        Name:   ____________________________
       Client ID#   _________________
   Director:   ________________
        Service #_____________________                    DATE:   ___________________

CLIENTS:  PLEASE COMPLETE ALL SECTIONS ON THIS FORM.
STAFF: PLEASE REVIEW THIS FORM WITH THE CLIENT ADDING ANY MISSING INFORMATION AND USE 
THIS FORM TO COMPLETE THE ELECTRONIC PHS FORM IN CREDIBLE. 

CHILD AND ADOLESCENT PHYSICAL HEALTH SCREENING
Please list your child’s current health problems: ________________________________________________________________________________________________________________________________________________________________________________________________________________
How do these problems affect your child’s day to day life?  _________________________________________________________ ________________________________________________________________________________________________________
________________________________________________________________________________________________________
Please list your child’s current medications (including psychiatric or “nerve” medications, vitamins, herbal supplements,
and over-the-counter medications): ____________________________________________________________________________
________________________________________________________________________________________________________
Please list any allergies your child has, including medication allergies:_________________________________________________ ________________________________________________________________________________________________________
Has your child ever had any bad reactions to medications?    yes    no   If yes; when, what happened, and what 
was the medication? _______________________________________________________________________________________
________________________________________________________________________________________________________
When was your child’s last physical exam/doctor visit? Who was the doctor? What was the purpose of the visit? ________________________________________________________________________________________________________ 

Does your child have a dentist?  Who is their dentist?  When was their visit?____________________________________________

Please list the following:
Major injuries (what and when): _______________________________________________________________________________
________________________________________________________________________________________________________
Major illnesses (what and when); ______________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Operations (what and when): _________________________________________________________________________________
________________________________________________________________________________________________________
CURRENT HEALTH RISKS:  Please check all of the following that apply to you and your biological family (including parents, siblings, aunts, uncles, grandparents, etc.)

	
	Your Child
	Family
	
	Your

Child 
	Family
	
	Your
Child
	Family

	Diabetes
	
	
	Heart Disease
	
	
	Respiratory Disease
	
	

	Cancer
	
	
	Heart Attack
	
	
	Seriously overweight
	
	

	Stroke
	
	
	Mental Illness
	
	
	Seriously underweight
	
	

	Epilepsy
	
	
	Sleep Disorder
	
	
	Sexually-transmitted Diseases
	
	

	Alzheimer’s
	
	
	Thyroid Disorder
	
	
	High Blood Pressure
	
	

	Alcohol/Drug Problems
	
	
	Hep-C
	
	
	Other (specify):
	
	


NUTRITION:  Three or more “yes” responses requires a “yes” response and Clinician follow-up on the electronic PHS from in Credible
Does your child usually eat less than 2 times a day?   yes  no

Is your child on a special diet?   yes  no   If "yes," please explain:_________________________________________________ ________________________________________________________________________________________________________
Has your child ever had an eating disorder?      yes       no   If "yes," please explain: __________________________________
________________________________________________________________________________________________________

Has your child experienced more than a 10 pound weight change in the past 3 months?   yes   no

Any loss of appetite recently?   yes   no      
Does your child avoid fruits, vegetables, dairy foods?   yes   no

Please document any dental problems that are creating nutritional issues_____________________________________________
Please list any comments/concerns you have about your child’s eating patterns: ________________________________________
________________________________________________________________________________________________________
TB: Please check the applicable tuberculosis (TB) symptoms/risk factors occurring in the last 30 days:

Has your child ever had a positive reaction to a TB test?   yes   no

TB Symptom Table
Two or more “yes” responses from this symptom table requires a “yes” response and Clinician follow-up on the electronic PHS form in Credible
	
	Yes
	No
	
	Yes
	No

	Persistent, productive cough
	
	
	Fever or night sweats
	
	

	Coughing up blood
	
	
	Chills
	
	

	Unintended weight loss
	
	
	Painful or difficult breathing
	
	

	Unexplained loss of appetite
	
	
	
	
	


TB Risk Table
	
	Yes
	No
	
	Yes
	No

	Known contact with a person with active TB
	
	
	Living in a high-risk TB area
	
	

	Homelessness
	
	
	History of injection-drug use
	
	

	Living in a jail or shelter
	
	
	Previous treatment for TB or HIV
	
	


 I attest that I inform the parent that a “yes” to any of these TB risk areas puts their child at increased risk for TB and they should contact their child’s doctor if they child develops two or more of the above symptoms that aren’t explained by other health conditions. 

PAIN ASSESSMENT AND MANAGEMENT:
Does your child have acute or chronic physical pain?   yes no (If the answer is “No,” do not complete the rest of this section)
Using this scale (0 = no pain, 1-3 = mild, 4-6 = moderate, 7-9 = severe, and 10 = worst pain), please rate your pain: 

Now: _____     Rating worst day last week: _____     Rating best day last week: _____   Rating avg day last week: _________________
*Note: A rating of 4 or higher on the “worst day of last week” requires a “yes” response and Clinician follow – u on the electronic PHS form in Credible
Where is their pain located? ___________________________________________________________________________________
How often does this pain occur?   constantly  periodically    rarely     How long does it last? ______________________________
Does the pain occur:

    at certain times of day?   yes   no     What times of day? ________________________________________________________
    after certain activities?     yes   no     What activities trigger your pain? _____________________________________________
    other times? yes   no     Explain: _________________________________________________________________
What eases their pain? ______________________________________________________________________________________
What makes their pain worse? _________________________________________________________________________________
What can your child not do because of the pain? _______________________________________________________________________  ____________________________________________________________________ 

Are you seeking treatment for your child’s physical pain?  yes  no     If "yes," where? ____________________________________
Parent/Guardian Signature: __________________________________________  Date Completed: ___________________
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