Waukesha Pediatric Associates Health Questionnaire

Name DOB: Date:

Grade: School:

1. Habits
a. Have you smoked in the past month? Yes No
b. Have you used chewing tobacco, snuff, or dip in the past month? Yes No
c. Have you used e-cigarettes or juuled in the last month? Yes No
d. Are you exposed to smoke at home? Yes No
e. In the past 30 days, have you had any alcohol? Yes No
f. Have you ever taken steroids or supplements to improve your performance?  Yes No
g. Any other drug use? Yes No
h. Do you wear a seat belt regularly? Yes No
i. Do you wear a bike helmet? Yes No

General Questions .
WHICH SPORTS DO YOU PLAN TO PLAY?

[ Baseball (limited-contact) [0 Gymnastics (contact) - [ Tennis (non-contact)

[J Basketball (contact) [0 Hockey (contact) O Track & Field (limited contact)

[0 Cross Country (non-contact) [J Lacrosse (contact) O Volleyball (limited-contact)

[J Diving (contact) (O Soccer (contact) [ Wrestling (contact)

[ Football (contact) [ Softball (limited-contact) [0 Other, please specify

[0 Golf (non-contact) . O Swimming (non-contact) [0 None at this time

Has a provider ever denied or restricted your participation in sports for any reason? ...........coveireeniirei O Yes [JNo

If yes, please provide further information:

Do you have any ongoing medical iSSUES OF TECENT HMINESST ...t e et st O Yes [ No
If yes, please provide further information:

HEVE YOU EVET N SUIGETYT wirorussoromsuscivsisssasivesnssossoton siosiss s 1850 ovdes i85 siasia stsn issossny 60088 58 5808818084080 HEESHHEIAPEA LS IR e e et aw S EFELTHET NSO RO PN IS SRR RS E OO PR OSSR SR PR 0003 ] Yes [ No
If yes, please provide further information:

Heart Health Questions About You .
Have you ever passed out or nearly passed out DURING or AFTER €XerCISE7 ....cccuruuiierinrinierncinieiesieeneieiens o eanens s anse i eSS AR YRS [ Yes [ No
if yes, please provide further information:

Have you ever had discomfort, pain, tightness, or pressure in your chest during eXerciSe? ..........cooiiiiiiniiii s [ Yes [ No
If yes, please provide further information:

Does your heart ever race, flutter in your chest, or skip beats (irregular beats) during exercise? ... SRS [ Yes ] No
If yes, please provide further information: :

Has a doctor ever told you that you have any heart probIEmMS? ... e e [J Yes ] No
If yes, please provide further information: :

Has a doctor ever requested a test for your heart-For example, electrocardiography (ECG) or echoCardiography? ......cceuwiessimssssssses s sesssssses O Yes [ No
If yes, please provide further information:

Do you get lightheaded or feel shorter of breath than your friends UIMNG EXETCISET ... esrsss s ssssssssssss st [ Yes []No
If yes, please provide further information: . :

HAVE YOU VS AT 18 SEIZUIET s coumsssusnsecssons s usass s ossssssmssssiosssstes 558 56850 o8 0§ ATEF A6 LTSS s VST H 0§ SO Foe RS04 Sos e RSO aa SR Sas 4 oSt st ot asa [JYes[]No

If yes, please provide further information:

Heart Health Questions About Your Family

Has any family member or relative died of heart problems or had an unexpected or unexplained sudden death before age 35 years (including drowning,
UNEXPIAINEA CAF CTASN)? .ovvvrvevierisceireiescreiessietsesis st ra i ass s a1 84 bR 8881818 R0 188 [ Yes O No
If yes, please provide further information:

Does anyone in your family have a genetic heart problem such as hypertrophic cardiomyopathy (HCM), Marfan syndrome, arrhythmogenic right ventricular cardiomyopathy
(ARVC), long QT syndrome (LQTS), short QT syndrome (SQTS), Brugada syndrome, or catecholaminergic polymorphic ventricular tachycardia (CPVT)? ........ [ Yes (O No
If yes, please provide further information:

Has anyone in your family had a pacemaker, or implanted defibrillator before the age 0f 357 ..o [ Yes[]No
If yes, please provide further information:

Complete other side--=>



Bone and Joint Questions

Have you ever had a stress fracture or an injury to a bone, muscle, ligament, joint, or tendon that caused you to miss a practice or game? .................... {JYes [ No
If yes, please provide further information:

Do you have a bone, muscle, ligament, or joint injury that bothers O — [ Yes (O No
If yes, please provide further information:

Medical Questions
Do you cough, wheeze, or have difficulty breathing dUring OF @RET EXEIGISE? .......ccoocroeereoeeoseeoeeoeoeoeoeoeeeeeeoeoeeoeoeeeoeeeeeeeoo [JYes[JNo
If yes, please provide further information:

Are you missing a kidney, an eye, a testicle (males), your Spleen, or any OtEr OTGANT ...........ivvveeeiee oo seeee s seeessesee e oo eeseeoss oo [ Yes O No
If yes, please provide further information:

Do you have groin or testicle pain or a painful bulge or hernia in the IO BTGB bsssusssivsssssinsssis siasissssissss sssosssshs sss5sssi onnsasassasass ssosasesssssssnemnssammsesesessnssessatessossss [ Yes ] No
If yes, please provide further information:

Do you have any recurring skin rashes or rashes that come and go, including herpes or methicillin-resistant Staphylococcus aureus (MRSA)?............... [JYes [ No
If yes, please provide further information:

Have you had a concussion or head injury that caused confusion, a prolonged headache, or MemMOry ProblEmMS?.........veuereceeseeeeeeesees e eseeeereeessesssrenns O Yes[JNo
If yes, please provide further information:

Have you ever had numbness, had tingling, had weakness in your arms or legs, or been unable to move your arms or legs after being hit or falling?.....[] Yes O No
If yes, please provide further information:

Have you ever become ill while EXETCISING 1N the NEAE? ...t e e e O Yes[]No
If yes, please provide further information:

Do you or does someone in your family have sickle cell EFUE OF QISEASET ....oe.oevceeeeieeieie ettt eesesere e ene s es s et s ee e oo oo [ Yes[]No
If yes, please provide further information:

Have you ever had or do you have any problems with your eyes or vision?......oovcooorooovoooooooo oo [dYes[JNo
If yes, please provide further information: g

DO YOU WOITY @DOUL YOUF WRIGNE?........oooc oo esseeeeese e ssssssses s eeeee oo eeeeseeeee e eese e oo e ees s eee e s e s oo oo [JYes [ No

Are you trying to or has anyone recommended that you gain or lose weight?...ooooooooooovorroooooo o OYes[JNo
If yes, please provide further information: ’

Are you on a special diet or do you avoid certain types of foods or food GTOUPST 1ottt sttt et et et eeseeseeesseees s een [JYes [JNo
If yes, please provide further information:

Have you ever had an @ating diSOMEI? ..................curremieereeeoeoeceressesesesesssesseeee oo SRR O Yes[]No

Do you have any concerns that you would like to discuss with your provider?..... e [JYes ] No
If yes, please provide further information:

Patient Health Questionnaire Version 4 (PHQ-4)

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Feeling nervous, anxious, or on edge 0 - Not at all 1 - Several days 2 - Over half the days . 3 — Nearly every day

Not being able to stop or control worrying 0 - Not at all 1 - Several days 2 - Over half the days 3 — Nearly every day

Little interest or pleasure in doing things 0 - Not at all 1 - Several days 2 - Over half the days 3 — Nearly every day

Feeling down, depressed, or hopeless 0 - Not at all 1 - Several days 2 - Over half the days 3 ~ Nearly every day
FEMALES ONLY )

Have YOU @VET had @ MENSIIUAI PEIIOU? ..........vceerrverrrreereir oo eeeeeeeeese e eseseeeee s e e oo e oo oo e oo oo oo e oo oo oo oo O Yes_ ONo

How old were you when you had your first menstrual period?
When was your most recent menstrual period?
How many periods have you hqd in the past 12 months?

Any concerns to discuss with your doctor? (sleep problems, acne, etc.,
please briefly describe):



