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As you approach adulthood, we take your privacy seriously. It is very important to us that you 

are comfortable sharing your important health concerns with us, without worrying that we will 

tell someone. 

However, if you tell us something that puts you or someone else in harm’s way, now or possibly 

in the near future, we will need to share this information with your parent or guardian. We will, 

of course, discuss this with you, at length, before we share this information. 

Also, you need to know that we may not be able to keep all medical information completely 

hidden from whomever buys your health insurance. Unfortunately, insurance companies may 

send information about medications, labs, and diagnoses in the form of a claim notification to 

the person who bought the insurance. The Center City Pediatrics “Follow My Health” online 
portal may also reveal medical information about you, even though we do our best to respect 

your privacy. 

If you would prefer to seek care without using your parent or guardian’s insurance coverage, you 

may do so. This is the only way that your confidentiality will be 100% protected. Please refer to 

the last page of this packet for low cost or free options for different types of care (you may take 

that page with you). 

 

Sincerely, 

 

The Center City Pediatrics Providers 

 

 

 

Read By (print your first and last name):   

 

Date Signed:   

 

 

 

Teen Signature:   
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ADOLESCENT QUESTIONNAIRE 
 

 

Please answer these questions to help your provider best help you! 

 

The questionnaire is a confidential document – 

only you (the patient) should answer the questions. 

 

The questionnaire will only be shared with your parent or guardian if you give your 

permission or if there is any risk of immediate harm to yourself or to others. 

 

It is ok if you do not know how to answer some of the questions – 

You can skip those questions and talk with your provider about them. 

 

 

 

Print your first name:   

 

Print your last name:   

 

Date of Birth:   

 

Current school name:   

 

Current grade:   

 

 

STAFF: PRINT AND STAPLE PHQ9 TO THIS PACKET 
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Do you have any questions or concerns today?   

 

Home and School 

What are your pronouns? (circle one) 

He/Him She/Her They/Them Other   

 

In the past year, have there been any of the following changes in your family? (circle all that apply) 

Divorce or parent separation Move to new home or school 

Marriage New baby in your home 

Death of family member or close friend Serious illness of family member 

Loss of parent’s job Other   

 

Do you feel safe at home and in your neighborhood? 

Yes No (please explain)   

 

Have you ever been in trouble with the law (example: police)? 

Yes (please explain)   No 

 

Do you have any concerns about school (example: schoolwork or bullying)? 

Yes (please explain)   No 

 

What kind of grades have you gotten this past school year?   

 

What do you want to do after finishing high school?   

 

Substance use: 

Please note that your responses to these questions will NOT be reported to the authorities. 

Do you smoke cigarettes? Yes (How many per week  ) No 

 

Do you drink alcohol? Yes (How often?  Have you ever been drunk?  )  No 

 

Have you ever used any substance to “get high”? Yes (What type?  ) No 
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Self 

Are you happy with your current weight? Yes No (if not, please explain why) 

I would like to lose weight I would like to gain weight Other   

 

Relationships 

Do you have someone you feel comfortable talking to when you feel down (for example, a family member, 

good friend, or teacher/guidance counselor)? Yes No 

 

Have you ever been hurt sexually, physically, or emotionally? 

No Yes (please explain)   

 

Who are you sexually attracted to? Males  Females Both males and females I Don’t Know 

 

Are you currently dating? No Yes  

Have you ever had sex? No Yes (check all that apply) 

oral vaginal 

 

  anal 

(In the past year, I have had     number of sexual partners) 

(I use a condom: always usually sometimes never) 

 

(I use another form of birth control No Yes (what type?)   

 

Please circle any of the following that apply: 

I think I might be pregnant 

I would like information about sexually transmitted infections (STDs/STIs) 

I would like to be tested for STDs/STIs 

I would like to learn more about birth control and contraceptive devices 

I would like to start prescription birth control 

 

Is there anything else you would like to talk to the doctor about or receive information about? 

 

 

 

 

Your signature:  Date:   
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Adolescent Resource List – teen to take this page 

Karabots Family Planning 

Part of the Children’s Hospital of Philadelphia (CHOP) adolescent medicine department 4865 Market St 

Philadelphia, PA 

Phone: 267-425-3210 Fax: 267-425-9855 

 

Planned Parenthood - Philadelphia 

1144 Locust St 

Philadelphia, PA 19107 

Phone: 215-351-5560 Fax: 215-351-5547 

 

 

Mazzoni Center --- LGBT Health Center 

1201 Chestnut Street 

Philadelphia, PA 19107 

Phone: 215-563-0663 

Website: www.mazzonicenter.org 

 

Suicide and Crisis Hotline 

Phone: 215-686-4420 

 

Drugs and Alcohol Helpline 

For people affected by addicts in their life—offers confidential help. Phone: 1-800-477-6291 

 

Confidential Mental Health Counseling 

Psychological Services Center at Temple University (sliding scale) Phone: 215-204-7324 

Website: www.temple.edu/psychology/psc/ 

Drexel 

11th Street Clinic Phone: 215-769-1103 

Website: www.drexel.edu/11thstreet/behavioral_health.asp 

Psychological Services Center at Drexel University (sliding scale) Stratton Hall, 2nd Floor 

3201 Chestnut Street 

Philadelphia, PA 19104 

Phone: 215-553-7128 

http://www.mazzonicenter.org/
http://www.temple.edu/psychology/psc/
http://www.drexel.edu/11thstreet/behavioral_health.asp


PATIENT HEALTH QUESTIONNAIRE (PHQ-9)DATE:NAME:Over the last 2 weeks, how often have you beenbothered by any of the following problems? Not at all Severaldays More thanhalf thedays Nearlyevery day(use "ⁿ" to indicate your answer) 0 1 2 3Little interest or pleasure in doing things1. 0 1 2 3Feeling down, depressed, or hopeless2. 0 1 2 3Trouble falling or staying asleep, or sleeping too much3. 0 1 2 3Feeling tired or having little energy4. 0 1 2 3Poor appetite or overeating5. 0 1 2 3Feeling bad about yourself   or that you are a failure orhave let yourself or your family down6. 0 1 2 3Trouble concentrating on things, such as reading thenewspaper or watching television7. 0 1 2 3Moving or speaking so slowly that other people couldhave noticed. Or the opposite    being so figety orrestless that you have been moving around a lot morethan usual8. 0 1 2 3Thoughts that you would be better off dead, or ofhurting yourself9. add columns + +TOTAL:(Healthcare professional: For interpretation of TOTAL,please refer to accompanying scoring card). Not difficult at allIf you checked off any problems, how difficulthave these problems made it for you to doyour work, take care of things at home, or getalong with other people?10. Somewhat difficultVery difficultExtremely difficultCopyright © 1999 Pfizer Inc. All rights reserved. Reproduced with permission. PRIME-MD© is a trademark of Pfizer Inc.A2663B 10-04-2005

Patient Date of Birth(MMDDYYYY): ______________


