Adolescent Health Assessment
Name______________________________          Date___________________________

Date of Birth________________________          Age____________________________

Circle any of the following activities that you enjoy already or would like to try.

Biking

swimming

dancing
power walking
jogging

Trampoline

strength training
soccer

basketball
tennis
Skating
karate

judo

volleyball
spinning
racquetball

What are your grades in school?____________________________________________
Are you happy with them?_________________________________________________

Are your parents happy with these grades?___________________________________

What level classes are in ?_________________________________________________

Have your grades changed recently?________________________________________

Do you have career plans yet?_____________________________________________

How many friends do you have?____________________________________________

Do you have a best friend?_________________________________________________

Are you dating?__________________________________________________________

Do you work? If so, what type of job do you have?

Do you have any hobbies or extracurricular activities? If so , what are they? ________________________________________________________________________

Have you ever dieted to lose weight?_________________________________________

At what age (s) ?_________________________________________________________

Have you ever binged (eaten a lot quickly and then felt out of control or bad afterward)?_____________________________________________________________

If yes, how old were you when you first binged?_______________________________

Have you ever purged to make up for overeating (vomited, took laxatives, skipped meals for a day, used diet pills)?____________________________________________

At what age did your weight problem start?__________________________________

Were there any changes at home, family, school, or with your friends that might have affected your life at or before that time?_________________________________

________________________________________________________________________

Describe your weight.  Very overweight   overweight    a little overweight      Normal
How has your weight changed in the last year?_______________________________

How much does your weight bother you?____________________________________

How does your mother affect your efforts to control your weight?

_______________________________________________________________________

How does your father affect your efforts to lose weight?

_______________________________________________________________________

Are there other relatives who affect your efforts? Please list them and explain.
_______________________________________________________________________

