g Month Questionnaire

Patient’s Name:

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

1. SO FOOA IMTAKET «reeteirurraarrreesenerenssre e st raosebat s s ter ey paa s s s st st e s s r b mn bR e st e s [ Yes
2. Bowel movements, diarrhea, or constipation? ... 1 Yes
3. CONEESHION OF WHEEZINGT ....ieuieeiirericrmesisnestes sttt e dYes
4. Skin color or rashes {CIrCle ONE)T vivviiiirrrsrrrerenies st O Yes
5, Overall deVelOPIMENT? .ocuiiiirieiirierrr e O Yes
(TR T )1 o [ ——— R 0 Yes
Answer the following:

7. Were there any problems with immunizations in the Past?.........ccmes O Yes
8. Is your child exposed to TODACCO STOKE? wvrviriiniiiins e O Yes
9. Have you been sad, depressed or crying excessivVely? ..o O Yes
10. Does your baby co-sleep With YOU? ..o O Yes
11. Does your baby Use @ WAIKEIT oo O Yes

12. 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

FUEXE YEBIT wovrnsssenenunnnsmssmvmssmensssnanen s Eaaees sonspnesasssssmssnrnsmnnnen s tansbadonastanne C Yes
12. Is your water source from a Well? ..o.ooimiiiin s 0 Yes
Does your child...
14. Say consonants like “da-da” Or “Ma-mMa’? ...t O Yes
15. Respond 10 his/her NAMEY ...t 0 Yes
16. SEEM tO NEAL WETL? 1 iieieererrreeeeeees s s s bt eae s omi s re s aa s st 0 Yes
17. Play pat-a-cake Or peek-a-DOO07 ..o 0O Yes
18. Move all extremities equally Well? ..o C Yes
19. Explore objects by shaking, banging, or throwing EHBIT L cvomnemamnn e SEAH BRI s O Yes
20. Try to pick up objects with their thumb or fOrefinger? ..oty 1 Yes
21. Sit alone for 8 1oNg tIMET.....cieiriiiirrreire st s 0 Yes
22. Go from their tummy to sitting by their self? ... O Yes
23. Crawl, creep and/or scoot on their BOOM? ..o O Yes
24. Pull to a standing POSHIONT civiriieer e O Yes
25. Cry when a stranger approaches? ...oeveee i O Yes

Answer the following:

26. Do you have smoke alarms? Carbon monoxide detectors?
27. Does your child ride in a rear-facing infant car SEALY o owmws romnansmmemmmenannn SHiHEFEEITRT owRETR RS O Yes
28. Do you know infant CPR? ...ooiviirencii ittt s Yes
29. Are you getting enough Fest?. ... o iveiiieir e 0 Yes
30. Have both parents/caregivers had the Tdap vacine? ..ot 0 Yes
31. September through March visits: Have all caregivers and family members living in the
home been vaccinated with the flu vaccine this SEasON? ......o.oiiiiiriiiierrireess 0 Yes
32, ls your child eating all food groups: fruits, meats, and vegetablesT....corrreccrrnnees 0 Yes

33. Bottle fed infants: Is your child getting over 30 ounces per day? ......oeveneiserineene 0 Yes
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9 Month Questionnaire

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

1. Are YOU ZIVINE VITAMIN DT ooieiiinieneens e esr e s s b bt e 0 Yes
2. Breast feeding mothers, are you taking a multivitamin WItH IEONZ e O Yes
3. Are you having any problems NUISINE? ... s 0 Yes
4. Do you need help from our lactation specialists? ...t O Yes
5. Do you need help with preparations to return to VWD .. oo e 50000 L MR BN 4 SRS S an R s s ks O Yes

Screening questions for Tuberculosis:

1. Do you have a family member with TB or any contact with someone who has TB? .....oecereeennn. L YES
2. Do any family members have a positive TB 1517 .o 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 EUTOPE)? ... coiieniiininrinnninnns e 0 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? ... .o imis st O Yes
5. Has your child ever drank unpasteurized milk? ... i O Yes

O No
0O No
ONe
O No
O No

ONo

O No

0O No

O No
O 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 .......oo. oo 0 YeS
2. Your infant was a preemie of 28 weeks or less and is less than 12 months old .o 0 Yes
3. Your infant is less than 2 years old and has chronic lung disease needing oxygen.

Albuterol, diuretics or chronic steroid use in the fast 6 MONThS L 0 Yes
4. Your infant is less than 12 months old and has a congenital airway abnormality or

MEUFOMUSCUIAL ISOTGET 1 et ieeetii et sessreraseeas sea e raaeaasrnrt s o msmsmnmmonsranreaasrsassassaemnn s nn e s s e ate s ey aaneses 0 Yes
5. Your infant is less than 12 months old and has Cystic Fibrosis with nutritional

e 0115170 31 -SRI RIUTRIEUS SRS SRS SR S SE NN G Yes

6. Your infant is under 2 years old and is'profoundly immunocompromised or is
undergoing a heart transplant

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

o L= 1 LY 2=) PSSO SPR S SRTSPESTPP R IIRPEEISIRTER LR O Yes
2. Live in or regularty visit a house built before 1978 with recent ongoing renovations

or remodeling (within the last 6 MONTHST ... i e O Yes
3. Have a sibling or playmate who now has or did have lead poisOniNg? ......ovieeeeeieiiniiinicnens e U Yes
4. 1s your child a refugee from another CoOUNtIY? .o O Yes
Name and Ages of Brothers

Sisters

Patient lives with: Mom  Dad __ Both Together Both Separately
Do you have any concerns you wWish t0 QiSCUSS? cvewe oot [1Yes
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