St. Christopher’s Hospital for Children; Ambulatory Pediatrics/Primary Pediatrics




	Provider:_________________________________

Date:____________________________________
	Confidential Adolescent History 

12-21 yo
	Name:__________________________________

Date of Birth:____________________________

Medical Record #:________________________


Depression Screen- In past 2 weeks, how often:

     Little pleasure or interest in doing things?

     Feeling down, hopeless, depressed?

Suicidal Ideation: Y/N
Suicidal Intent: Y/N

Fighting in school/neighborhood: Y/N

Is patient safe in school/neighborhood: Y/N

Drug or alcohol use: Y/N

Interested in: Males/Females/Both/ Neither


	Assessment & Plan: Patient is at risk for: □STI □Pregnancy □Violent Injury  □Suicide






Provider Signature:______________________

Patient case reviewed and discussed with resident at time of visit. Given history of ________________________________________________, exam and assessment show _____________________________________________________________________________________________.  I agree with the plan of care to __________________________________________________________________________________________. 

·  Additions to treatment plan:__________________________________________
Attending signature:__________________________

Patient’s Zip Code: _______________      Patient Phone # (make sure it is ok to call this #):________________________

Gender: ⁯Male ⁯Female  ⁯Transgender- M2F  ⁯Transgender F2M   Ethnicity: Latino  ⁯Not Latino  ⁯Don’t Know  ⁯Declined

Race: ⁯Amer. Indian/Ak Native ⁯Asian  ⁯Black/Afr Amer ⁯Native HI/ Pac. Islander ⁯White ⁯Don’t Know ⁯Declined

Previous HIV test? ⁯Y ⁯N ⁯Don’t know ⁯Declined ⁯ Not asked

If tested previously, what were results: ⁯Pos ⁯Neg, ⁯Prelim Pos ⁯Indeterminate ⁯Don’t Know ⁯Declined ⁯Not asked
Date of last HIV test:

   # of times tested in last 2 years:

RESULTS OF TODAY’S TEST: ⁯REACTIVE ⁯NON-REACTIVE ⁯INDETERMINATE

Tested by (sign and print):_____________________________ 

Sexually Active: Y/N (if yes, are parents aware?)	


Currently worried about STI’s or pregnancy? (Y/N)





Number of sexual partners: Lifetime_____ Currently _____





Forced/pressured to have intercourse?





Birth Control Used? (Y/N)			


Consistent/Correct use? (Y/N) % of time use condoms ______





Type of birth control:  Abstinence	    withdrawal 	Condoms        


        Hormonal (Type: ________)   Other:____________ 


Pertinent GU Exam findings:








	























Studies:


GC/Chlamydia 11363/183194


Rapid HIV


Urine Pregnancy


RPR 799/012005


Hep C serology 8472/140608


Hep B serology 498/006510


HIV Serology 6449/083824


Other: 











Discussed: 


Abstinence


Parental involvement


Contraception


STD prevention


Conflict Resolution


Suicide Prevention











Meds:


Oral Contraceptives: ___________


Depo Provera


Plan B


Azithromycin


Doxycycline


Ceftriaxone


Other:





Follow up & Consults:


Adol x3802


Social Work x5449


Psych 413-3100


Urgent psych inpt


Immunology x 5284


OB/GYN 

















In past 12 months, has the patient……


Used injection drugs


Shared injection equipment


  Exchanged sex for drugs/money/or something they need


  Had sex while intoxicated or high


  Had sex with someone with unknown HIV status 


  Had sex with someone who has


       hemophilia/ transfusion/ transplant


Had sex with someone who is  transgender


NO RISK IDENTIFIED








Risk Factors (check all that apply):


Had vaginal or anal sex with a male


Had vaginal or anal sex with a female


Had oral sex with a male


Had oral sex with a female


In past 12 months, has the patient……


Had sex without using a condom


Had sex with a person who is an IV drug user


Had sex with an MSM (“Male who has sex with males”)


Had sex with a sex worker/prostitute


Had sex with an anonymous partner


Had sex with someone who is HIV+     








*THIS LOWER SECTION IS REQUIRED FOR RAPID HIV











