Pa re nt of Te e n Please answer these questions about your child.
Skip any questions that you cannot answer or that do not apply.

Well Check Questionnaire Your answers will help us provide you and your child with the best possible care.

Do you have any questions or concerns that you would like to discuss with your teen’s doctor? = O Yes O No
If yes, please describe:

NUTRITION
1. Do you offer your child fruits or vegetables with most meals and snacks? ............... O No O Yes
PHYSICAL ACTIVITY
2. Do you limit your child’s screen time (TV, video games, computer, smartphone, other) to

110 2 hours perday?. ..o O No OYes
3. Do you have rules about which websites your child can visit?.......................... O No O Yes
DENTAL HEALTH
4. Does your child see a dentist at leasttwice ayear? ... O No OYes
TUBERCULOSIS
5. Has your child had close contact with anyone who had tuberculosis (TB) or who has had a

positive TB skin test? . .. ... OYes ONo

6. Was your child born in a country at high risk for tuberculosis (including countries in South
America, Central America, Africa, Asia [except Japan], Eastern Europe, Russia, and
surrounding areas), or has anyone in your household (including your child) traveled to one

of these couNtries?. . ... . O Yes O No
YOUR GROWING CHILD
7. Does your child typically sleep for at least 8 hours each night? ........................ O No O Yes
FAMILY LIFE

8. Does your child have blood relatives who have had heart problems (heart attack, stroke, or
bypass surgery) before age 55 for men or 65 for women? This includes your child's aunts,
uncles, parents, and grandparents.. . ... O Yes O No

9. Since your child's last checkup, has your family or child experienced any major issues (such
as illness, move, job change or loss, separation or divorce, death in the family)? ......... O Yes O No
If yes, please list:

10. Have you noticed any recent changes in your child’s behavior, such as unusual anger or
irritability, withdrawal, secrecy, sadness, or problems at school?. ....................... O Yes O No
If yes, please describe:
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