4-5 Year Old Questionnaire

Patient’s Name:

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

Tz Brove] ITIERYEEREIHES wussmswsssmensssssmusmi oo st s sS85 i s man o S s  HE E 0 Yes
2. Congestion o WHeBZIMEY . i umsmmmsmsisnsirsse ivesrsssrmssn s omm is5ass SAsn UL n AR LARLSARES [ Yes
3, Skir eolor oraashes (dicle ORI s s T S O Yes
&, OVETAll deVEIOPITBITT «ovrersessvasnsmmnnnanssssssssssasnsansnsnssds T §45 4455 VEBEFE00SA AR RS SE0 A ¥ F4T HHATS U Yes
5, Communication sKills? oo 1 Yes
6. Bed wetting, soiling, or urinary ORIl sy smvamsswmammsessserasy omm [ Yes
7. NI (058 O FaND comunmesssmenseysmss sy s s R 5y 50 G s Sy vy S VoS v s wnnon 0 Yes
8. RECUITENE Bal INTECTTONGY conomensmmsnmomnmsnse 800 A S S S R MR A S S AR JYes
9, WNEEE DIeads OF BrUISIIEY .. s csrmmsssonsmsanss snsmsnbinns i S oy s S s as s s s vy S By e O Yes
10. Weakness with walking up stairs, running, or dimbing? .......ccoooiioii s 0 Yes
11 Behavior at-dchodl, BERE, OPAENEETEY ..o s mmrasmns C Yes
12. Food allergies? ......ccounenes O A g S A S S SR M oo s s [ Yes
13, SEHRonialh SlERDIEST ... ..o oo e H 0 R R S B SR S 0 Yes
Does your child. ..

14, Spedle 1 lang, meaningiul senteness? wommmmmm s s s e T T O Yes
15. Interact positively with teachers and friends and babysitters and siblings? .................... O Yes
16, Know all 6F RIS/HEE COlATEY .. urcmmrmsnsens wmmmmmrsmsmmnnpamsnssnamssanssans o R BTG T (1 Yes
T ] B0 ccommsssansssnssocsoesis i esomsot ok 55 U SIS0 0 Yes
18, Have o godd InmaB iRl oo nosmsss s s e s i s s 1Yes
19. Ride a trigycle or bikewith training wheels? . vicumisinsmsmsssmsmmor s assmn s 0 Yes
D STl DO e rsmsmsss s s o o ot o5 A A R 1 Yes
21, Use crayons aiid scistors Well Lo asis s v s nis s sivasesi s sis yssanss suvievryves O Yes
22, Tiress RI/REE SBIIT ... commnmsomsamsmnanasennsennnsnsms S R S A S S D JYes
23. Separate from you without too much difficllty? ..cocooiviviniieri s O Yes
24. Participate in a sport or other organized activity? ...coooveiiiiiiiii e G Yes

Answer the following:

25. Do you have smoke alarms? Carbon monoxide detectors?
26, DG YOU BAOWTRRT ..ovvvesssssnesssnnens smsonnnssemends iniin i s e i (o es s s s s vire O Yes
27. September through March visits: Have all caregivers and family members living in

thie higrie biger vaccinated Tor The I this s8as0nd e s e 0 Yes
28. Are you giving your child a multivitamin with fron?.....c.coooiienniiiiinreeene [ Yes
29. Is your child eating all food groups: fruits, meats, and vegetables?.........vvmveniiiinannn. [ Yes
30, s your dilld off the boftle] weussmmsmmssmrmesmrsm i s v 0 Yes
2. Are you brushing vourehila™s teethi? e i e e R e 50y O VYes
32. Has your child seen the dentist? ....c.oveeiieiiiri i sicreisaes i s s s s nee O Yes
33. Does your child ride in a booster seat or car seat in the back seat?.....c.coveeveierreneninnnn 0 Yes
34, How many ounces of milk does your child drink in one day? What kind?

35. How many ounces of juice does your child drink in one day?
36. Have you switched to-low fat or skith ik s emsssismarmsim i nisiasmmmms s s O Yes
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4-5 Year Old Questionnaire . -

Answer the following:
37. Is your child exposed to cigarette SOKE? ....uvviiiiiieiiviriiirn e O Yes
38. Were there any problems with immunizations in the past?........ccciviiinin T Yes

39. 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

T o1 SRS ———— U Yes
40. Does your child eat non-food substances such as paint chips? ..oooeiiinieeiiniiine 0 Yes
41, Does your child still use a pacifier? .....ccccccrriinimmnirer 0 Yes
42, Is your water source from a Well?........ooviiiiiiiiiiii C Yes
43. Is your child on the computer or playing video games or watching TV more than 2

RSO TEIRE upsmreusorinmensnessnsesssesmsss 1 A A AR 0 Yes

Screening questions for Tuberculosis:

1. Do you have a family member with TB or any contact with someone who has TB?........ [l Yes
2. Do any family members have a positive TB test? .ooveeiiiriimmmnicrnneennenans O Yes
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)? ..........eeeeeinis O Yes
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for over T week? .........oviiiiiiiiiiieninrrn e O Yes
5. Has your child ever drank unpasteurized milk or eaten unpasteurized cheese? ................ JYes
6. Do you plan to travel to a high risk country {one NOT listed above) within the

TUEXE SOBEY esinscssunuronssss uassresss camsmes s smnmsews s snmmmmmssoms smesssmnsnnns iaASsATe s A me s e s sl §HEHRES A RS [ Yes

Lead Screening:

Does vour child...
1. Live in or regularly visit a house that was built before 1950? (Daycare, Babysitter,

OF FEIATINE) v vvmmmmemmmnimmmnmmmmmmn sttt e b A S T R SR P Ty s O Yes
2. Live in or regularly visit a house built before 1978 with recent ongoing renovations

or remodeling (within the 1ast 6 Months? ..., O Yes
3. Have a sibling or playmate who now has or did have lead poisoning? ..................... JYes
4. Is your child a refugee from another country? ... O Yes
5. Does your child have their health insurance provided by Medicaid or INtotal Health? O Yes
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Sisters

Patient lives with: Mom Dad Both Together Both Separately

Do you have any concerns you Wisht {0 QiSCUSS? iuirrviirresreeniisissiiiiiniinisnissssevsvasianinineeses OYes T No




YOUTH PEDIATRIC SYMPTOM CHECKLIST-17 (Y PSC-17)

Name;: Record #:
Dnset i adlay's Bares
Please mark under the heading that best fits your child:
. Fidgety, unzable to sit still * 0 1 2
¥  Feel sad, unhappy S 0O 1 2
R4 Daydream too much * 0 1 2
- Refuse to share a 0 1 2
O Do not understand other pecple’s feelings U 0 ! 2
* Feel hopeless = 0 1 2
L 4 Have trouble concentrating 4 0 1 2
W Fight with other children 0 0 1 2
* Down on yourself £ 0 1 2
1 Blame others for your troubles = 0 1 2
* Seem ro be having less fun = 0 1 2
i Do not listen to rules | 0 1 2
* Acras if driveﬁ by a motor * 0 1 2
0 Tease others 0 0 1 2
% Worry a lot & 0 1 2
‘4 Take things thar do not belong to you o 0 1 2
Distract easily * ] 1 2
OFFICE USE ONLY
Total 4 Total [ Toral Grand Toral 4 -2+
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