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Appendix  HS-N4
EHS Home-Based Dental, Vision, and Hearing Questionnaire

 Ages 9 months- 11 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 brush your child’s teeth?  Yes__ No__ If yes how often____________________
Does your child take a fluoride supplement?  Yes __ No__

Does your 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 reddened, encrusted eyes or eyelids?  Yes__ No__

Blink excessively?  Yes__ No__

Follow object with eyes?  Yes__ No__

Reach for objects?  Yes__ No__

Pick up small items?  Yes__ No__

Look and point to pictures in a book?  Yes__ No__

Reach into container and pull objects out?  Yes__ No__

Recognize familiar objects across the room (8’-10’)?  Yes__ No__

Squint when looking at objects?  Yes__ No__

Do your child’s eyes appear crossed, turn out, or don’t seem to focus?  Yes ___ No ____
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Ages 9 months- 11 months cont.
Vision Questionnaire cont.
*Parent Educators complete a vision screening using the SPOT vision tool when children are 12 months of age and older however if you have concern with your child’s vision before then, your PE can attempt to complete the screening when your child is 6 months of age or older. At this time, do you have a concern about your child’s vision that you would like your PE to attempt the SPOT vision screening. Yes__ No__

Hearing Questionnaire Does your child:
Pay attention when you say “no, bye, bye” and other common words?  Yes___ No__

Turn head to familiar sounds, even when he/she cannot see what’s happening (dog barking, telephone, voices)?  Yes___ No___

Responds to their name?  Yes___ No___

Make a string of sounds (“ba, ba, ba)?  Yes​​__ No__

Imitate and match simple words and sounds?  Yes__ No__

Uses one or more verbal labels for objects or people? Yes​​__ No__

Locate or points to familiar objects or people when asked?  Yes__ No__

Give you toys or other familiar objects when ask?  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: _______________________
Page 2/2

