
Appendix  HS-N2
EHS Home-Based Dental, Vision, and Hearing Questionnaire
Ages Birth- 4 months
Child’s Name:  ________________ Birth Date: __________________ Date of Screening: _____________ 

Dental Questionnaire
Does anything appear abnormal (swelling, redness, decay, blisters) on your child’s teeth or gums? 
Yes __         No__ If yes, please describe ___________________________________________

Do you wipe your child’s gums?  Yes ___       No___

Does you child take a bottle to bed?  Yes__   No__

It is best practice that a child is seen by a dentist after their first tooth erupts. 

Does your family currently have a dentist that they access? Yes__   No__

Has your child been seen by a dentist? Yes__   No _      

Do you have a dental appointment scheduled? Yes__   No__ If yes, when:​​​​_________________________
If no, please indicate reason: ______________________________________________________

Vision Questionnaire Does your child:
Have watery eyes?   Yes__ No__                        

Have reddened eyes or eyelids?  Yes__ No__                        

Have encrusted eyelids?  Yes__ No__  

Observe movement in room?  Yes__ No__                            

Look directly at caregiver?  Yes__ No__                            
Aware of his hands Yes__ No
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Ages Birth- 4 months cont.
Hearing Questionnaire   Does your child:

Startle at loud noises?  Yes__    No__
Respond to the sound of your voice?  Yes__ No_

Turn his/ her head towards a sound when his/her name is called?  Yes__   No__

Coo to himself/herself and make noise when he/she is alone?  Yes __ No__

Use their voice to get attention?  Yes__ No__

Have an ear infection?   Yes__ No__ If yes, how many times and what was the treatment?  ________________________________________________________________________
*Parent Educators complete a hearing screening using the OAE hearing tool when children are 12 months of age and older, however if you have concern with your child’s hearing before then, your PE can attempt to complete the screening before they are 12 months of age. At this time, do you have a concern about your child’s hearing that you would like your PE to attempt the OAE hearing screening. Yes__ No__

Additional Comments/Concerns/Discussions:​​​​​​​​​​​​​​______________________________________
____________________________________________________________________________

Parent’s Signature: ____________________________________Date:__________________
Parent Educator Signature: _____________________________Date:_______________
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