2 Month Questionnaire

Patient’s Name:

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

T FEEAIMEST ettt O Yes .
O Breast [ Formula '
2. Excessive spitting, vomiting, or back arching with feedings?.......c.ccooivminnn. O Yes
3, BOWEl MIOVEIMIEATS? (oeoniiviieueeeimirnrersresensnasassessnasosessaasaarenaeneas e i s s n s s rng s st s st e nnns O Yes
4. Nasal stuffiness, congestion or Wheezing? ......o.cveriiiiiiiniiinn e O Yes
5. Skin color or rashes {CIrcle ONE)? .iocicirieriieieciir s JYes
6. Crying more than 3 hours @ day? ... e O Yes
7. S1EEP NADITS 1euvreueevecee ettt et e O Yes
B (O e s eersnve s smemes e m s s e n 455 655 A A S 48 S AR S 05 V0o oY e H e a e N RSN w RS SR s e AT 020 (1 Yes
9. DEVEIOPITIENT? .o iteiiiiiee et b e s e D Yes

Answer the following:

10. Is your child exposed to tobacco SMOKE? .....ociiiiiiiiii e 0 Yes
11. Have you been depressed or crying lately? ..o O Yes
12. Are your infants bowel movements white or gray or blood streaked? ... O VYes
13. Does your baby co-sleep With yOU? ... [0 Yes

14. 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

Rext Year? .assssnmnssias OO CO PP PP TSP 0 Yes
Does your child...
15. Smile at the sound of your voice or seeing your face? ... oreimmmmmiier e 0 Yes
16. Coo or vocalize when you talk to him/her? . O Yes
17. Watch you as you walk across the rOOM?. ... L Yes
18. Startle at [OUA MOISEST .u.irrieieriiieriereerrae e et s bt e s s rs s e r e st s ssaae s s en s s b ara s s sas e nene D Yes
19. Turn his/her head toward the direction of sound? ....... .o T Yes
20. Move all extremities equally Well? ... O Yes
21. Hold head upright for a short tmMe? ..o C Yes
22. Bottle fed infants: Is your child getting over 30 ounces per day? ......ccoccvvinirieiininnnnnn 0 Yes

Answer the following:

23. Do you have any help with the baby? ... 1 Yes
24. Are you getting enough rest? o SO SO O Yes
25. Does your child ride in a rear-facing infant car seat?. ... 0 Yes
26. Do you know infant CPRY ....iiiiiiireir et iJ Yes
27. Does your baby sleep with @ padifier? ... O Yes
28. Does your baby sleep on his/her back? oo O Yes
29. Have both parents/caregivers had the Tdap vaccine? ........cccervviiiimnicn O Yes
30. September through March visits: Have all caregivers and family members living in the
home been vaccinated with the flu vaccine this season? ....oeeiiiiiniii e 0 Yes
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2 Month Questionnaire

Breast Feeding Infants:
Please answer the questions below if your infant is breast fed:

1. Are you givIng VItamIn D2t s OVYes U No
2. Breast feeding mothers, are you taking a multivitamin WItH IFON? cevcrvssisesnrrsessrissssnsennes OYes G No
3. Are you having any probiems NUISING? . oo ceciesisrriuisssssmsessss s 0 Yes ONo
4. Do you need help from our 1actation SPeCialists? . it OYes TNo
5. Do you need help with preparations to return to WOIK? .o evvernmarerasennremsnmssisssassssasssssansnnes OYes O No

Screening questions for Tuberculosis:

1. Do you have a family member with TB or any contact with someone who has TB? ...... 0 Yes UNo
2. Do any family members have a positive TEB FBEEY . .vemeorennendiissisasssmssasssvenmesimasmsavaon snns s [Yes ONo
3. Was your child or any family member born in a high risk country {any country

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

with resident populations for over Tweek? ... OYes O No
5. Has your child ever drank unpasteurized milk? ..o OYes 0O No

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

1. Your infant is less than 12 months old with chronic lung or congenital heart disease ...... [ Yes O No
2. Your infant was a preemie of 28 weeks or less and is less than 12 months old ............. OYes ONo

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

Albuterol, diuretics or chronic steroid use in the last 6 FAGETHE cowaitomioem ewos S5 5 e T b O Yes CNo

4. Your infant is less than 12 months old and has a congenital airway abnormality or

MEUrOMUSCUIAT AISOTARE o tetiratenteeresiianitbira i tae s e tas et te s s s e sttt sy s nas s rsbns OYes ONo

5 Your infant is less than 12 months old and has Cystic Fibrosis with nutritional

COIMIPTOMISE 1evureueeicaieunesunarnn s ses e sass s e samm e e sE S b oSSRt s e O Yes ONo

6. Your infant is under 2 years old and is profoundly immunocomprornised or is

undergoing a heart TranSPIanT ... e OYes [ No

Name and Ages of Brothers

Sisters

Patient lives with: Mom Dad Both Together Both Separately

Do you have any cOncerns you Wish [0 QiSCUSST coo.vovvveeirerivareincsinnsrinsninss s JYes T No




