

your answers will be kept confidential.

During the PAST 12 MONTHS, on how many days did you:

1 Drink iﬁﬁgg?_;ﬂjan@ few sips of:beer, wine, or any drirjkj
c_o’._p:tajpir)g:;a_l,co[]_t‘)_gl?.';'ﬁlfl“t “0"if none. &

2. Use ahy marijuana (we'ed, oil, or hash by smoking, vébing,
or in food) or “synthetic marijuana” (like "K2,” “Spice”)? Put

“0” if none,

3. Usq_-;aﬁ_ytﬁing;e'lse toiget-high: (like other illegal drugs,

pounter medications, and things .

prescription or over-the:

- thatyou sniff, huff, or vape)? Put *0” if none.

4. Use any tobacco or nidotine products (for example,

cigarettes, e-cigarettes, hookahs or smokeless tobacco)?

#of days

# of days

# of days

# of days

READ THESE INSTRUCTIQNS BEFORE CONTINUING:

* Ifyou put “0” in ALL of the boxes above, ANSWER QUESTION 5, THEN STOP.
* If you put “1” or higher in ANY of the boxes above, ANSWER QUESTIONS 5-1 0.

5. Have you ever ridden inja.CAR _driven«-byr-some_,cmeé(including;y0urself)
who was ‘high”-or-had be Ao

6. Do you ever use alcohol or drugs to RELAX, feel better about yourself,

or fit in?

78 DG"-you&'evéf_UQQ..a!cohdl or drugs while you are by yourself, or ALONE?

8. Do you ever FORGET tt ings you did while using alcohol or drugs?

9. Do your EAMILY:0rFRIENDS ev
your drinking-or drug use?

10. Have you ever gotten info TROUBLE while you were using alcohol or

drugs?

en using alcohol or.drugs?

er tell you .-that-;you,.shgyuld: cu,_t-‘down on

No

O B 4, O @
B, B -3 O

NOTICE TO GLINIC STAFF AND MEDIGAL RECORDS: )
The information on this page Is protectdd by special federal confidentiality rules (42 CFR Part 2), which prohibit disclosure of this
information unless autharized by specific Written consent. A general authorization for release of medical Information Is NOT sufficient.

© Jahn R. Knight, MD, Boston Children's Hosgital, 2018.
Reproduced with permission from the Qenter for Adolescent Substance Abuse Research (CeASAR), Boston Children’s Hospiltal.

For more infgrmation and versions in other languages, see www.ceasar.org
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