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Bright Futures Previsit Questionnaire
Early Adolescent Visits

For us to provide you with the best possible health care, we would like to get to know you better and know how things are going for you.
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. Thank you for your time.

What would you like to talk about today?

Do you have any concerns, questions, or problems that you would like to discuss today?

What changes or challenges have there been at home since last year?

Do you live with anyone who uses tobacco or spend time in any place where people smoke? |:|N0 |:| Yes

We are interested in answering your questions. Please check off the boxes for the topics you would like to discuss the most today.

Your Growing and Changing Body

[Testh [JAppearance or body image  [JHow you feel about yourself [ JHealthy eating
[JGood ways to be active  [JHow your body is changing  [] Your weight

School and Friends

[CYour relationship with your family ~ [_]Your friends  [_JHow you are doing in school ~ [_]Girlfriend or boyfriend
[J0rganizing your time to get things done

How You Are Feeling

[CJDealing with stress [CIKeeping under control [CJSexuality [JFeelingsad  [JFeeling anxious
|:|Feeling irritable

Healthy Behavior Choices

[Jsmoking cigarettes  []Drinking alcohol I:IUsing drugs  [JPregnancy I:ISexuaIIy transmitted infections (STIs)
[ Decisions about sex and drugs

Violence and Injuries

[Icar safety [1Using a helmet or protective gear  [JKeeping yourself safe in a risky situation [] Gun safety
|:|Bullying or trouble with other kids  [_]Not riding in a car with a drinking driver

Questions
Dyslipidemia Do you smoke cigarettes? |:| Yes |:| No |:| Unsure
Alcohol or Have you ever had an alcoholic drink? [ves o | [Junsure
Drug Use Have you ever used marijuana or any other drug to get high? |:| Yes |:| No |:| Unsure
STis Have you ever had sex (including intercourse or oral sex)? |:| Yes |:| No |:| Unsure
Anemia Does your diet include iron-rich foods such as meat, eggs, iron-fortified cereals, or beans? |:| No I:I Yes |:| Unsure
Have you ever been diagnosed with iron deficiency anemia? |:| Yes |:| No |:| Unsure
For Females Only
Anemia Do you have excessive menstrual bleeding or other blood loss? |:| Yes I:I No |:| Unsure
Does your period last more than 5 days? |:| Yes |:| No |:| Unsure

Growing and Developing

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

[]1 engage in behavior that supports a healthy lifestyle, such as eating healthy foods, being active, and keeping myself safe.
| feel | have at least one responsible adult in my life who cares about me and who | can go to if | need help.
| feel like | have at least one friend or a group of friends with whom | am comfortable.
I help others on my own or by working with a group in school, a faith-based organization, or the community.
I am able to bounce back from life’s disappointments.
11 have a sense of hopefulness and self-confidence.
11 have become more independent and made more of my own decisions as | have become older.
1 feel that | am particularly good at doing a certain thing like math, soccer, theater, cooking, or hunting. Describe:

/N

The recommendations in this publication do not indicate an
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