6 Month Questionnaire

Patient’s Name:

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

1. Excessive spitting, vomiting, or back arching with feedings? ccoceerrvrrmmmrmsrnnr e 0 Yes
9. CONEESHON OF WHEEZING? -1vuvusccmiinssssssssses s sssrmississ s s s T O Yes
3. Skin color or rashes (CIrcle ONE)? e irinressr s 0 Yes
4. Crying more than 3 hours a day? o eeeerevesisseseemeessseessssesiReesEEEeRIEEANESIeEETIIsIisaRmesaacies O Yes
% _ihenall HEUeleIEnE] mewmsensmmsesone SRR oo SSRGS e v e s EES O Yes
6. Bowel Movements: Does your baby have stool that is pale, gray, blood streaked or

1055 Than ONCE BVEFY 5 TAYS? ceeirrmrrmeressmmmmnsarsmessstsnsss st sttt 0 Yes
Answer the following:
7 \Were there any problems with your child’s second set of immunizations?........coeeeenee: T Yes
8. Is your child exposed to tODACCO STNIOKE? wtvvvrrrevsssarnrnraeessrnanssssssrars s e O Yes
9. Have you been depressed or crying EXCESSIVEIYT cuvveerrereirrreinersiss s O Yes
10. Does your baby co-sleep with YOU? 1rnvemcsessisssarsrstanentestssasnassssmmsssatanaanstessssssnaarsasarass 0 Yes
11. Has your child traveled out of the country or do you plan to take your childto a

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

PUEXE YEAIT v eeoresanesonoms raseessess s s e o a B ST 1 Yes
12, Is your water source from a P | T ——————— R O Yes
Does your child...
13. Coo, squeal, babble, and imitate a1 1= v (O ————— L O VYes
14. Show response 10 his/her NAMEY ... virinsieasrm s O Yes
15. Cry when you walk out of HHE FOOTTI? cnveeresnsnsasssoaaasenesenaassasssesseaasesssssnrannnnenasrmassnsnes O Yes
16. Seemm 10 NEAT WENIT .ervereeeruesriresse st 0 Yes
17. Move all extremities equally Well? ..ot [ Vs
18, RO OVEE DOtR WAYST wovrerrarcsisrvenmonsesssssssssasssssssismsmonssssaamssssasinsssinassssssms st anar e O Yes
19. Sit unassisted for a brief HMEY ... 0 Yes
20, Try tO DAt t OBJECIS? cuvrurisresescesimrnssmsssesssses s s O Yes
1. Bear weight On DOth 18852 wvveiriirissrr s s O Yes
Answer the following:
22. Do you have smoke alarms? Carbon monoxide detectors?
23. Are yoU getting ENOUZN FESt7. v i minissisriicesi st 0 Yes
24. Does your child ride in a rear-facing infant Car SEATT ......ouvvverissiresimnnsmsnres s 0 Yes
25. Do you know infant CPRY ... s s e O Yes
26. Does your baby sleep with a pacifler?. ... O Yes
7. Does your baby sleep on his/her Back? ...oooeriinnmsrsi s O Yes
28. Have both parents/caregivers had the Tdap VACCNET «.iiveeriarrsrriresasnnssrene s C Yes
29, September through March visits: Have all caregivers and family members living in the

home been vaccinated with the flu vaccine this SEASONY vurerrernserenseannarnrrsssssnssnmannronnnns 0 Yes
30. Bottle fed infants: ls your child getting over 30 ounces per Y ...smavansiimss oo [ Yes
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6 Month Questicnnaire

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

1. Are you giving a muttivitamin with Iron? ... ..o O Yes
2. Breast feeding mothers, are you taking a multivitamin with iton? ..o aVYes
3. Are you having any problems nurSING?.......o.o. oo eeeeeee oo O Yes
4. Do you need help from our lactation specialists? .........coooeeoeroo oo O Yes
5. Do you need help with preparations to return to Work?.....ooovoeoooooooo O Yes

Screening questions for Tuberculosis:

1. Do you have a family member with TB or any contact with someone who has TB? ..... 0 Yes
2. Do any family members have a positive TBtest? ....ooevvovvvoreeooios oo 0 Yes
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 Eurepe)? s omeene O Yes
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for over 1 Week? ........ooooooeoeoeeoo O Yes
5. Has your child ever drank unpasteurized mitk? ......ooooovveeeoeoo O Yes

O No
O No
O No
d No
0 No
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{0 No
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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 ...... 0 Yes 0O No
2. Your infant was a preemie of 28 weeks or less and is less *han 12 PRl s OYes [ No
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 MORthS vvvooooooovoooeo dYes O No
4. Your infantis less than 12 months old and has a congenital airway abnormality or

neuromuscular disorder e e e e e aa e ey e s s e et ee s e s eseee oo OYes [ No
5. Your infant is less than 12 months old and has Cystic Fibrosis with nutritional

COMPTOMISE -.oorisneistsscena et e ettt se e e s s s ese e s e OYes ONo
6. Your infant is under 2 years old and is profoundly immunocompromised or is

undergoing & heart transplant —..........cooveveesoreooseceseeeoeoeeoooooo OYes ONo
Lead Screening:
Does your child...
1. Live in or regularly visit a house that was built before 19507 (Daycare, Babysitter,

= OYes ONo
2. Live in or regularly visit a house built before 1978 with recent ongoing renovations

or remodeling (within the last 6 MONThS)?.........ovieivueruerees st sseseesoeoe oo OYes CNo
3. Have a sibling or playmate who now has or did have lead POISONING? .eovviiieiiviiviienens OYes JNo
4. Is your child a refugee from another n 18 {11 2 gR——————— OYes ONo
Name and Ages of Brothers

Sisters

Patient lives with: Mom Dad Both Together Both Separately
Do you have any concerns you wish t0 discuss? .omev.rverevvomeososoooooooo OYes 0O No




