Name: DOB: Date:

24 M (0] nth S (23 Months 0 days through 25 months 15 days)

COM M U N ICATION YES SOMETIMES NOT YET

1. Without your showing him, does your child point to the correct picture
when you say, “Show me the kitty,” or ask, “"Where is the dog?” (She O O O
needs to identify only one picture correctly.)

2. Does your child imitate a two-word sentence? For example, when you
say a two-word phrase, such as "Mama eat,” "Daddy play,” “Go
home,” or "What's this?” does your child say both words back to you? O O O
(Mark “yes" even if her words are difficult to understand.)

3. Without your giving him clues by pointing or using gestures, can your
child carry out at least three of these kinds of directions?

O a. "Put the toy on the table.” O d. "Find your coat.” O O )
O b. “Close the door.” O e. “Take my hand.”
O c. "Bring me a towel.” O f. “Get your book.”

4, If you point to a picture of a ball (kitty, cup, hat, etc.) and ask your child, O O O

“What is this?” does your child correctly name at least one picture?

5. Does your child say two or three words that represent different ideas
together, such as “See dog,” "Mommy come home,"” or “Kitty gone”?
{Don't count word combinations that express one idea, such as “bye-
bye,” “all gone,” “all right,” and "What’s that?”) Please give an ex-
ample of yaur child’s word combinations:

@) O O
6. Does your child correctly use at least two words like “me,” “1,” "mine,"” O O O
and "you"?
COMMUNICATION TOTAL
GROSS MOTOR YES SOMETIMES NOT YET

1. Does your child walk down stairs if you hold onto one of her hands?
She may also hold onto the railing or wall. (You can look for this at a
store, on a playground, or at home.)

O O

O

2. When you show your child how to kick a large ball, does he
try to kick the ball by moving his leg forward or by walking
into it? (If your child already kicks a ball, mark “yes” for
this item.)

3. Deoes your child walk either up or down at least two steps
by herself? She may hold onto the railing or wall.

4. Does your child run fairly well, stopping herself without
bumping into things or falling?

5. Does your child jump with both feet leaving the floor at the
same time?

6. Without holding onto anything for support, does your child
kick a ball by swinging his leg forward?

O O O O
O O O O
O O O O O

@)
O

GROSS MOTOR TOTAL



FIN E MOTOR YES SOMETIMES NOT YET

1. Does your child get a spoon into his mouth right side up so that the O O O —_—
food usually doesn’t spill?

2. Does your child tumn the pages of a book by herself? (She may turn O O O
more than one page at a time.)

3. Does your child use a turning motion with his hand while trying to turn O O O
doorknobs, wind up toys, twist tops, or screw lids on and off jars?

4. Does your child flip switches off and on? O O O _
Does your child stack seven small blocks or toys on top of each other O O O
by herself? (You could also use spools of thread, small boxes, or toys
that are about 1 inch in size.}

&, Can your child string small items such as beads, O O O ——
macaroni, or pasta “wagon wheels"” onto a string
or shoelace?
FINE MOTOR TOTAL —

PROBLEM SOLVING YES SOMETIMES NOT YET

Count as "yes"”
1. After watching you draw a line from the top of the ! '}(\
paper to the bottom with a crayon (or pencil or pen}), ~__~
does your child copy you by drawing a single line on —_— ,
the paper in any direction? {(Mark “not yet” if your Count as "not yet" O O O —_—

child scribbles back and forth.) i C 3

2. After a crumb or Cheerio is dropped into a small, clear bottle, does

your child turn the bottle upside down to dump out the crumb or O O O
Cheerio? (Do not show him how.} (You can use a soda-pop bottle or
baby bottle.)
3. Does your child pretend objects are something else? For example, ,
does your child hold a cup to her ear, pretending it is a telephone? @) O O —_—

Does she put a box on her head, pretending it is a hat? Does she use a
block or small toy to stir food?

4. Does your child put things away where they belong? For example, does O O e
he know his toys belong on the toy shelf, his blanket goes on his bed,
and dishes go in the kitchen?
5. If your child wants something she cannot reach, does she find a chair or
box to stand on to reach it (for example, to get a toy on a counter or to O O O S
“help” you in the kitchen)?

&, While your child watches, line up four objects like
blocks or cars in a row. Does your child copy or O O Q
imitate you and line up four objects in a row? (You
can also use spools of thread, small boxes, or
other toys.)

PROBLEM SOLVING TOTAL —_—
PERSONAL-SOCIAL YES SOMETIMES NOT YET
1. Does your child drink from a cup or glass, putting it down again with O O O E—
little spilling? ~
2. Does your child copy the activities you do, such as wipe up a spill, O O O E—
sweep, shave, or comb hair? _
( —
3. Does your child eat with a fork? O O LI)
4. When playing with either a stuffed animal or a doll, does your child pre- O O O I
tend to rock it, feed it, change its diapers, put it to bed, and so forth? N
5. Does your child push a little wagon, stroller, or other toy on wheels, O O O —
steering it around objects and backing out of corners if he cannot turn?
g ] g O O O o

"y

6. Does your child call herself or "me"” more often than her own
name? For example, "I do it,” more often than “Juanita do it.”

PERSONAL-SOCIAL TOTAL _

SCORE AND TRANSFER TOTALS TO CHART BELOW: See ASQ-3 User’s Guide for details, including how to adjust scores if item
responses are missing. Score each item (YES = 10, SOMETIMES = 5, NOT YET = 0). Add item scores, and record each area total.
In the chart below, transfer the total scores, and fill in the circles corresponding with the total scores.

Area Cutoff

Communication | 25.17

O0|0I0[0]8

Gross Motor 38.07

Fine Motor | 35.16

Problem Solving | 29.78

00000 8
0|0I0I0l0)5
olojolclols
olololclols

Personal-Social | 31.54




Patient History Form - Newborn to 5 vears

Patient Name : DOB

Sex M F History given by Date

Patient Information:
Are immunizations up to date? Yes or No
Birth History: Was infant born early or late? Yes or No
If yes, how many weeks?
What was infants birth weight?
Did your child have any respiratory problems, jaundice, or other problems at birth?

Acute lliness / Chronic lllness / Medical Issues: List all past and present diagnoses

Hospitalizations or ER Visits: List any that have occurred since the last well check

Surgeries: List any that have occurred since the last well check

Allergies:

Medications: name, dose, what is it given for?

Social History:
Who does the patient live with?

If biological parents are separated or don't live in the same home as the patient, how often does
the child visit the other home?

Does your child have any pets in or outside of the home? Yes No
If yes, list pets:

Does anyone in the household smoke or vape?

Any recent travel since the last well check? Yes No Where?

Family History - Please provide information for patient’s parents, siblings and grandparents:

Heart Problems/

Heart Attack Y N_| Migraines/Headaches Y N | Allergies Y N

High Cholesterol Y N | ADHD/ADD Y N | Eczema Y

High Blood Pressure Y N | Diabetes Y N_| Depression or Anxiety Y

Asthma Y N | Thyroid Problems Y N | Obesity Y
Bleeding or Clotting ‘

Stomach Problems Y N | Problems Y N | Alcoholism Y

Kidney/Bladder

Problems Y N | Anemia Y N | Drug Abuse Y

Seizures Y N | Arthritis Y N | Cancer Y N

02/2019



www.m-chat.org

Child’s name Date
Age Relationship to child

" M-CHAT-R™ (Modified Checklist for Autism in'Toddlers Revised). ' .

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 chlld look at the toy or ammal'?)

2. Have you ever wondered if your child might be deaf? -~ o o Yes T No.

3. Does your child play pretend or make-believe? (FOR EXAMPLE, pretend to drink Yes No
from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?)

4. Does your child like chmblng on thmgs’? (FOR EXAMPLE furnlture playground . . Yes  Noo -
equipment, or stairs) _ : 4 S

5. Does your child make unusual finger movements near hrs 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? v Yes . No
(FOR EXAMPLE, pointing to a snack or toy that is out of reach). = S e e e

7. Does your child point with one finger to show you something mterestmg’7 . Yes No

(FOR EXAMPLE, pointing to an arrplane in the sky or a big truck in the road)

8. -Is ‘your-child'intereste
other chlldren 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,. showmg you a fiower, a stuffed

animal, or a toy truck)
10. Does your chlld"”"’"

child scréam or ey to noise ¢ hasay '.

13 Does your child walk?

“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 somethmg, does your chlld Iook around to see what'your -
are looking at? © . el L T R R

17. Does your child try to get you to watch hrm or her’7 (FOR EXAMPLE does your chlld 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 somethlng? -

(FOR EXAMPLE, if you don’t pornt can: your chlld understand?“put the book -

on the chair” or-“bring'me the blanket"’?) B :

19. If something new happens, does your child look at your face fo 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) T T .

2009 Diana Robins, Deborah Fein, & Marianne Barton




PEDS RESPONSE FORM |~

Child’s Name Parent’s Name

Childs Birthday Child’s Age 1oday’s Date
lPlezzse list any concerns abour your child’s learning, development, and be/mz/z'orj

| Do you have any concerns about how your child talks and makes speech sounds? |

Circle one:  No Yes A little COMMENTS:

LDO )/oit bave any concerns about how your child understands what you say? »
Circle one:  No Yes A lirtle COMMENTS:

[Do you have any concerns about how your child uses his or her hands and fingers to do things? ]
Circle one:  No Yes A lirtle COMMENTS:

IDo you have any concerns about how your child uses his or her arms and legs? ]

Circle one: No -~ Yes A little COMMENTS:

| Do you have any concerns about how your child behaves? |

Circle one:  No Yes A lirtle COMMENTS:

LDo you have any concerns about how your child gets along with others? ]
Circle one:  No Yes A lirtle COMMENTS:

| Do you have any concerns about how your child is learning to do things for himselfiberself? |
Circle one:  No Yes A little COMMENTS:

| Do you have any concerns about how your child is learning preschool or school skillfﬂ
Circle one:  No Yes A lirtle COMMENTS:

Blmse list any other concerns. I

© 2009 Frances Page Glascoe, Ellsworth & Vandermeer Press, LLC, 1013 Austin Court, Nolensville, TN 37135, phone: 615- 776-4121, fax: 615-776-4119,
web: www pedstest.com. For electronic applications contact: Frances.Page.Glascoe@pedstest.org.
This form may not be reproduced. Only completed forms may be scanned.
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Tuberculosis (TB) Questionnaire for Chlldren

Name of Child Date of Birth

Organization administering questionnaire Date

Tuberculosis (TB) is a disease caused by TB germs and is usually transmitted by an adult person with active TB lung
disease. It is spread to another person by coughing or sneezing TB germs into the air. These germs may be breathed
in by the child.

Adults who have active TB usually have many of the following symptoms: cough for more than two weeks duration,
loss of appetite, weight loss of ten or more pounds over a short period of time, fever, chills and night sweats.

A person can have TB germs in his or her body but not have TB disease (this is called latent TB infection or LTBI).
Tuberculosis is preventable and treatable. TB skin testing (often called the PPD or Mantoux test) or a TB blood
test (called an IGRA) is used to see if your child has been infected with TB germs. No vaccine is recommended for use

in the United States to prevent tuberculosis. The test is not a vaccination against TB.

We need your help to find out if your child has been exposed to tuberculosis.

Place a mark in the appropriate box Yes No Don't
Know

TB can cause a fever of long duration, unexplained weight loss, a cough (lasting over
two weeks), or coughing up blood. As far as you know has your child:

¢ been around anyone with any of these symptoms or problems? or

¢ had any of these symptoms or problems? or

» been around anyone sick with TB?

Was your child born in: Mexico or any other country in Latin America, the
Caribbean, Africa, Eastern Eurcope or Asia?

Has your child traveled in the past year to: Mexico or any other country in Latin
America, the Caribbean, Africa, Eastern Europe or Asia for longer than 3 weeks?
If so, specify which country/countries:

To your knowledge, has your child spent time (longer than 3 weeks) with:
anyone who is/has been an intravenous (IV) drug user, HIV-infected, in jail or prison
or recently came to the United States from another country?

Has your child been tested for TB? J Yes (specify date / / ) O No
Has your child ever had a positive TB skin test? O Yes (specify date / / )y O No
Has your child ever had a positive TB blood test? 0] Yes (specify date / / )y [ No

For school/healthcare provider use only
K 2K 3k 3K KK K 3K 3K K K K 3K 3K ok 3K K 3K 5K 2k 3K 3K 3K K 3K 3K 3K 3K 3K 3K KKK 3K 3K 3K 5K 3K 3K 3K 3K K 3K 3K 3K 3K 5K K 3K K 3K K 3K 3K 3K 2K K 3K 5K 2K 3K 3K K 3K K 3K 3K 3K 3K 5K 3K 5K 3K 3K 3K 3K K 3K 3K 3K 5K 3K KK Xk

PPD / IGRA administered (circle one)

Date Administered: / / Date Read (if PPD): / /

Result of PPD: mm Result of IGRA test: O Positive [0 Negative [ Indeterminate/Invalid

Type of service provider (i.e. school, Health Steps, other clinics):

PPD/IGRA provider:

signature printed name

Provider phone number:

City County

If positive, referral to healthcare provider: O Yes O No

If yes, name/contact of provider:

12-11494 TB Questionnaire for Children (Rev. 3/2020)




