18 Month Questionnaire

Patient’s Name:-

Personal/Social History
Are you concerned about your child’s...

1. Excessive spitting or T O Yes
2 BOWEl MOVEMENES oo 0 Yes
3. CONGESHON OF WHEEZING? ......ocvvvvenereenenvenssssseseee e 0 Yes
4. Skin color or rashes (circle ONE)T oottt vttt O Yes
7+ OVl AEVEIOPMENTY ..o enreensssssnseeeeseee s [0 Yes

Answer the following:

0. Is your child exposed to tobacco smoke? ... [ Yes
7. Were there any problems with immunizations in the Past?.....oovveecriieeeesee o O Yes
8. Have you been sad, depressed or crying EXCESSIVEIY? oo L Yes
9. Has your child traveled out of the country or do you plan to take your child to a

country OTHER THAN Western Europe, Canada, Australia, or New Zealand in the

MEXE VBRI oottt sttt oo oosoeooeoso C Yes
10. Is your water source from @ Wel? .........ocoocveeemomromoro [ Yes
Does your child...
1132y 15 10 20 OIS (OF MOFe)?...vcuvvvvvvereecsesseveeneeeeeseees oo O Yes
12. Become shy or anxious with L 2 C Yes
3. Finger feed him/herself Well................ooccvvormsmmmrneoeeeeesseseeeeoooo O Yes
14. Point to ore or more o e O Yes
15. Make BNIMal SOUNGS? we...cooevr s sosrseeeeese oo oo ooooeeeeeeeee L Yes
16. REPEAL SOME WORLST ..o [ Yes
17 Drink from @ CUp? oo U Yes
18. Try to feed him/herself with a SPOON ettt e T Yes
9. RUN WEIIZ. oottt tsmmssssscs s ssmssesssmsssseeseesessoss oo U Yes
20. Move all extremities LR LR ] Yes
21 CHMDY o [1Yes
22. Try to engage you with their eyes and gestures to communicate their needs?............ . O Yes

Answer the following:

23. Do you have smoke alarms? Carbon monoxide detectors?
24. Does your child ride in a rear-facing infant car seat?................ooovovovvvii 0 Yes
29- DO YOU KNOw infant CPRY? ... O Yes
26. Have you put up gates to keep your baby in a safe, enclosed area?....................... 0 Yes
27. Septernber through March visits: Have all caregivers and family members living in

the home been vaccinated for the flu this 5ason?......ccoorroreer 7 Yes
28. Are you giving your child a multivitamin with OO e rosimesiatinmmemmnomemerssmeessssssmassses., O Yes
29. Breast feeding mothers: Are you taking a multivitamin with iron? ... 0 Yes
30. Is your child eating all food groups: fruits, meats, and vegetables?..............o. 0 Yes
31, Is your child off the bottle and on to a sipper cup with a hard plastic nipple?.............. U Yes
32. Are you brushing your child’s teeth? ... O Yes

33. How many ounces of milk does your child drink in one day? What kind?
34. How many ounces of juice does your child drink in one day?

I No
(1 No
2 No
O Neo
(i No

O No
[J No
O No

O No
O No

JNo
[3 No
' No
(I No
0 No
J No
0 No
Z No
O No
O No
O No
O No

O No
O No
O No

™ No
O No
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0 No
1 No
C No



18 Month Questionnaire

Screening questions for Tuberculosis:

1.
2
3.
4.

5.

Do you have a family member with TB or any contact with someone who has TB?........ U Yes
Do gny family members haverg pesttive TB testlc s O Yes
Woas your child or any family members born in a high risk country (any country

other than the US, Canada, Australia, New Zealand, or Western EUrope)? ......ccceeeevveeenne O Yes
Has your child or a family member traveled to a high risk country and had contact

with resident populations for Over T Week? ... e r e e ne e e 0 Yes
Has your child ever drank unpasteurized milk or eaten unpasteurized cheese?................ 0 Yes

0O No
[t No

0 No

0 No
0 No

Synagis Screening: (Immunization against RSV recommended by the AAP). Mark “yes” if any apply:

L

2,

Your child is less than 2 years old and has chronic lung disease needing oxygen,

Albuterol, diuretics or chronic steroid use in the last 6 MONTS ...vvieeiienierienimaenea. O Yes
Your child is under 2 years old and is profoundly immunocompromised or is
undergoing a heart transDIanT .o ee e ettt e e e e e e e e eeae e e s e raeees 0Yes

l.ead Screening:

Does your child...
1. Live in or regularly visit a house that was built before 19507 (Daycare, Babysitter,

OF FElAUIVE] ot i i o h i, e sa s 40508 A Sk v 5 S S S R A RS O Yes
2. Live in or regularly visit a house built before 1978 with recent ongoing renovations

or remodeling (Within the 1ast 6 MONTNST ..o ee e erereaeesrananas 0 Yes
3. Have a sibling or playmate who now has or did have lead poisoning? .......coovevieeeneee.. 0 Yes
4. ls your child a refugee from another CoUntry? ..ooooovvveviveieeeee e, 0 Yes
5

. Does your child have their health insurance provided by Medicaid or INtotal Health? . O Yes

Name and Ages of Brothers

Patient lives with: Mom Dad Both Together

0 No

O No

O No

O No
0 No
0 No
O No

Sisters

Both Separately

Do you have any concerns you WIsh (O QiSCUSS? ooueoreeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeoo DYes O No
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Child’s name Date
Age Relationship to child

- MCHAT-R™ (Modiified Checkis for Aufism i Toddlers Revised) .~ ©

Please answer these questions about yeur chiid. Keep in mind how your child usually behaves. If you have seen your child do the behavior & few times, but he or
she does not usually do it, then please answer no, Please circle yes or no far every guestion. Thank you very much,

1. If you point at something across the room, does your child look at it?  Yes No
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or anlma[’P)

2. Have you'ever wondered if-your child'might be deaf? - U ¥esi

3. Does your child play pretend or make-believe? (FOR EXAMPLE pretend o drmk Yes
from an empty cup, pretend to talk on a phone, or pretend to feed a dolil or stuffed anlmal'?)

4.. 'Doesyour'chiid like clrmbmg on thlngs‘? (FOR EXA LE furnlture playground 7 YesiiN¢
_equipment, or stairs) e i B
5. Does your child make unusual ﬂnger movements near h|s or her eyes7 Yes

(FOR EXAMPLE does your Chlld wrggle his or her frngers close to his or her eyes?)

2 Does your ohrid pomt W|th one flnger to show you somethlng :nterestmg‘? Yes No
(FOR EXAMPLE, pointing to an a:rplane in the sky or a big truck in the road)

Does your child show you things by brmglng them ‘{0 you or holdtng them up for you to Yes No
see — not to get help, but just to share? (FOR EXAMPLE, showing you a flower, a stuffed
ammal or a toy truok)

11. When you srmle at your child, does he or she smile back at you? Yes No

13. Does your child walk’? Yes No

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or Yes No
make a funny hoise when you do)

17 Does your ohlld try to get you fo watch him or her? (FOR EXAMPLE does your child Yes No
look at you for pralse or say "Iook” or “watoh me“'?)

18. If something new happens, does your child look at your face to see how you feel about it? Yes No
(FOR EXAMPLE, if he or she hears a strange or funny noise, or sees a new toy, will
he or she look at your face?)

20. Dogs your child like moverment.a

-(FOREXAMPLE; being swung or botnced on your knee)
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