6-7 Year Old Questionnaire

Patient’s Name:

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

1. BOWEl MOVEMENTS....ciiiiieiererireereerrssmemasisieiisssnsssessassnasesssssamsssssssssisssssssessasassassssaessees O Yes
2. Congestion Or WheeZING? .....ccuvereiereriirnteiiiiitiiiiiintinnnntssisst st sttt O Yes
3. Skin color or rashes (Circle ONE)? ...cceeiiiiiiiiriiiiiiniinnnnnrreeerreeeiiiieinitieitinnneeennneaneeeeees O Yes
4. Overall developmENnt?.......cccvieriiueeiiinniiineemeressteiieiiieirttesnt sttt ssasasns O Yes
5, CommMUNICAtiON SKIlIS? ..ueevueiierrueerremererirmuiiirminiiiemneeerrnneetenucrerteesttauiestmnassesmnnsessannes O Yes
6. Bed wetting, soiling, or urinary CONtrol? .....c.ccceriniiinniiinniiiinniiniiiin e O Yes
7. Weight 1055 OF ZaINT ...uvivuiiuiiiieniirieneninestsstsstsstesetstenst sttt cnsansas O Yes
8. Recurrent €ar iNfECHIONS? .....ceeerrrreeceerrreiiemuiiererirmmnsissnmrmnmiresesescenassecasseemmssssssnssnanansanas O Yes
9. Nose bleeds Or BrUISING? .....cccoiiiiiuumiiiriiniiitireercsnecsiinsisititietisssranssasssssane e s eeannes O Yes
10. Weakness with walking up stairs, running, or climbing?........ccccceevenninniinininninniienene O Yes
11. Behavior at school, home, or daycare?........ccccuueeurrerrrrmimieiieiiieeeeceiiiiitennecieniaan. O Yes
12. FOOd AllETZIES?....ccueeeeiireiiiriiiiieesirersinenesnnsseeacsssttsssntcssnne e s s st s s st st s st O Yes
13. Seasonal allergies? .......covveiriimmiinirinriireee ettt O Yes
14. ChEst PAINT.cveereereerereerressieiisiisresiessstsstsssessesseestesesaesansssnsssssnsssssassssssensesteassonsansnes O Yes
15. Chronic abdominal Pain? .......ccccceiniiiiiienicnnmnnmeninereeeniees s O Yes
16. Joint pain, joint swelling or MP?.....ccoieiiieiinininiiiiiete e O Yes
17. Overall progress/happiness/performance at SChOOI? ........cocouiriiiiniininiiiiiinenicccne O Yes
18. Poor diet and/or picky €ating? .......cceeiirriiiereeiiiiiiseeiiiiiiiiniiiiiiiieiece ettt 0 Yes
Answer the following:

19. Is your child exposed to tobacco SMOKE? .......coceieuiiriiinmiiniiiiiic e O Yes
20. Were there any problems with immunizations in the past? ........ccccoeeieniiciininineenne O Yes

21. 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

NEXE YRAIT c.uveeeureereersuteissresneessnseneseneaontossaesattsanssn s e asee b s san e s e s st et st s et st s sttt O Yes
22. Does your child eat non-food substances such as paint chips?.......cocooeieeiiiineesnicsenees O Yes
23. Is your water source from a Well? ......coccomeiiiiiii 0 Yes
24. Does your child have any speech delays? .......c.cocceouiiiiiimiiiniiicnnee O Yes
25. Have problems sitting in their seat and paying attention at schoOl?........ccoouevecececne O Yes
26. Is your child on the computer or playing video games or watching TV more than 2

ROULS PO dAY7 ..viccvereneesiseeiisiniisiseinisreesnnneseessstessaesiesaniasintasanaassasseestesestesasnsssans O Yes
Does your child...
27. Interact positively with teachers and friends and babysitters and siblings? ...ccovvvvveeinnnns O Yes
28. KNow all of Ris/her COlOTrS? vueiiierrmmureeiecnnrueeeiiimisinnnreeenseanieeeesssecssuneteessssssnnnsnasasssnns O Yes
29. Ride a bike with or without training wheels?...........coiiiiiiiiiiiiiiiiiiiieeeeee O Yes

30. Run well and keep up with their friends? ........cooooiiiiiiiiiiiee O Yes
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6-7 Year Old Questionnaire

Answer the following:
31. Do you have smoke alarms? Carbon monoxide detectors?
32. DO youU KNOW CPRY....uiiiiiieiireeniintenneeetistnntsistne et sss et st e na st ceaec e OYes [ONo
33. Are you giving your child a multivitamin With Iron? ..o OYes ONo
34. Is your child eating all food groups: fruits, meats, and vegetables? ......ccceviiiiiinacnnenens OYes ONo
35. Is your child brushing their teeth? ......c.ccceiniiiiniiiiiiiiiieeaee OYes ONo
36. Is your child seeing the dentist every 6 MONths? .....c.coiviiimniinininnincnininiiinnanne OYes 0ONo
37. Does your child ride in a booster seat or car seat in the back seat? ......ccceeueeerreencieennnn OYes ONo
38. Participate in a sport or other organized actiVity?........ccoeerimiiniiiiniinicicinns OYes 0ONo
39. How many ounces of milk does your child drink in one day? What kind?
40. How many ounces of juice does your child drink in one day?
Screening questions for Tuberculosis:
1. Do you have a family member with TB or any contact with someone who has TB?........ OYes ONo
2. Do any family members have a positive TB test?....c.ccceirimiiiniiicincicciiiinniiniennene. OYes 0ONo
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)?........cc.ccecueene OYes 0ONo
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for over 1 Week?..........ccoiiniiiiiiniiininnniicnisinnianinanes DOYes ONo
5. Has your child ever drank unpasteurized milk or eaten unpasteurized cheese?................ 0OYes ONo
6. Do you plan to travel to a high risk country (one NOT listed above) within the

MIEXE YT ..uveveseeneeueeneeateesessesseensessesseasaasessaesesatsts s sabssae s be s e e s s s e s s e st sa s s b st OYes ONo
Lead Screening:
Does your child...
1. Live in or regularly visit a house that was built before 1950? (Daycare, Babysitter,

OF TEIATIV) ..vunerneenierirenn e eiiiia it e e e e e r et st ettt s r s et st sttt st s s ne e OYes ONo
2. Live in or regularly visit a house built before 1978 with recent ongoing renovations

or remodeling (within the last 6 months? ..........ciiiiiiiiiiiii OYes ONo
3. Have a sibling or playmate who now has or did have lead poisoning? .........cc......c... OYes 0O No
4. Is your child a refugee from another country? ..........coooiiiiiinniniiinnnie DYes 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? ......coveuvervreeerescnucssssesisenenesistiinsneniaceacses OYes ONo




Name: Record #:

Date of Birth: Today’s Date:
Please mark under the heading that best fits you: NEVER | SOMETIMES | OFTEN
4  Fidgety, unable to sit still 4 0 1 2
$®  Feel sad, unhappy * 0 1 2
L 4 Daydream too much \ 4 0 1 2
4 Refuse to share Q 0 1 2
4 Do not understand other people’s feelings a 0 1 2
& Feel hopeless * 0 1 2
L 4 Have trouble concentrating 4 0 1 2
[  Fight with other children a 0 1 2
& Down on yourself £ 0 1 2
u Blame others for your troubles a 0 1 2
%% Seem to be having less fun ® 0 1 2
U Do not listen to rules | 0 1 2
L 4 Act as if driven by a motor L 4 0 i 2
(4 Tease others d 0 1 2
£ Worry a lot #* 0 1 2
| Take things that do not belong to you a 0 1 | 2
2 Distract easily 2 0 1 2
OFFICE USE ONLY
Total 4 Total [ Total %2 Grand Total @411+

Form adapred with permission for Feelings Need Check Ups Too, 2004
©1988, M. Jellinek & J.M. Murphy, Massachusetts General Hospital (PSC-17 created by W. Gardner & K. Kelleher)
and Bright Futures in Pracrice: Mental Health, 2002



