Health Behavior Self-Assessment

PART A: Due1/28

Name:       Date:      
Directions: Answer the following questions about your health and behavior. After answering these questions, use the information to type a narrative description about yourself and your health risks.
Once you are finished, answer the questions at the end. Please type your responses and print them out, staple both papers together.
Family Health History
Check any health problems that your parents or biological siblings have had.
	 Allergies
	 Alcoholism
	 Asthma
	 Angina

	 Breast cancer
	 Colon cancer
	 Lung cancer
	 Ovarian cancer

	 Prostate cancer
	 Skin cancer
	 Testicular cancer
	 Other cancer

	 Diabetes
	 Emphysema
	 Endometriosis
	 Fibromyalgia

	 Gout
	 High blood pressure
	 High cholesterol
	 HIV

	 Cystic fibrosis
	 Heart disease
	 Pneumonia
	 Tuberculosis

	 Multiple sclerosis
	 Mononeucleosis
	 Leukemia
	 Rheumatoid arthritis

	 Sickle cell anemia
	 Alzheimer’s disease
	 Neurological disorder
	

	 Other:      
	
	
	


Personal Health History
1. List any chronic health problems you have.

     
2. List any surgeries you have had.

     
3. List any disabilities you have.

     
4. List any medications you take on a regular basis.

     
5. List any allergies you have.

     
General Health
Age:       
Height:        
Resting heart rate:      
Gender:        
Current weight:        
Blood pressure:      
Calculate your ideal body weight by using the following formula:
For females, add 100 lb for the first 5 feet in height and 6 lb per inch after that.
For males, add 125 lb for the first 5 feet in height and 6 lb per inch after that.
My ideal body weight is:      .
Subtract 5 lb if you are small framed; add 5 lb if you are large framed.
To measure frame size, grasp your wrist around the wrist bones with your thumb and forefinger. If your thumb and forefinger overlap, you are small framed. If your thumb and forefinger touch, you are medium framed. If your thumb and forefinger do not touch, you are large framed.
According to this formula,
I am       lbs. overweight.
I am       lbs. underweight.
Sleep Assessment
1. How many hours of sleep per night do you get?
     
2. What time do you go to bed?
     
3. What time do you normally get up?
     
4. Do you have a regular sleep/wake schedule?
     
5. Do you take naps?
     
6. Are you sleepy during the day?
     
7. Have you ever fallen asleep in class, at work, or while driving?
     
Fitness Assessment
1. How many hours of television do you watch per day?
     
2. Do you have any back, hip, knee, or ankle problems?
     
3. Do you have any neck, shoulder, elbow, wrist, or writing problems?
     
4. Do you have any respiratory or heart problems?
     
5. How far past your toes can you reach with your fingertips (knees straight)?
     
6. How many sit-ups can you do in one minute (knees bent, hands behind head, touching elbows to knees)?
     
7. How many push-ups can you do in one minute?
     
8. Can you jog or run continuously for 20 minutes?
     
9. What is your favorite type of exercise?
     
10. What is your favorite sport to play?
     
Nutritional Assessment
1. Do you eat breakfast?
     
2. Are you lactose intolerant?
     
3. Do you have any food allergies?
     
4. How many servings of dairy do you consumer per day (8 oz. of milk, 1.5 oz of cheese, 1 cup of ice cream, 1 cup of yogurt, 1 cup of cottage cheese)?
     
5. How many servings of fruits and vegetables do you consume per day (1/2 cup of raw or cooked, 1 cup of lettuce)?
     
6. How many servings of meat do you consume per day (3 oz., the size of a deck of cards or a floppy disk)?
     
7. How many servings of grains/cereals do you consume per day (1 slice of bread, 1 cup of rice or pasta)?
     
8. How many soft drinks do you consume per day?
     
9. How many snacks do you have during the day?
     
10. Do you take a multivitamin or any type of food supplement? What kind?
     
11. How often do you drink protein drinks?
     
Stress Assessment
1. In general, are you optimistic or pessimistic about life?
     
2. Do you feel good about yourself most of the time?
     
3. In general, do you feel that you have control over most things in your life?
     
4. Do you have more things to do than you have time to do them?
     
5. Do you worry about things?
     
6. Are you anxious about things that you can not control in your life?
     
7. Do you often hear yourself saying negative things to yourself?
     
8. Do you have a few close friends that you can count on?
     
9. Do you have trouble paying your bills?
     
10. Do you allow enough time to study each day?
     
11. Do you have difficulties with parents, teachers, friends, or roommates?
     
Emotional Assessment
1. Do you feel that you make good decisions?
     
2. If there is a problem, are you able to speak to the person about it?
     
3. Do you solve problems or allow them to continue?
     
4. Do you have difficulty getting to sleep and staying asleep at night?
     
5. Do you frequently feel angry?
     
6. Have you felt sad or depressed for more than two weeks?
     
7. Have you lost interest in school or in things your friends are doing?
     
8. Have you had a significant life change recently?
     
9. Have you suffered any personal losses within the past year?
     
10. Do you eat, smoke, or drink alcohol in order to relax?
     
11. Do you have any unusual fears that you cannot explain?
     
Substance Use Assessment
1. How much caffeine (chocolate, tea, coffee, other stimulants) do you use per day?
     
2. How many cigarettes do you smoke per day?
     
3. How much smokeless tobacco do you use per day?
     
4. How many alcoholic drinks do you consume on an average day?
     
5. How many alcoholic drinks do you consume when you go out with friends?
     
6. How often do you go out with friends?
     
7. How often do you take prescription medication?
     
8. Do you take prescription medication as directed, more often, higher doses, etc.?
     
9. Have you tried any other stimulants such as Ephedra, ecstasy, cocaine, or crack?
     
10. Have you tried or do you use marijuana? How often?
     
11. Have you tried or do you use hallucinogens such as GHB, mushrooms, peyote, or LSD?
     
12. Have you tried or do you use narcotics such as morphine, heroin, or Oxycotin?
     
Driving Assessment
1. How many miles do you drive per week?
     
2. How many traffic tickets have you had?
     
3. How many accidents have you had?
     
4. Do you obey traffic signs and signals?
     
5. How often do you exceed the speed limit?
     
6. Do you wear your seat belt or helmet?
     
7. Do you get upset with other drivers and act on impulses?
     
8. Have you ever been in an argument or a fight with another driver?
     
9. Have you ever driven while drunk?
     
10. Do you ride with other drivers who have been drinking?
     
Sexual Health Assessment
1. Are you able to practice abstinence?
     
2. Are you confident in discussing sexual issues with a prospective partner?
     
3. If you are sexually active, do you use a condom to prevent sexually transmitted diseases or pregnancy?
     
4. Have you ever had a sexually transmitted disease?
     
5. Have you been the victim of rape?
     
6. In the past year, have you had more than one sexual partner?
     
7. Females: Do you have a pelvic exam each year?
     
8. Have you ever had an HIV test?
     
Preventive Health Behaviors Assessment
1. Do you have your eyes checked each year?
     
2. Do you brush and floss your teeth daily?
     
3. Do you visit your dentist once a year to check for cavities and to have your teeth cleaned?
     
4. Do you examine your breasts or scrotum each month for lumps?
     
5. Do you use sunscreen protection? Have you used tanning beds?
     
6. Have you had a tuberculosis test recently?
     
7. Do you wash your hands after using the bathroom and before eating?
     
8. Do you walk or travel with a friend at night?
     
9. Do you lock your car and your home to prevent crimes?
     
10. Do you have a fire detector in your home?
     
Your Health Risks
Use the information gathered from the questions above to write a paragraph describing you and your health risks.
     
EVALUATION:
On a separate paper, please type out the following answers to the below questions. 
 We often develop habits because we are not thinking about what we do. 
Section A:
What are the top three things you might want to change?
Are they important to you? Are you ready to change? 
Do you think your family, friends, and roommates would be supportive of your change? 
What type of obstacles do you think you might encounter?
 What would you have to do to overcome the obstacles? How successful do you think you might be?
Section B:
Continue to write about your personal behaviors that affect your health in a positive and negative way. Please list 3 for each, positive and negative. 
Examples include, exercising, eating well, drug use,  smoking, eating unhealthy foods, and not exercising regularly.
Please include:
Why each behavior plays a role in your health
How each behavior plays a role in your health
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