Jefferson County Public Health
Parent Health History Questionnaire
Name___________________________________________Birth date______________________
Our goal is to help you understand your own health needs as a parent. When parents have health problems such as substance abuse, depression, or have experienced abuse, the whole family is likely to have more challenges. The following questions will help us to understand your health risks and together we will make a plan to reduce these risks for you and your children.  
We respect your privacy. Your answers to these questions are confidential unless they indicate a risk of harm to yourself, your child, or another person. You can skip any question that you do not want to answer.
Please check if you have these health risks now or since becoming a parent: 
      High blood pressure___Diabetes/high blood sugar____Anxiety____Depression______
      Chronic pain____ Other______________________________________________________________
What have you changed in your life since becoming a parent?______________________________

_________________________________________________________________________________________
What would you like to change in your life or learn more about?______________________________________
___________________________________________________________________________________________
In the past 6 months, have you:
       Stayed temporarily with friends or relatives because you had no where else to go?..................................Yes/No
       Stayed in an emergency shelter or domestic violence crisis shelter?..........................................................Yes/No
       Slept in your car, on the street, or some other public place?.......................................................................Yes/No
As a child or teen were you ever in foster care?................................................................................................Yes/No
As a child or teen did you ever live with relatives other than your parents?.....................................................Yes/No
Has CPS ever been involved with you or your family:

       When you were a child or teen?..................................................................................................................Yes/No
        With your own children?............................................................................................................................Yes/No
Tobacco use: current_______former________never______   Are you willing to quit now?..............Maybe/Yes/No
Have you ever had any problems with alcohol? 

By problems, we mean that you have felt you should cut down on your drinking OR people annoyed you by criticizing your drinking OR you felt bad or guilty about your drinking OR you have had a drink first thing in the morning to steady your nerves or get rid of a hangover…………………………………………………….Yes /No     
Are you willing to quit or cut back now?.............................................................................................Maybe/Yes/No

Before you found out you became a parent, how often did you use any street drugs, herbs, over the counter medications, pain pills?_____________________________________________________________________ 

____________________________________________________________________________________________
Reviewed____________________________________________Date_________________
Have you ever had any problems with drugs? 

By problems, we mean that you have felt you should cut down on your drug use OR people annoyed you by criticizing your drug use OR you felt bad or guilty about your drug use OR you used drugs when under pressure, angry or depressed……………………………………………………………………………………….…..Yes/No
Are you willing to quit or cut back now?.............................................................................................Maybe/Yes/No

Do you live with people who have problems with alcohol or drugs? ….………………………..Sometimes/Yes/No

Domestic violence is considered a major health issue. Because so many have experienced abuse, we ask all parents these questions. If you’re under 18 and answer “yes” to the following questions the law requires we report this to Child Protective Services.
   Has anyone ever pushed, hit, kicked or physically hurt you?............................................................Unsure/Yes/No
   Has anyone ever forced you to have sexual contact?.........................................................................Unsure/Yes/No

Have you ever had your feelings repeatedly hurt, been repeatedly put down, or told hurtful things?..Unsure/Yes/No
Has your partner limited or controlled your activities?.........................................................................Unsure/Yes/No

Have you ever been diagnosed with a mental illness?....................................................................................Yes / No


__ depression


age at diagnosis: ___


__ anxiety


age at diagnosis: ___


__ bi-polar


age at diagnosis: ___


__ other: _______________
age at diagnosis: ___
Thinking about your mental health, which includes stress, depression, and problems with emotions, for how many days during the past 30 days was your mental health not good?        ___ days
During the past 30 days…
	I have been very irritable.
	Yes / No

	 I felt I needed help with emotional problems, or had people tell me I should get help for emotional problems.
	Yes / No

	I have been depressed for weeks at a time, lost interest or pleasure in most activities, had trouble concentrating and making decisions
	Yes / No

	I have thought about killing myself.
	Yes / No

	I have had nightmares or flashbacks as a result of being involved in some 

traumatic/terrible event. For example: warfare, gang fights, fire, domestic violence, rape, incest, car accident, being shot or stabbed.
	Yes / No

	 I have given in to an aggressive urge or impulse, on more than one occasion, that resulted in serious harm to others or led to the destruction of property.
	Yes / No

	 I have had spells or attacks when I suddenly felt anxious, frightened, or uneasy to the extent that I began sweating, my heart began to beat rapidly, I was shaking or trembling, my stomach was upset, I felt dizzy or unsteady, as if I would faint.
	Yes / No



	While you were growing up, before you were 18 years of age:





Did a parent or other adult in the household often or very often…�
�
�
�
Swear at you, insult you, put you down, or humiliate you?�
Yes / No�
�
�
Act in a way that made you afraid that you might be physically hurt?�
Yes / No�
�



2. Did a parent or other adult in the household often or very often…�
�
�
�
Push, grab, slap, or throw something at you? (not including spanking)�
Yes / No�
�
�
Ever hit you so hard that you had marks or were injured?�
Yes / No�
�



3. Did an adult or person at least 5 years older than you ever…�
�
�
�
Touch or fondle you or have you touch their body in a sexual way?�
Yes / No�
�
�
Attempt or actually have oral, anal, or vaginal intercourse with you?�
Yes / No�
�



4. Did you often or very often feel that …�
�
�
�
No one in your family loved you or thought you were important or special?�
Yes / No�
�
�
Your family didn’t look out for each other, feel close to each other, or support each other?�
Yes / No�
�



5. Did you often or very often feel that …�
�
�
�
You didn’t have enough to eat, had to wear dirty clothes, and had no 


one to protect you?�
Yes / No�
�
�
Your parents were too drunk or high to take care of you or take you to the doctor if you needed it?	�
Yes / No�
�






6. Did your mother or father die, separate/divorce, abandon you, did you live  


        with relatives or in foster care?			�
Yes / No�
�



7. Was your mother or stepmother:�
�
�
�
Often or very often pushed, grabbed, slapped, or had something thrown at her?�
Yes / No�
�
�
Sometimes, often, or very often kicked, bitten, hit with a fist, or hit with something hard?�
Yes / No�
�
�
Ever repeatedly hit at least a few minutes or threatened with a gun or knife?	�
Yes / No�
�



8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs or abused prescription medications?	�
Yes / No�
�



9. Was a household member depressed or mentally ill, or did a household member attempt suicide?							�
Yes / No�
�



10. Did a household member go to jail or prison?					�
Yes / No�
�



                                                                           ACE SCORE  ______________�
�
�
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