SECTION H: PHYSICAL HEALTH

	H1.
Has he/she ever had any of the following problems? (For 
each problem answered “YES”, please answer the three 
additional questions to the right in the grid.)

	How old was he/she when the problem first began?


	Did he/she ever receive any treatment for this problem from a doctor?


	Has he/she had this problem in the past 12 months?



	
	YES
	NO
	YEARS OLD
	YES
	NO
	YES
	NO

	a. Learning disability

	1
	5
	__________
	1
	5
	1
	5

	b. Serious hearing, vision, or speech problem

	1
	5
	__________
	1
	5
	1
	5

	c. Motion sickness

	1
	5
	__________
	1
	5
	1
	5

	d. Persistent nightmares

	1
	5
	__________
	1
	5
	1
	5

	e. Allergies or hay fever



	1


	5


	__________


	1


	5


	1


	5



	f. Asthma



	1


	5


	__________


	1


	5


	1


	5



	g. Developmental disorders (such as autism, Asperger’s, or pervasive developmental disorder)

	1
	5
	__________
	1
	5
	1
	5

	h. Epilepsy or seizures

	1
	5
	__________
	1
	5
	1
	5

	i. Frequent high fevers (104o or higher)

	1
	5
	__________
	1
	5
	1
	5

	j. Frequent or very bad headaches or migraine headaches

	1
	5
	__________
	1
	5
	1
	5

	k. 
Heart problems

	1
	5
	__________
	1
	5
	1
	5

	l. 
Severe acne



	1


	5


	__________


	1


	5


	1


	5



	k. Skin problems other than acne (such as eczema, psoriasis)

	1
	5
	__________
	1
	5
	1
	5

	l. Serious stomach trouble (such as gastritis, ulcers)

	1
	5
	__________
	1
	5
	1
	5

	m. Venereal disease (such as genital herpes, gonorrhea)



	1


	5


	__________


	1


	5


	1


	5



	n. Any other life-threatening or seriously impairing illness?  (If YES, please describe.)



	1


	5


	__________


	1


	5


	1


	5






_____________________________



_____________________________

	H2.
How many times has he/she ever had the following experiences?


	NUMBER OF TIMES



	
a.
A head injury or concussion?

	__________

	b.
Been unconscious due to any illness or injury?

	__________

	c.
An operation that required hospitalization?

	__________

	d.
Received general anesthesia?

	__________

	e.
Been hospitalized overnight?



	__________




H3. 
Using a scale from 0 to 10 where “0” means “the worst possible health” and “10” means “the best possible health,” how would you rate his/her overall…

	
	NUMBER



	a.
…physical health?

	__________

	b.
…mental health?

	__________


H4.
Does he/she have a regular medical doctor or nurse practitioner who he/she usually visits when he/she needs routine medical care?

1. 
Yes, a doctor or nurse practitioner who specializes in young people

2. 
Yes, a general doctor or nurse practitioner who sees patients of all ages

5. 
No regular doctor or nurse practitioner

H5.
In the past 12 months, about how many visits did he/she make to each of the following types of health 
professionals about his/her physical health?  (If none, please enter “0”.)
	
	NUMBER OF VISITS



	a. A doctor, hospital, or clinic for a routine physical check-up or gynecological exam?

	__________

	b. A dentist or optician for a routine check-up or exam?

	__________

	c. A doctor, or other health professional for a non-urgent sick visit?

	__________

	d. A doctor, emergency room, or clinic for urgent care treatment – for example, because of new symptoms, an accident, or something else unexpected?

	__________

	e. A doctor, hospital, clinic, orthodontist, or ophthalmologist for scheduled treatment or surgery?  



	__________
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