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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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.






Guia de Servicios Preventivos Para los Adolescentes

Cuestionario para Adolescentes Jovenes

Confidencial | (No le diremos a nadie lo que nos diga)

Archivo #
Nombre Fecha de Hoy
(Apellido) (Nombre) (Inicial) mes/dia/afio
Fecha de Nacimiento Ano/Curso Escolar Nifio o Nifia (marque con circulo) Edad
mes/dfa/afio
Direccion Ciudad Codigo Postal/Zip
Teléfono () Anunciador/Pager/Beeper ()
Codigo
¢, Cuales idiomas se hablan donde vive Ud.?
JEs Ud.?: ] Blanco ] Afro-Americano ] Asiatico/Islerio del Pacifico
(] Latino/Hispano [ ] Indigena Norteamericano L] Otro

Historia Médica

1. ;Porqué vino al consultorio hoy?

2. ;Tiene alergias a cualquier medicina?

] No [ ] Si, (nombre(s) de la(s) medicina(s): ) [1 No estoy seguro
3. ;Tiene cualquier problema con la salud?

] No [ ] Si, (problema(s): ) [] No estoy seguro
4. ;Esta tomando medicinas actualmente?

] No [ ] Si, (nombre de la medicina(s): ) [ No estoy seguro
5. ;En el ultimo afno ha consultado al dentista?..........cccccevvveviveiiiiiiiiiicccen, LI No [1Si [ Noestoyseguro
6. En el ultimo afio Ha pasado la noche en el hospital?...........ccccccoovviveivineicinnns LI No [18i [JNo estoyseguro
7. ;Alguna vez padecio cualquiera de los siguientes problemas de salud?

Si No No estoy seguro Si No No estoy seguro

Alergias o “hay fever”.......... OO O Convulsiones/Ataques........ [] O

ASINA oo OO o CANCET oo [] O

Tuberculosis (TB).............. OO O Diabetes ......cccovveevevvnnnnn, ] O O
8. Ha comenzado a tener su periodo/ 1a regla? ...........ccocovveveveveieeeiiiias L] No []Si

a. Siya comenzo Le viene regularmente (una vez al mes)?.......ccccoevevevevvvierenennnnd [ ] No []Si

b. Si es el caso, ;Cual fue el primer dia de la tltima regla?...........c.cccceveeeiiinenns Mes Dia
9. ;Alguna vez ha estado embarazada? ............ccovvviviiiiiiiiceeceeeee) [ ] No []Si
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Informacion Familiar

10. ;Con quién vive? (Marque todas que sean ciertas).

[ ] Madre [ ] Madrastra [ ] Hermanos/edades

L] Padre L] Padrastro (] Hermanas/edades

[ ] Guardian Legal (] Otro pariente adulto (1 Otra/(explique)
11. ;Tiene hermanos mayores que NO VIVEN €N CASA7........cocvvvrvrivverererererererererereeesens L]Si [JNo [ I No estoy seguro
12. En el dltimo afio Han habido cambios importantes en su familia? (Marque todas que sean ciertas),

] Matrimonios (] Alguien perdi su empleo [ ] Nacimientos (] Otros cambios

(] Separaciones [ ] Mudanzas a otros vecindarios [ ] Enfermedades graves

L] Divorcios [ ] Cambio de escuela L1 Muertes

Problemas Especificos de la Salud

13. Por favor, marque a continuacion si tiene preguntas o alguna preocupacion sobre:

L] Estatura/desarrollo L] Cuello o espalda ] Musculos o dolor en L1 Enojo o mal genio
fisico los brazos/piernas

L] Peso ] Pechos/senos ] Menstruacion o la regla ] Cansancio

[ ] Ojos/la vista [ ] Corazon [ ] Mojarse la cama (] Dificultad al dormir

L] Dificultad para L] Tos o le chilla (] Dificultad para orinar o ] Su relacion con
oir o dolor del oido el pecho hacer pipi los companeros

[ ] Catarro/moquillo L] Dolor del pecho o [] Gota del pene o la vagina [ ] Cédncer
0 las narices tapadas dificultad en respirar

L] Boca o dientes o aliento [ Dolor del estomago [ Suefio mojado I VIH/SIDA

L1 Dolores de cabeza []Vémito o nduseas  [] Piel (salpullido/espinillas) [] La muerte

L] Otro

Estas preguntas nos ayudaran a conocerle mejor. Escoja la respuesta que mejor indica lo que siente o hace.
Sus respuestas ser n vistas nicamente por su médico/enfermera y su asistente.

Comer/Peso/Cuerpo

14. ;Come Ud. frutas y vegetales cada dia? ..........ccccovviviviviiiiririreeeiccceecc, L] No [JSi
15. ;Toma Ud. leche y/o come productos lacteos cada dia? ..o, L[] No L[I1Si
16. ;Gasta mucho tiempo pensando en como adelgazar? ...........ccccocvvevevviereririrennnen, L1Si [ No

17. ;Trata de bajar de peso (evita comidas, toma pastillas, ayuna, vomita, eta) ..... ] Si [ No
18. ;Trabaja Ud, juega, o hace suficiente ejercicio como para

sudar o respirar fuerte por lo menos 3 veces por SEMaNa? ...........c.ccocevvevevereenann. L] No[] St

19. Ha perforado su cuerpo (sin incluir las orejas) o ha puesto un tatuaje? ........... L]Si [INo

La Escuela

20. ;Salir bien en sus estudios es importante para Ud.? ..........ccccooveveviivieririieinnns L] No [I1Si

21. jSalir bien en sus estudios es importante para su familia y sus amigos?............ L] No [JSi

22. ;Sus notas (calificaciones) son peores este afio ? ........cocovvvevieriiecnieesieenns (]S [JNo [J No estoy seguro
23. ;Estd saliendo mal en alguna materia ? ...........ccoooeviviviviiiiiicceceeeeeeee [L]Si [JNo [ No estoy seguro
24. ;Le han dicho que tiene dificultad en aprender? ..........ccccocovvvveveriirciceieennns [JSi [JNo

25. ;Le han suspendido de clases este afo? ........cccceiiiiiviriiiiiiiceeee e L]Si [JNo
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Los Amigos y la Familia
26. ;Conoce al menos una persona con quien puede hablar si tiene un problema?[ ] No [ Si

27. ¢ Cree Ud. que sus padres o su guardian le

escuchan y toman en serio sus sentimientos?.........ccccoovvivvveiiveceiececeeeeeenen [1No [JSi
28. ;Sus padres han hablado con Ud. sobre alcohol, drogas, y S€X0 ? ........cccoevvnnnn. [1No [JSi
29. ;Esta preocupado por problemas en su casa o en su familia ?............ccooovvvrinnnn ]St [JNo
30. ;Alguna vez ha contemplado seriamente fugarse de la casa? ........cccccoovvvvvinnnnn. L]Si [JNo
Las Armas/la Violencia/la Seguridad
31. ;Hay una pistola, rifle u otra arma de fuego en la casa donde vive ? ................. (1S [JNo
32. ;jAlguna vez ha portado una pistola, cuchillo,

palo u otra arma para protegerse?.........ooiiiceeereeeeeeee e 1S [JNo
33. ;Alguna vez ha estado en una pelea donde Ud. u otra persona fue lesionado?... ] Si [ No
34. ;Alguna vez ha tenido problemas con la policia? ..........cccoooevviviieeeriiiicieian, L]Si [JNo
3. jAlguna vez ha visto un acto de violencia en la casa, la escuela,

0 €N €l VECINAATIO? ...oviiiiiiieieiceeeeeee e L]Si [JNo
36. ;Esta Ud. preocupado por la violencia o por su seguridad? ...........cccoovvvirvririnnnnn. [1Si [JNo
37. ;Normalmente usa Ud. un casco y/o equipo protectivo cuando patina

(“roller blade,” “skateboard”, o monta a bicicleta? ...........ccoovveeeeviviciiecinns [1No [JSi
38. ;Siempre usa Ud. el cinturén de seguridad cuando monta

en un auto, vehiculo de carga, 0 camioneta? ............ccoceoeeeviviviviriiiieceeeeea [1No [JSi
El Tabaco
39. Ha probado Ud. cigarrillos o tabaco de mascar (rapé)?......ccocoeveeeevireevererennnn. [1Si [JNo
40. ;Alguno de sus mejores amigos ha probado cigarrillos o tabaco de mascar?.....[.] ST [] No
41. jAlguien con quien vive Ud. fuma cigarrillos/puros o usa tabaco de mascar?...[ ] Si [] No
El Alcohol
42. ;Alguna vez ha probado Ud. cerveza, vino, u otro licor

(fuera de propositos religios0S)? ....oviieveriieiiieereiereeeeee e (]S [JNo
43. ;Alguno de sus mejores amigos ha probado cerveza, vino, u otro licor

(fuera de propositos Teligios0S)? ....oiiieveviiieieeeereeeeee et (]S [JNo
44. ; Alguna vez ha estado en un veh culo cuando el motorista ha estado

tomando drogas, cerveza, vino, U otro licor? .........ccovvvviiiiiiicceeeeeeeee L1Si [INo
45. ;Hay alguien en su familia que toma tanto que le preocupa?.........ccoevvvviirnnnnen. (]St [INo
Las Drogas
46. ;Alguna vez ha tomado sustancias para elevarse, para

mantenerse despierto, calmarse, 0 para dormir?............cceoeveviviriririreeieeeieeenas (181 [JNo
47. ;Alguna vez ha usado marijuana

(hierba, pasto, marfa, mota, “refer, 0 POt™)?...ccccvvviierieiieeeee e L]Si [JNo
48. ;Alguna vez ha usado otras drogas como la coca na,

la metanfetamina “speed”, LSD, hong0oS.7 .......ccvvvvviiieviiieiecceceee v, 1S [JNo
49. ;Alguna vez ha inhalado sustancias: pintura, “white-out”,

gases de los pegantes 0 gomas, 8aSOlNA? ........cccoeveveveeieiiiiiieieeeeceee e [1Si [JNo
50. jAlguno de sus mejores amigos ha usado la marijuana, otras drogas o

hecho otras cosas para elevarse 0 sentirse “DIen”? .........cocovvvvvirieviiseeeeenns L]Si [JNo
1. ;jHay alguien en su familia que usa tanta droga que le preocupa? ...........ccceu.... L]Si [ No
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El Desarrollo/Relaciones Personales
2. ;Tiene novio(a) o esta saliendo con alguien?...........cccoovvveeeereveeeieeeeeeceeen, [1Si [JNo [ No estoy seguro
b3. ;Estd pensando en tener relaciones sexuales (en hacerlo, tener sexo)?............ (18 [JNo L[ No estoy seguro
54. ;Quisiera recibir informacion sobre como abstenerse

(como decir que “NO” & LENET SEX0)?. ...vivivieriiiirieeieieieeee e (JSi [JNo [ No estoy seguro
bb. ;Alguna vez ha tenido relaciones Sexuales?. .......ccccovvvivriiieicicierereiseeeeeees L]Si [JNo [J No estoy seguro
b6. ;Alguno de sus amigos ha tenido relaciones sexuales ya?.........coooveeviiiviiienes L]Si [JNo [J No estoy seguro
bT7. ;Alguna vez ha sido presionado por alguien a tener

relaciones o ha tenido relaciones cuando no qUeria? ........cccoevvevevververeennnn. L]Si [JNo [ No estoy seguro
58. ;Alguna vez un médico le ha dicho que tuvo una enfermedad

transmitida sexualmente como el herpes, la gonorrea, o la sifilis?...................... (JSi [JNo [ No estoy seguro
59. ;Quisiera saber como evitar el embarazo, el VIH/SIDA,

0 una enfermedad “VENETIeA™? ..........cccoeviiiieeieee e ]St [JNo [ No estoy seguro
Las Emociones
60. ;, Ha hecho algo divertido en las tltimas dos Semanas? .............ccccceceeveeiiviiinns L] No []Si
61. ;Cuando se pone enojado, se hace cosas violentas?..............cccoevevevieeeiiiiiiinns L] No []Si
62. ;Durante las dltimas semanas ha sentido muy triste,

desanimado, desalentado? ..........ccoviiiiiiiiiieeeee e [1No LJSi
63. ;Alguna vez ha pensado seriamente en matarse,

ha hecho un plan, o0 ha intentado matarse? ...........cccccoocevviviiieeiiiiceeees (I No LISt
64. ;Hay algo que le preocupa o teme con frecuencia?..........cococeeevereveeeeeeeinrnnnns (] No []Si
65. ;Alguna vez ha sido abusado fisicamente, emocionalmente, o sexualmente? ... ] No [ ] Si L] No estoy seguro
66. ;,Quisiera hablar con un(a) consejero(a) de algo que le preocupa?................... [JNo []Si (] No estoy seguro
Circunstancias Especiales
67. En este afio pasado, ;Ha pasado tiempo con alguien

que tiene 1a tUDETICUIOSIS? .......cvovieiiiveeicece e L]Si [IJNo [J No estoy seguro
68. En este afio pasado, ;Ha pasado la noche en un albergue,

la cdrcel, o un centro detencion jJuvenil? ...........cccooovveeeeiiiieeieeees 1St L] No
69. ;Alguna vez ha vivido con padres de crianza, o en una casa juvenil?.................. ]St L] No
Si Mismo
70. ;Cuales dos palabras describen mejor a Ud.? 1) 2)
71. ;Que quiere hacer cuando sea adulto?
72. Si podrian concederle tres deseos, cuales serian?

1Y)

2)

3)

Febrero, 1998
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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

Middle-Older Adolescent Questionnaire

(] L]
[ c on f | d entia I ] (Your answers will not be given out.) Chart #
Name Date

Last First Middle Initial

Date of Birth Grade in School Year in college Sex: Male Female Age
Address City Zip
Phone number where you can be reached Pager/beeper number
What languages are spoken where you live? Race

Medical History

1. Why did you come to the clinic/office today?
2. Do you have any health problems? []Yes []No Problem(s)
3. Did you have any health problems in the past 12 months? []Yes [JNo Problem(s)
4. Are you taking any medicine now? []Yes [JNo Name of medicine
For Girls
5. Date when last period started Are your periods regular (monthly)?............ [ONo [Yes
6. Have you had a miscarriage, an abortioﬂ?r(l)tli1 live birth iI[iattfle past 12months? ......... ..o i dYes [No

Specific Health Issves

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

[ Height/weight ] Mouth/teeth/breath [ Frequent or [ Trouble sleeping
[ Blood pressure [ Neck/back painful urination [ Feeling tired a lot
(] Diet/food/appetite [] Chest pain/trouble 0 Discharge from penis (] Cancer

[J Future plans/job breathing or Va.glna (] Dying

[ Skin (rash, acne) [J Coughing/wheezing L Wetting the bed ) [ Sad or crying a lot
[J Headaches/migraines [J Breasts L Sexual org.ans/gerfltals ] Stress

[J Dizziness/fainting [] Heart LJ Menstruation/periods [J Anger/temper

0 Eyes/vision [J Stomach ache ) Wet flreams [ Violence/personal safety
(] Ears/hearing/ear aches [] Nausea/vomiting (] Physical 0% sexual abuse (] Other (explain)
J Nose [J Diarrhea/constipation [] Masturbation

[ Lots of colds [J Muscle or joint pain [ HIV/AIDS

in arms/legs

Health Profile

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.

Eating/Weight
8. Are you satisfied with your eating habits?. ...........c i i ] No [ Yes
9. Do YOU BVET €At 1 SECTOE Y . . o vttt ettt e O Yes ] No
10. Do you spend a lot of time thinking about waystobe thin? ........... ... ... . i, (] Yes [ No
11. Inthe past year, have you tried to lose weight or control your weight by vomiting,
taking diet pills or laxatives, or starving yourself?. ....... ...t e e [ Yes [INo
12. Do you exercise or participate in sport activities that make you sweat and breathe hard for
20 minutes or more at a time at least three or more times during the week?.............................. ] No [ Yes
School
13.  Are your grades this year worse than 1ast year? . . ..........o ittt (] Yes [ONo [ Not in school
14. Have you either been told you have a learning problem or do you think you have a learning problem? . ........... (] Yes [INo
15.  Have you been suspended from school this year?. .. ... ..o, (] Yes [ONo [ Not in school
Friends & Family
16. Do you have at least one friend who you really like and feel you can talk to?. ............................. ] No [ Yes
17. Do you think that your parent(s) or guardian(s) usually listen to you and take your feelings seriously? ...... [ No [ Yes
18.  Have you ever thought seriously about running away from home?................ ... ..., (] Yes [JNo [ Not sure
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20.
21.
22.
23.
24.

25.

26.
26.
28.

56.
57.
58.

59.
60.

61.

Weapons/Violence /Safety

Do you or anyone you live with have a gun, rifle, or other firearm? ............ ... ... ... ..o il ] Yes
In the past year, have you carried a gun, knife, club, or other weapon for protection?...................... [ Yes
Have you been in a physical fight during the past 3 months? ....... ... . i (] Yes
Have you ever been in trouble with the Iaw? . ... ...t i e e [ Yes
Are you worried about violence or your safety? .......... .. (] Yes
Do you usually wear a helmet when you rollerblade, skateboard, ride a bicycle ,

motorcycle, minibike, or ride in an all-terrain vehicle (ATV)?. .. ..ottt i [ No

Do you usually wear a seat belt when you ride in or drive a car, truck, orvan? ............................ ] No

Tobacco

Do you ever smoke cigarettes/cigars, use snuff or chew tobacco? ..ot [ Yes
Do any of your close friends ever smoke cigarettes/cigars, use snuff or chew tobacco? ...................... ] Yes
Does anyone you live with smoke cigarettes/cigars, use snuff or chew tobacco? ........................... [ Yes
Alcohol

In the past month, did you get drunk or very high on beer, wine, or other alcohol? ........................ (] Yes
In the past month, did any of your close friends get drunk or very high on beer, wine, or other alcohol? ........... [ Yes
Have you ever been criticized or gotten into trouble because of drinking? ............................... []Yes
In the past year have you used alcohol and then driven a car/truck/van/motorcycle? ...................... ] Yes
In the past year, have you been in a car or other motor vehicle when the driver

has been drinking alcohol or using drugs? . ...ttt e e (] Yes
Does anyone in your family drink or take drugs so much that it worriesyou? ............................. [ Yes
Drugs

Do you ever use marijuana or other drugs, or sniff inhalants? ............ ... ... ..o i i (] Yes
Do any of your close friends ever use marijuana or other drugs, or sniff inhalants? ........................ [ Yes
Do you ever use non-prescription drugs to get to sleep, stay awake, calm down, or get high?

(These drugs can be bought at a store without a doctor’s prescription.) ........... ... .., [ Yes
Have you ever used steroid pills or shots without a doctor tellingyouto? ............ ... ...t [ Yes
Development

Do you have any concerns or questions about the size or shape of your body,

OF YOUT PRYSICAl PPEATAIICET. . . o\ vttt ettt et ettt ettt e e e e e [ Yes
Do you think you may be gay, lesbian, or bisexual? .......... ..o i (] Yes
Have you ever had sexual intercourse? (How old were you the first time? ) ] Yes
Are you using a method to prevent pregnancy? (Which: ) R ] No

Do you and your partner(s) always use condoms when you have sex? .. .........ovvivriiriinennennanns [ No

Have any of your close friends ever had sexual intercourse? .............c..ouvviriviiiiiienieenneennn.. [ Yes
Have you ever been told by a doctor or nurse that you had a sexually transmitted infection or disease? ...... [ Yes
Have you ever been pregnant or gotten someone pregnant?. .............c..oviiiiiteiiiieeenniinee... (] Yes
Would you like to receive information or supplies to prevent pregnancy or sexually transmitted infections? . . . [] Yes
Would you like to know how to avoid getting HIV/AIDS?. . ... o e []Yes
Have you pierced your body (not including ears) or gotten a tattoo?. .............cooviiiiiiiiiiiiii i [ Yes
Emotions

Have you had fun during the past two weeks? ... i i e ] No

During the past few weeks, have you often felt sad or down or as though you have

nothing t0 100K forward t07. . .. ...ttt i e [ Yes
Have you ever seriously thought about killing yourself, made a plan or actually tried to kill yourself? ........ ] Yes
Have you ever been physically, sexually, or emotionally abused?.............. ..., ] Yes
When you get angry, do you do violent things? . ... e []Yes
Would you like to get counseling about something you have on your mind?....................... ... ..., []Yes
Special Circumstances

In the past year, have you been around someone with tuberculosis (TB)?. ..o, ] 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 home? ......... ..ot [ Yes

What four words best describe you?

[ No
] No
[ No
] No
[ No

[ Yes
[1Yes

[ No
I No
[ No

1 No
[ No
1 No
[ No

I No
[ No

[ No
[ No

[ No
[ No

O No
1 No
J No
[ Yes
[ Yes
O No
O No
I No
J No
[ No
CNo

[1Yes

O No
I No
[J No
[ No
O No

[ No
[ No
[ No

(] Not sure

(] Not sure

(J Not sure
(J Does not apply

] Not sure
(] Not sure

(] Not sure

(] Not sure
(] Not sure
[ Not sure
(] Not active
[ Not active
] Not sure
(] Not sure
(] Not sure
[J Not sure
[ Not sure
[ Thinking about it

] Not sure

(] Not sure

1 Not sure

If you could change one thing about your life or yourself, what would it be?

What do you want to talk about today?

© 1997 American Medical Association all rights reserved 97-892:1.2M:11/97



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.






Guia De Servicios Preventivos Adolescentes

Cuestionario Mayores Para Adolescentes

Confidencial |(No le diremosa nadie lo que tdi nos digas) Expediente #
Nombre (apellido) (nombre) (inicial delsegundo nombre) Fecha
Fecha de nacimiento Ao Escolar _ Afio Universitario Sexo: [0 Hombre [0 Mujer Edad___
Direccion Ciudad Area Postal
Teléfono donde te podemos llamar Beeper
¢QuEé idiomas se hablan en tu hogar? Raza

Historial Médico

1. ;Por qué viniste hoy a la clinica/oficina?
2. ;Tienesalgun problemade salud? [0Si [ No Problema(s)
3. ¢Hastenido algtin problema de salud en el afio pasado? OSi ONo

4. ;Estastomando alguna medicinaahora? O Si 0 No Nombre de la medicina

Para Mujeres Jovenes
5. ¢Cudl fue el primer dia de tu Ultima regla? ¢ Te viene la regla regularmente cada mes? .................. ONo 0OSi
6. ¢Hastenido un aborto (natural o provocado) o has tenido un hijo en los ultimos 12 meses? ...........ccccvevennee. O si O No

Sobre La Salud

7. Si tienes alguna pregunta o preocupacion sobre alguno de los siguientes temas, marcalos.

O Estatura/peso O Tos/te silba el pecho 0 Eyaculas cuando suefias
00 Alta o baja presion O Senos (el busto) (el despertar mojado)
0 Dieta/comida/apetito 0 Corazén 0 Abuso fisico o sexual
O Planes para el futuro/trabajo 0 Dolores de estomago O Masturbacion
O Piel (sarpullido, acné) O Nausea/vomitos O VIH/SIDA
O Dolores de cabeza/migrafias 0 Diarrea/estrefiimiento 0 No duermes bien
0 Mareos/desmayos O Dolor muscular o en 0 Cansancio todo el tiempo
O Ojos/visién las articulaciones O Céncer
0 Oidos/dolor de oidos 0 Orinas frecuentamente o tienes 0 La muerte
O Nariz dolor al orinar O Triste o lloras mucho
0 Muchos catarros (0 Secrecion del pene o de la vagina O Estrés
0 Boca/dientes/aliento 0 Te orinas en la cama O Enojo/mal humor
0 Cuello/espalda O Organos sexuales/genitales O Violencia/seguridad personal
0 Dolor de pecho/dificultad al O Menstruacion/regla
respirar

O

Otros (explica)

Tu Salud

Estas preguntas nos ayudaran a conocerte mejor. Escoge la respuesta que mejor describe lo que sientes o haces.
Tus respuestas s6lo las repasan el doctor y su asistente.

Dieta/Peso
8. (Estas satisfecho con tus habitos alimenticios?..........ccccvvvveeriiieiievie v, ONo O Si
9. ;Comes a escondidas 0 en secreto de vez en cuando?..........ccoeeeeeevveciveeeneenne, OSi O No
10. ;Te pasas horas pensando en cOMO bajar de PesO? .......cccevveveveervrierieeseeeens OSi O No
11. En el afio pasado, ;trataste de bajar o controlar tu peso haciéndote vomitar,

usando pastillas, laxantes o purgantes, o dejando de comer?..........ccocvevvevveeneaee. Osi O No
12. ;Haces ejercicios o participas en actividades deportivas tres veces 0 mas durante

la semana que te hacen sudar y respirar fuerte y que duran 20 minutos? .......... ONo O Si
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Escuela

13. ;Tus notas de este afio son peores que las del afio pasado? ..........cccceevveeeeveiieiececnenn, Osi O No
14. ;Te han dicho o piensas que tienes problemas para aprender? .........coceevevevieieereenenn Osi O No
15. ;Te han suspendido de clases en la escuela este afio?...........cccevvvveeeerevesieericne e, OSi O No

Amistades y Familia

16. ;Tienes un amigo a quien estimas mucho y con quien puedes hablar de todo? ............. ONo 0OSi
17. (Piensas que tus padres o tus guardianes te escuchan usualmente y te toman

TUS SENTAMIENTOS BN SEHIO? ...vv.vveeeesieeieetee e sie ettt sre e e ONo 0O Si
18. ;Alguna vez has pensado seriamente en escaparte de tu €asa?.........ccvevevvrververieserenenn, Osi 0O No

Armas/Violencia/Seguridad
19. ;Alguna de las personas con quien vives ti mismo tiene una pistola, rifle, 0 alguna

Otra armMa 08 TUBGO? ......vevireeeiieiisier e OSi O No
20. ¢Has portado una pistola, navaja, garrote o alguna otra arma para protegerte

€N 10S UIIMOS 12 MESES? .....veeeeeieieeieeiesie ettt e sre et neeneene e OSsi 0O No
21. ;Hastenido alguna pelea fisica en 10 GMIMOS 3 MESES? .....vevveiveiveciiieie e, Osi O No
22. ;Hastenido problemas conIaley? .........cccoveveiiiiiiccce e Osi O No
23. (Te preocupa la violencia 0 tu Seguridad? ..........ccceviiicicic i, Osi O No
24. ;Usas un casco cuando montas en patines, patineta, bicicleta, motocicleta, miniciclo,

TrIMOLO 0 AIENEIO? ...ttt ettt ONo 0O Si
25. ¢Usas el cinturon de seguridad cuando viajas en carro, camion, o camioneta? ............... ONo 0O Si
Tabaco
26. (Fumas cigarrillos/puros, masticas tabaco, 0 usas “SnUff?” ..........ccevvveievc i OSi O No
27. Alguno de tus amigos fuma cigarrillos/puros, mastica tabaco, o usa “snuff?”................ OSi O No
28. ;Alguna de las personas con quien vives fuma cigarrillos/puros, mastica tabaco,

O USA “SNUTE?” L.t et sbe e st re e re et Osi O No
Alcohol
29. El mes pasado, ;tuviste una borrachera con cerveza, vino, o alguna otra

DebIda AICONALICA? ... ..o OSi 0O No
30. El'mes pasado, ;alguno de tus mejores amigos tuvo una borrachera con cerveza,

vino, o alguna otra bebida alcohOlica? ..............coveveiicici e OSi O No
31. ¢Alguna vez te han criticado o has tenido problemas porque tomas? ...........cccccecveeenee. Osi O No
32. ;Bebiste alcohol este afio pasado, y después manejaste un carro, camion,

CaMIONEta 0 MOLOCICIETA? .........cuviviieieiiecce e OSi ONo
33. (Estuviste en un carro o algiin otro vehiculo este afio pasado, en el cual el chofer

estaba bebido 0 habia usado drogas? ..........ccceeveeeieie i Osi O No
34. Te preocupas por alguno de tu familia que toma mucho o usa drogas? ............ccceeeeeens Osi O No
Drogas
35. (A veces usas marihuana u otras drogas, 0 inhalas goma o cosas parecidas? ................... OSi  ONo
36. ¢Alguno de tus mejores amigos usa marihuana u otras drogas, o inhala goma

0 0SS PANECIAAS? ©..vvevveveiieeeeite ittt ste et be et be e e re e be e e e b e s re e e e OSi ONo
37. (Alguna vez has usado medicinas sin receta médica para poder dormir,

estar despierto, calmarte, 0 pONerte eN ONAa? .........cccoveveveeriveiieecece e OSi ONo

(Medicinas que se pueden comprar en cualquier farmacia, sin receta médica)
38. ;Has usado esteroides en pastilla 0 como inyeccion sin receta medica? ..............ccoeueneee OSi ONo
Desarrollo
39. (Te preocupa o quieres mas informacion sobre la forma o tamafio de tu cuerpo,

0 tU APANIENCIA ISICAY ... OSi  [ONo
40. ;Crees ser homosexual, leshiana, 0 DISEXUAI? ............ocvviiiiiiiiicec e, OSi  ONo
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] No estoy en
la escuela

[ No estoy en
la escuela

[ No estoy seguro(a)

0 No estoy seguro(a)

[ No estoy seguro(a)

[ No estoy seguro(a)

O No aplica

[J No estoy seguro(a)

[ No estoy seguro(a)

O No estoy seguro(a)

O No estoy seguro(a)
O No estoy seguro(a)



41. ;Has tenido relaciones SEXUAIES? ...........cvviiieiieiieiesiecie e OSi O No O No estoy sequro(a)
¢Cuantos afios tenias la primera vez?

42. ;Estés usando algiin método para prevenir el embarazo? .............cccevevveverveiinnnnn, ONo OSi O No tengo relaciones
¢Cual?
43. ;Usas condones cuando siempre tienes relaciones sexuales con tus pareja(s)? ............ ONo OSi [ No tengo relaciones
44. ;Alguno de tus mejores amigos ha tenido relaciones sexuales? ...........coccevvevverrenenn, OSi O No O No estoy seguro(a)
45. (Te ha dicho alguna vez algin doctor o enfermera que tienes una enfermedad o
infeccidn que se transmite SEXUAIMENTE? ...........ccoevviiiiierie e OSi O No O No estoy seguro(a)

46. ;Has estado embarazada alguna vez, o has sido tu el que embaraz6 a alguna joven? .. 0 Si [0 No [ No estoy seguro(a)
47. ;Quieres informacion o cosas que te ayuden a evitar embarazos, o infecciones

transMItidas SEXUAIMENTE? ........cveiveie e s OSi O No O No estoy seguro(a)
48. ;Quieres saber como evitar contraer el virus del VIH/SIDA? ..........cccoovevviveienene. OSi O No O No estoy seguro(a)
49. Te has perforaste (excluyendo las orejas) o recibiste alguin tatuaje en el cuerpo? ....... OSi 0No O Lo estoy pensando
Emociones
50. ;Te has divertido en 1as UltIMas dOS SEMANAS? .........ccveevereiieeiiee e s e sreeesreeens ONo OSi
51. Durante las Ultimas dos semanas, ;te has sentido triste con frecuencia,

0 desganado, 0 como si no tuvieras nada que buscar en lamafiana? ....................... OSi ONo
52. Alguna vez has seriamente pensado en el suicidio, hecho planes para hacerlo, o

tratado de MALAIE? ........eeeeie e e e OSi ONo
53. ;Alguna vez te han abusado fisicamente, sexualmente, 0 emocionalmente? ............. OSi 0O No O No estoy seguro(a)
54. (Haces cosas violentas cuando t€ BNOJAS? ..........ccverveveirirereeieee e OSi ONo
55. ;Deseas tener una consulta profesional sobre algo que te estd molestando? .............. OSi 0O No O No estoy sequro(a)

Circunstancias Especiales

56. En los tltimos 12 meses, ;estuviste con alguien que tiene tuberculosis?................... OSi 0O No O No estoy seguro(a)
57. (Te has quedado alguna noche en un refugio para desamparados, carcel,

O PIASION JUVENIT? ... e OSi ONo
58. {Has vivido en un hogar adoptivo 0 una casa para grupos de jovenes? .................... OSi ONo

Sobre Tu Persona

59. ;Cuéles son las cuatro palabras que mejor describen como eres?
60. Si pudieras cambiar algo en tu vida, 0 en tu persona, ;qué cosa cambiarias?

61. ¢De qué cosas quieres hablar hoy?
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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 Recommen-
dations Monograph is also included for your information and reference. The question-
naires 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

Parent/Guardian Questionnaire

Confidential (Your answers will not be given out.)

Date

Adolescent’s name Adolescent’s birthday Age
Parent/Guardian name Relationship to adolescent

Your phone number: Home Work

Adolescent Health History

1. Isyour adolescent allergic to any medicines?
[(JYes [JNo If yes, what medicines?

2. Please provide the following information about medicines your adolescent is taking.
Name of medicine Reason taken How long taken

3. Has your adolescent ever been hospitalized overnight?
CJYes [dNo If yes, give the age at time of hospitalization and describe the problem.
Age Problem

4. Has your adolescent ever had any serious injuries?
OYes [ONo If yes, please explain.

5. Have there been any changes in your adolescent’s health during the past 12 months?
OYes [ONo If yes, please explain.

6. Please check (»#) whether your adolescent ever had any of the following health problems:
If yes, at what age did the problem start:

Yes No Age Yes No Age

ADHD/learning disability .........cccoovvivinininninne ] ] Headaches/migraines ......... OO
Allergies/hayfever ... ] ] Low iron in blood (anemia) o I
ASNMA ... U] U] Pneumonia ..., OO
Bladder or kidney infections ...........ccovevveenens ] ] Rheumatic fever or heart disease ............ .1 [
Blood disorders/sickle cell anemia ...........c.c...... 0 0 Scoliosis (curved spine) .............. o I
CANCE ..o 0 0 Seizures/epilepsy ... o I
CRICKEN POX ..ot 0 0 SEevere acne ... o I
DEPIESSION ..o 0 0 Stomach problems .................. o I
DIBDETES ..o s 0 0 Tuberculosis (TB)/lung disease.. o I
Eating diSOrder ... 0 0 Mononucleosis (MONO) ............ o
Emotional disorder ... U] U] Other: O o
Hepatitis (liver diSease) ........coovvververcrnernens 0 0

7. Does this office or clinic have an up-to-date record of your adolescent’s immunizations (record of “shots”)?
CYes [ONo [ Notsure

Family History

8. Some health problems are passed from one generation to the next. Have you or any of your adolescent’s blood relatives (parents, grandparents, aunts,
uncles, brothers or sisters), living or deceased, had any of the following problems? If the answer is “Yes,” please state the age of the person when the
problem occurred and his or her relationship to your adolescent.

Yes No  Unsure Age at Onset Relationship
Allergies/asthma Ul o o
Arthritis Ul o O
Birth defects Ul o o
Blood disorders/sickle cell anemia [ Ul U
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1]
[

Cancer (type )
Depression

Diabetes

Drinking problem/alcoholism

Drug addiction

Endocrine/gland disease

Heart attack or stroke before age 55
Heart attack or stroke after age 55
High blood pressure

High cholesterol

Kidney disease

Learning disability

Liver disease

Mental health

Mental retardation

Migraine headaches

Obesity

Seiures/epilepsy

Smoking

Tuberculosis/lung disease

I T B O -
I T T T
Ooooooooooooogooogoo

9. With whom does the adolescent live most of the time? (Check all that apply.)

[J Both parents in same household [J Stepmother

] Mother [ Stepfather

[ Father [] Guardian

(] Other adult relative ] Brother(s)/ages

nsure Age at Onset

Relationship

[ Sister(s)/ages
] Other
] Alone

10. In the past year, have there been any changes in your family? (Check all that apply.)

(J Marriage [ Loss of job
] Separation ] Move to a new neighborhood
(] Divorce ] A new school or college

Parental/Guardian Concerns

(1 Births (] Other
(] Serious illness
(] Deaths

11. Please review the topics listed below. Check(»#) if you have a concern about your adolescent.

Concern About

My Adolescent
Physical ProbIEMS ..o
Physical development

Weight ..o

Change 0f APPELITE ..o
SIEEP PALLEINS ...ttt ]
Diet/nutrition

Amount of physical aCtIVITY ..o ]

Emotional development ...
Relationships with parents and family
ChoiCe Of FHIENS ..o
Selfimage or SeIf WOIth ...
Excessive moodiness or rebellion

DEPIESSION ..ottt
Lying, stealing, or vandaliSm ...........ccoeviiinrinnneneneeeessssssssss s ]
VIOIENCE/GANGS ..vovvevrircirieie e ettt ]

12. What seems to be the greatest challenge for your teen?

Concern About

My Adolescent
GUNS/WEAPONS ...t nen
School grades/absences/dropout ............
Smoking cigarettes/chewing tobacco
DIUQ USE .o
AICONOI USE ...
Dating/parties...
Sexual behavior
Unprotected sex
HIV/AIDS
Sexual transmitted diseases (STDs)
PIEUNANCY ..ottt
Sexual identity
(heterosexual/homosexual/bisexual) ........cc.ccovvirireieierisrisrernnis ]
WOTK OF JOD 1. ]
Other: O

13. What is it about your teen that makes you proud of him or her?

14. Is there something on your mind that you would like to talk about today?

What is it?

15. Can we share your answers to Question 13 with your teen? [ Yes
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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.






Guia De Servicios Preventivos Para Los Adolescentes

Cuestionario Para Padres o Guardianes

Confidencial (No le diremos a nadie lo que nos diga)

Fecha

Nombre del adolescente Fecha de nacimiento Edad
Nombre del Padre o Guardian Su relacion con el adolescente

Su ndmero de teléfono: de casa ( ) del trabajo ( )

Historial Médico del Adolescente

1 ;Essuadolescente alérgico aalguna medicina?
OSi 0O No Si larespuesta es Si, ;a cual medicina?

2 Porfavor, diganos qué medicinas esta tomando su adolescente.
Nombre de lamedicina Razén paratomarla Cuéanto tiempo tiene toméndola

3 (Algunavez haestado hospitalizado su adolescente?
OSi O No  Silarespuestaes Si, escriba laedad que teniay explique cual era el problema.
Edad Problema

4. ;Suadolescente alguna vez se ha lastimado seriamente?
OSi O No  SisurespuestaesSi, por favor explique.
5 ¢Hanotado cambios en lasalud de su adolescente en los Gltimos 12 meses?

OSi O No  Sisurespuestaes Si, por favor explique.

6. Porfavor, marque () si su adolescente alguna vez padeci6 de alguno de los siguientes problemas de salud. Si su respuesta es Si, marque
cuantos afios tenia cuando comenzé el problesma.
i

No Edad Si  No Edad

Problemasdeaprendizaje/ADHD ............... o 0O S Doloresde Cabeza/Migrafias ..........c...ccveverennns oo @ —
AIBIGIES ..o O 0 __  FaltadeHierroenlaSangre (anemia) ............. oco
AT e O O - PUIMONIA ... oo -
Infeccién de la vejiga o de losrifiones ......... o 0O - Fiebre reumatica o enfermed del corazon ....... oo —
Enfermedad delaSangre .........cccccoovveene. oo Escoliosis (columnavertebral cunva) .............. oco
CANCEN . oo ConvulsSiones/EpIlEpsia ...........coveveererereerennn. o 0O

VANCEIA ... O O - AR e oo
DEPIESION .....ovveeveieiveieieie e e eereas o 0O R Problemas Estomacales .................cccvevenee. 0 I
DIBDELES ... oo - Tuberculosis/enfermedad del pulmon ............ oo —
Problemas Alimenticios ...........c.ceeveeeeen. O O - MONONUCIBOSIS ....vvevvve e oo -
Problemas Emocionales...............cccccueeeee.. oo - Otra(s): oco
Hepatitis (enfermedad del higado) ............. o o -

7. (Tieneestaclinicatoda lainformacion sobre las vacunas de su adolescente?
OSi 0O No [ Noestoyseguro

Historial Familiar

8  Algunos problemas de salud se pasan de generacion a generacion. ;Hay altin pariente biolégico, de su adolescente (padres, abuelos, tios, 0
hermanos), que haya tenido alguna de las siguientes enfermedades? Incluya parientes vivos y difuntos. Si la respuesta es Si,
marque cuantos afios tenia la persona cuando empez6 el problema y su relacién con su adolescente.

Si No Noestoyseguro Edad cuandoempezd Relacion con el adolescente

AlETGIaS/ASINA ... oo O I
ATTLS 1. OO0 O -
Defectosde NaCImIeNto ...........cocevereereieneienecnnen, oo O I
Enfermedad de Sangre ........ccocevvverevereeneriereeieenens oo O I
Céncer (de qué tipo ) FE— 0o O I
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Si  No Noestoyseguro Edad cuandoempezé Relacion con el adolescente

DEPIESION ...ttt eneas oo O
DIBDELES ...t OO O
Problema con labebida/Alcoholismo ...........cccccvevennine oo O
AICCIONAAIOZES .....vvvecveciece e oo O
Enfermedad del sistemaendocring ..........ccccecevveivenenns oo O
Ataques al Corazon o Embolias antes de los 55 afios ........ oo O
Ataques al Corazén o Embolias después de los 55 afios ....[1 [ O
PreSIONAIA ......c.oovveveeieeiieececc e oo O
Alto Nivel de Colesterol ..........ccccovvvevenereieieceeeeneans oo O
Enfermedad de Ios RIFIONES .........ccvevvevverieiiericieieeenas oo O
Problemas de Aprendizaje ..........cccevevevevienieiieieanennns oo O
Enfermedad del Higado ..........cccovveieieneieccicieees oo O
SaludMENtal ........ccoveviiircice e oo O
RetardoMental ..........ccoocevieiiieieicie e oo O
MIGIAIIES ...ttt OO O
OBESIAAL ... OO O
ConVUISIONES/EPIIEPSIA .......veevveveeeriesieieieireieeaeeneas oo O
FUMBE .. OO O
Tuberculosis/enfermedad del pulmén ..........ccccocveveeee oo O
9. (Con quién vive el adolescente la mayor parte del afio? (Marque todas las que sean ciertas)
O Ambos padres en la misma casa 0 Madrastra O Hermanas/edades
O Madre O Padrastro O Otra persona
O Padre 0 Guardian Legal O Solo
O Otro pariente adulto O Hermanos/edades
10. En estos ultimos 12 meses, ;han habido cambios importantes en su familia? (Marque todos los que sean ciertos.)
O Matrimonios O Alguien perdio el trabajo O Nacimientos O Otros
O Separaciones O Mudanzas a otros vecindarios O Enfermedades graves
O Divorcios O Cambio de escuela o universidad [0 Muertes

Preocupaciones de los padres o guardian

11. Por favor, fijese en los temas que le damos a continuacion. Marque (0) si tiene usted alguna preocupacion sobre algin tema
con respecto a su adolescente.

Me preocupa Me preocupa
Problemas fiSICOS ......ccvrureririririeeie s g PiStolas/armas .........coueirueireinie e O
DesarrollofiSiCO ........cveirerireeeiiriieee s O Malas notas escolares/ausencias/abandono de estudios ...... O
PESO .. g Fumar cigarrillos/mascar tabaco ..........ccoceevveeiiiiennennn O
CambiOSEN SUAPELILO ........c.eveveeeiirieiriecse e g USOAEAIOGES ... vttt O
HAEDItOS e AOMMIF ... g Uso de bebidasalconOlicas...........cooveeereeerieineiieeseesiees O
Habitos de COmMEr/NULFCION ............ceevirnicieiisiseeeieees O INOVIBZGOS/FIESEAS ...t O
Lacantidad de actividad fiSica ...........ccovrrveveenirinineninsicees g CondUCEASEXUAL .......coveeeeieiiee e O
DesarrolloemoCional ..........c.evieeiiiriincieceeeeees g Relaciones sexuales sin protecCion ............coeoververecriecrnenns O
Su relacion consus padresy familia ..........cccooveeenrrecienninnns O MHBDA s O
TipodeamigoSQUETIENE ........eoviveieieieieree e g Enfermedades Transmitidas Sexualmente .............ccoccovernennn O
AULO-ProyecCiOn 0 QULO-EStIMA ........cveueervreeieereririee s g E1emDarazo .........coeviviinii e O
Cambios exagerados de caracter o rebelion ............occcevrrienee. g Identidad Sexual (heterosexual, homosexual, bisexual) ............... O
DEPIESION ..ttt g Eltrabajo U OCUPACION .........covereeiiriiiiesieee e O
Mentir, robar, 0 vandalisSmo ...........cccocevreiniincinennn g Otra
Violencia/pandillas ..o O

12 ;Cuélesson los retos personales mas dificiles para su adolescente?

13 ;Quéloenorgullece de su adolescente ?

14.  Hoy, ;Quisiera hablarnos sobre algo en especial? ;Que?

15, ¢Nos permite mostrarle asu adolescente su respuesta a la Pregunta #13? Osi O No
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