3 Year Old Questionnaire

Patient’s Name:

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

1. Bowel movements ...c.cocevvvvvnnnnnnn. U RTN C Yes
2. Congestion OF WHEEZINE? .vicueeirrieerie e et eee et e e ee e e e e e e e e e eee e G Yes
3. Skin color or rashes (CIrCle ONE)? ..uiiiiueeriiiiee et eee e e e e e e e e e e oo oesaes O Yes
4. Ovetall evelOpmienll wesmsssumommeo s s IR anllesoerasssasssttnmansmmss s smasmsms o O Yes
5. Cormmunication SKINST susu s i s tummmnnsasmmnesemmonpmnsnrsssnssessssmsmsens s asssns sommisssnts O Yes
6. Lack of interest in tOilet TrainiNg?....coocuire et eaee s 1 Yes
7. WeIhT LOSS OF ZAINT...uuiiiiiiiiiiiii it ree v e ee et e e s e e e e e e e e seeessenneesanaaeees JYes
8. Recurrent @ar iNfECHONST ..o viiircieie et ee e e e e e seeer e e e s eeneeeaes O Yes
9. Nose bIEEts:0F DruiSingl s smsemsomssen s st s saesarantansmmmsenmnmssmammsnsnsnes O Yes
10. Weakness with walking up stairs, running, or climbing? ......ccovveveereveeceeeeeeeeeereeeeen e 0 Yes
11. Behavior at school, home, OF daYCare? .......cccueccuieeeieee e eeen e 0 Yes
T2. FOOA AIIEIZIOS? oottt e e eeeaaee et aaaeeseeessenenanenes O Yes
13. Seasonal @llergies? .. ........oiiiiiiiiiii et a e eenee s 0 Yes
Does your child...

T4, SPeak N SENTENCES?....eiiiiiiieriiiie ettt e e s st s s en e e eesen e e e e s smae e e e s nseeessanes 0 Yes
15. Interact positively with teachers and friends and babysitters and 1110] (103 S 0 Yes
16. Know 3 or more colors?............... CRETERS s movyse s nat SR A RN R Y S R S A SRS O Yes
17 SINE SO0 o i bimomamsnessansmsios ettt O Yes
18. Have a g00d imagination? ........cuiiieiieoreoiiiirirreee e ee e et e s e s aeanaee s O Yes
T9: RIER B T Y0l 55t nmanssnsssssensnsssemmassmansansassmssans nsss semanseos ot nesi msunss e aesms sres s sy 3 Yes
20, SKIP OF NOP? oottt e st te e e ss e e et ee s e e enaeanne G Yes
21. Participate in a sport or other organized actiVity? .......c.cuiiviiioureiesieeieeee e eeeeeeeeenaeans C Yes

Answer the following:

22. Do you have smoke alarms? Carbon monoxide detectors?
23. Does your child ride in a forward-facing infant safety seat? ..........coveeeeevreeevneereeeenanne O Yes
24. DO you Know infant CPRY ..cooiiiiiiii et eenraes e e eansnees 0 Yes
25. September through March visits: Have all caregivers and family members living in

the home been vaccinated for the flu this season?........cccooecveeeiiiivieeeeeeeeeeireeesnnnen [ Yes
26. Are you giving your child a multivitamin With irON7.........eiceeeviiirie e 0 Yes
27. Is your child eating all food groups: fruits, meats, and vegetables?..........cc.ceevveeevnrennn. 0 Yes
28. s your child off the bottle and on to a sipper cup with a hard plastic nipple?............. 0 Yes
29. Are you brushing your child’s te€th? .......cueeeveviciiiiiiiiiiccee e eeeeereeseeesene e YES
30. Has your child seen the Dentist? ... eaaeeee e eeeeesseans 0 Yes
31. Is your child fully potty trained during the day? ......ocooueeeoeeeeeeeeeeeeeeee e, O Yes
32. Does your child ride in the back seat?..........uuuiiuiieeeeeeeeeeeeeeeeeeeeeeeeeeeveereeeneeneen 0 YeS

33. How many ounces of milk does your child drink in one day? What kind?
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' 3 Year Old Questionnaire
Answer the following:

34. s your child exposed to cigarette SOKEY .....o.viviiiieiiiiiiiii OYes O No
35. Were there any problems with immunizations in the O 3 LT . OYes 0ONo

36. 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

MEXEPEBIT s spomammsmmsmmsmesmms s snsanssssmasasssn o RS A AR RS OYes O No
37. Does your child eat non-food substances such as paint chips? ........cocoeerevcirvrennnnd Yes - O No
38. Does your child still use @ bottle? ..ouvviiiiiii OYes [ No
39. Does your child still use @ PACHier? ....c.covviviimniiiin OYes T No

40. Is your water source from a Well? ... OYes L No

Screening questions for Tuberculosis:
1. Do you have a family member with TB or any contact with someone who has TB?........0 Yes C No

2. Do any family members have a positive TB est? ..o OYes ONo
3. Was 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)? ........cccoveeeeee OYes ONo
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for over T week? ..o OYes [ No
5. Has your child ever drank unpasteurized milk or eaten unpasteurized cheese? ................ OYes UNo

Lead Screening:

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

(o Tl (=] 512171 DU = e T DS o O'Yes O No .
2. Live in or regularly visit a house built before 1978 with recent ongoing renovations

or remodeling (within the last 6 Months? ..o OYes C No
3. Have a sibling or playmate who now has or did have lead poisoning? ..................... JYes UNo
4. Is your child a refugee from another country? ........oooiiiiiiiin OYes Z No
5. Does your child have their health insurance provided by Medicaid or INtotal Health? 0 Yes T No

Name and Ages of Brothers
Sisters

Patient lives with: Mom Dad Both Together Both Separately

Do you have any concerns you Wish fO QiSCUSS?.coc v oiiiccrereriiiiiiriiiieiiiieircnii i OYes 0ONo




