Well – Visit Adolescents ages 14-18 years

Date: ____________ Name: __________________ Age/DOB: _____________
Physical Exam:
	Height:
	Weight:
	BMI:

	Temp.
	Pulse
	R
	BP

	General Appearance:
	Neck:

	Skin:
	Spine:

	Nodes:
	Lungs:

	Head:
	Heart:

	Eyes:
	Abdomen:

	Nose:
	Genitals:

	Ears:
	Extremities:

	Mouth:
	Neurological:


	Allergies:


	Medications:



	History: (Reason for visit)
	Immunizations:

UTD

DUE:

	Sexual History:

Sexually active/contraceptive use

Risk Behavior HIV/AIDS

	Social History:
School  work at or above average

Cigarette use/Smokeless tobacco use

Substance abuse(Drugs, inhalant use, ETOH use)

	Nutrition/Exercise:
Eating habits 
Sports participation

Exercise routine

	Mental Health

Depression 
Suicide risk

History of abuse, personal or witnessed


                              Anticipatory Guidance (CHECK IF COMPLETED)
	· Injury Prevention
	· Nutrition 
	· Exercise

	· Depression
	· Tobacco use
	· Sexual Activity

	· Suicide ideation
	· Substance Abuse
	· Risk Behaviors


ASSESSMENT:__________________________________________________________________________________________________________________________________________________________________________________________________________

PLAN:_________________________________________________________________________________________________________________________________________
Return Visit: ____________________________________________________________

Provider Signature: ______________________________________________________
11/06 

References from American Academy of Pediatrics and AMA Guidelines for Adolescent Preventive Services


