"I may seem like | want to do it all by myself, { &
N

18 MONTH OLD but | need your help as | explore my world."
. pediatrics
Patient Name: NORTHWEST Pog
Mary Bridge Childrens
Person Filling Out Form: www.pedsnw.net

Relationship to Patient:

| CONCERNS

yes no Do you have any questions or concerns about your child’s health, development, or behavior?

| MEDICAL HISTORY

yes no Does your child take any medications (daily or as needed)? If so, please list:

yes no Has your child had any reactions to medications?

yes no Is your child currently taking any vitamins, supplements, "alternative medicines", or therapies?Are

yes no there any major changes or stresses in the family (moves, deaths, separation, etc.)?

yes no Is your child in day care?

yes no Has your child had any new ilinesses, ER visits, hospitalizations, or surgeries since their last visit?

yes no Has a parent or household member ever had a problem with alcohol or drug use?

yes no Is there any new information to add to family medical history since the last well child visit?
NUTRITION

yes no Is your child breastfeeding?

yes no Does your child take a bottle?

yes no Does your child use a sippy cup?

yes no Does your child drink anything other than milk and water? If so, what?

yes no Does your child eat food from all 4 food groups?

PREVENTIVE HEALTH

yes no Has your child seen a dentist in the past 6 months?

yes no Do you help your child brush their teeth twice daily?

yes no Does your child always ride in a rear facing car seat and in the backseat?

yes no Is your child using screen time for entertainment (TV, tablet, phone, movies, video games, etc.)?
yes no Does your child have outdoor time daily?

yes no Does your child live with anyone who smokes, vapes, or uses e-cigarettes?

yes no Are there smoke alarms, fire extinguishers, and carbon monoxide alarms in your home?

yes no Have those alarms been checked in the past 12 months?

yes no N/A If you own firearms, are they always locked up and ammunition stored separately?

yes no Is your child enrolled in WIC?

On average, how difficult was it for your family to meet expenses for basic needs like food,
housing, and/or utilities in the past year? (Please circle one that most applies):

Never Seldom Some of the time Most of the time

REVIEW OF SYSTEMS (C/IRCLE ANY CURRENT CONCERNS YOU WOULD LIKE TO DISCUSS TODAY)

yes no Eyes (crossing, not focusing, drainage, redness)

yes no Hearing

yes no Coughing, noisy or difficulty breathing, or limitation in activity level
yes no Vomiting, swallowing or eating

yes no Stooling (diarrhea, constipation, or blood in the stools)

yes no Urination (change in frequency, or blood in the urine)

yes no Extremities (feet, legs, arms, hands)

Thank you for filling out this form. Revised 6/2021
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Patient Name: Date of Birth: th\q/vryged‘c;iesmr:\j:net
Patient MRN: Today's Date:

Person Filling Out Form: Relationship to Patient:

Please answer these questions about your child. Keep in mind how your child usually behaves. If you have seen
your child do the behavior a few times, but he or she does not usually do it, then please answer no. Please circle
yes or no for every question. Thank you very much.

1. If you point at something across the room, does your child look at it? Yes No
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or animal?)
Have you ever wondered if your child might be deaf? Yes No
Does your child play pretend or make-believer? (FOR EXAMPLE, pretend to drink from Yes No
an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?)
4. Does your child like climbing on things? (FOR EXAMPLE, furniture, playground Yes No
equipment or stairs)
5. Does your child make unusual finger movements near his or her eyes? Yes No
(FOR EXAMPLE, does your child wiggle his or her fingers close to his or her eyes?)
6. Does your child point with one finger to ask for something or to get help? Yes No
(FOR EXAMPLE, pointing to a snack or toy that is out of reach)
7. Does your child point with one finger to show you something interesting? Yes No
(FOR EXAMPLE, pointing to an airplane in the sky or a big truck in the road)
8. Is your child interested in other children? (FOR EXAMPLE, does your child watch Yes No

other children, smile at them, or go to them?)

9. Does your child show you things by bringing them to you or holding them up for you to Yes No
see — not to get help, but just to share? (FOR EXAMPLE, showing you a flower, a stuffed
animal, or a toy truck)

10. Does your child respond when you call his or her name? (FOR EXAMPLE, does Yes No
he or she look up, talk or babble, or stop what he or she is doing when you call his or her name?)

11. When you smile at your child, does he or she smile back at you? Yes No

12. Does your child get upset at everyday noises? (FOR EXAMPLE, does your Yes No
child scream or cry to noise such as a vacuum cleaner or loud music?)

13. Does your child walk? Yes No

14. Does your child look you in the eye when you are talking to him or her, playing with him Yes No
or her, or dressing him or her?

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or Yes No
make a funny noise when you do)

16. If you turn your head to look at something, does your child look around to see what you Yes No
are looking at?

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child Yes No

look at you for praise, or say “look” or “watch me”?)

18. Does your child understand when you tell him or her to do something? Yes No
(FOR EXAMPLE, if you don’t point, can your child understand “put the book on the chair” or
“bring me the blanket?)

19. If something new happens, does your child look at your face to see how you feel about it? Yes No
(FOR EXAMPLE, if he or she hears a strange or funny noise, or sees a new toy, will
he or she look at your face?)

20. Does your child like movement activities? Yes No
(FOR EXAMPLE, being swung or bounced on your knee)
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