 Youth Lifestyle Survey
General Demographics
Participant Name: ______________________________________

Address: ______________________________________________________________________

Parent email: __________________________    Your email: ____________________________
Gender:  Male     Female                Race:  White    Black     Latino     Asian    Other: _____________

Age:    8-12      13-17     18-22        

Current Height: __________    Weight:__________  (If unknown, leave blank, I will measure)
Sleep
On average, how many hours of sleep do you get each night?  <4 hours    5     6     7     8     9     10 
Do you have any challenges with:   falling asleep        staying asleep      early morning awakening

Do you have any diagnosed sleep disorders:__________________________________________
Average Daily Stress Level (in the past month) 

                         (on a scale of 1-10, 1 = less stress, 5 = averge, 10 = maxed out with stress)
                           1          2          3          4          5          6          7          8          9          10
Coping Skills                           
On any given day, when you are feeling particularly stressed or upset what are three positive coping skills that help you feel better? (i.e. walking my dog, listening to music)
1. ___________________________________________________________

2. ___________________________________________________________

3. ___________________________________________________________
Nutrition
Are you satisfied with your current weight?    Yes      No:  Trying to lose  or   Trying to gain

On average, how many meals do you eat per day?   Breakfast       lunch      dinner       4 or more

How many servings do you eat/drink per day?  Circle those “habits” you wish to improve, if any.
	Habits
	Never       
	 Not in past week
	   1-2x per week
	3-4x week
	Daily

	Fruit
	
	
	
	
	

	Vegtables
	
	
	
	
	

	Milk/dairy
	
	
	
	
	

	Soda
	
	
	
	
	

	Coffee
	
	
	
	
	

	Fast Food
	
	
	
	
	


Favorite Snacks

When you have snacks, what do you prefer to snack on:

1.___________________________     2.__________________________

3.___________________________     4.__________________________
Sedentary Activities (On a daily basis how much time do you spend in the following…)
	Activity
	   Do not engage
	    1-2 hours
	    3-5 hours
	6-10 hours
	11+

	Tv/movies
	
	
	
	
	

	Computer
	
	
	
	
	

	Reading
	
	
	
	
	

	Other:
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Physical Activities
What formal sports teams do you play on:

	Name of Sport
	 Position, if applicable
	Number of years
	School/Club Team

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Fitness-Related Goals

Please identify at least two, if not three, fitness-related goals:

1. ________________________________________

2. ________________________________________

3._________________________________________

Athlete Signature: ____________________________________ Date: _________________

Parent(s) Signature: __________________________________  Date: _________________

Consent to use for data and information for outcome measurement and possibly research.  Neither your adolescent's name nor any specific identifying information will be revealed.

_____ Yes, you may use information            Parent initials: _______ 

 _____ No, you may not use information     Parent initials: _______
