Screen for Teens 
In order to help you best, we would like you to answer the questions below.  We ask that all teenagers, answer these same questions because we feel that these issues affect you’re your health and well-being.  All of the questions may not fit you.  Please leave those that do not apply blank.  Please answer the questions alone, away from your parents or friends, so that you can feel comfortable answering privately.  The questionnaire is not mandatory. If there is any disagreement with some of the questions asked, feel free to discuss it with Dr. Levine.
Your answers are a confidential part of your medical record.  However, for your safety, we are required by law to share information involving physical/sexual abuse and suicide. Every situation is individual, and we will always speak with you before sharing any of this information.
	1. Do you get some exercise at least 3 times a week?          
	Yes
	Sometimes
	No

	2. Do you wear a seat belt?
	Yes
	Sometimes
	No

	3. Do you wear a helmet when you  bike, skate, or use an ATV?
	Yes
	Sometimes
	No

	4. Do you use a sun block of at least SPF 30 to protect your skin?
	Yes
	Sometimes
	No

	5. Do you watch TV, play video games, use computer for 2 or more hours on most days? 
	No
	Sometimes
	Yes

	6.  Do you skip breakfast?
	No
	Sometimes
	Yes

	7. Do you eat fast food or take out foods more than twice a week?
	No
	Sometimes
	Yes

	8. Do you eat 5 servings of fruits and vegetables per day?
	Yes
	Sometimes
	No

	9. Do you exercise for more than 30 minutes per day?
	Yes
	Sometimes
	No

	10. Do you go to school regularly?
	Yes
	Sometimes
	No

	11. Have your grades changed in any way lately?
	No
	Sometimes
	Yes

	12. Do you ever use laxatives or throw up on purpose after eating?
	No
	Sometimes
	Yes

	13. Do you smoke cigarettes or chew tobacco?
	No
	Sometimes
	Yes

	14.Do you drink alcohol?
	No
	Sometimes
	Yes

	15. Have you ever tried drugs (pot, cocaine, injections, pills)?
	No
	Sometimes
	Yes

	16. Do you or anyone you live with own or carry a gun?
	No
	Sometimes
	Yes

	17. Do you eat dinner with your family at least twice a week?
	Yes
	Sometimes
	No

	18. Do you feel safe in your school/ workplace ?
	Yes
	Sometimes
	No

	19.  Do you have any financial worries or concerns?
	No
	Sometimes
	Yes

	20.  Do you have regular household chores/responsibilities?
	Yes
	Sometimes
	No

	21. Have you ever been tested for sexually transmitted disease (gonorrhea, chlamydia, syphilis, herpes)?
	No
	
	Yes

	22. Are you or do you ever wonder if you are gay, lesbian, bisexual, or transgender?
	No
	Sometimes
	Yes

	23. Have you ever had sex ?
	No
	
	Yes

	24.  Are you currently using birth control ?
	Not applicable
	Always
	Sometimes

	25. Are you planning a pregnancy—or do you think you may be pregnant?
	No
	Uncertain
	Yes

	26. Do you ever feel extremely sad or hopeless?
	No
	Sometimes
	Yes

	27.  Have you ever thought about killing yourself?
	No
	Sometimes
	Yes

	28. Have you ever been physically or sexually abused or mistreated by anyone (kicked, hit, pushed; forced or tricked into having sex, touched on your private parts)?
	No
	
	Yes

	29. Do you feel safe in your home?
	Yes
	Sometimes
	No

	30. Do you feel afraid in any of your relationships?
	No
	
	Yes
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