Maryland Healthy Kids Program
Medical/Family History Questionnaire

Patient Name: Date of Birth: Sex: (circle)
Male Female
Form Completed By: Today’s Date Relationship:

PREGNANCY AND BIRTH HISTORY PSYCHOSOCIAL HISTORY

Who lives in household? .

Name of Hospital:

llinesses during pregnancy? NoO Yes[O

Medications during pregnancy? No [0  Yes [J How many?

Alcohol/Drug Abuse? No[ Yes( OO0 Rent? O Own? [ Shelter?
Problems at birth? No[ YesO Who cares for child?

Describe: Date of Birth? Mother

Type of delivery? [ Vaginal O C-section Father

Birth Weight Discharge Weight Are parents working? Mother No [ Yes O

Father No [ Yes 0O
Foster Care? Dates:
Other Languages?

Did baby receive Hepatitis B vaccine? No [J Yes O
Date of Hepatitis B immunization:
Newborn Hearing Screen? No [ Yes[O

FAMILY HISTORY MEDICAL HISTORY

Has anyone in the family (parents, grand-parents, Has your child ever had:
aunts/uncles, sisters/brothers) had:

Who? || Allergies (List) No O Yes O

Allergies (List) No O Yes[]
Asthma No O O
Asthma No O YesO Chicken Pox (Year) ____ No O O
TB/Lung Disease No O Yes(O Frequent Ear Infections No O O
HIV/AIDS No OO Yes(O Vision/Hearing Problems No O O
Suicide Attempts No O YesO Skin Problems/Eczema No [0 O
Heart Disease No O Yes[O TB/Lung Disease No [J O
High Blood Pressure/Stroke No [0 Yes [ Seizures/Epilepsy No OJ O
High Cholesterol No O Yes[ High Blood Pressure No O O
Blood Disorders/Sickle Cell No [0 Yes[O Heart Defects/Disease No O O
Diabetes No [0 Yes[O Liver Disease/Hepatitis No (O O
Seizures No O Yes( Diabetes No O O
Mental lliness No O YesO Kidney Disease/Bladder Infections No [ O
Cancer No O Yes[O Physical or Learning Disabilities No [ O
Birth Defects No (O Yes[O Bleeding Disorders/Hemophilia No O O
Hearing Loss No O YesO Sexually Transmitted Diseases No O a
Speech Problems No [0 Yes [ Emotional or Behavioral Problems No O O
Kidney Disease No O Yes[O Depression/Suicidal Thoughts No OO O
Alcohol/Drug Abuse No O Yes[ Hospitalizations/Surgeries No O O
Hepatitis/Liver Disease Physical/lEmotional/ Sexual Abuse No [ O
Thyroid Disease No O Yes[ Bone or Joint Injuries No O O
Learning Problems/Attention No [0 Yes [ Obesity/Eating Disorders No O O
Deficit Disorder No O Yes [ Other: No [J O

Family Violence No OO Yes[

Other:

Reviewed by:

Current Medication(s): (List)

Date of Review:

2/06




NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10
Fruits

How would you describe your child’s
appetite?

O Fair

O Good

O Poor

How many days per week does your
family eat meals together?

How would you describe mealtimes
with your child?

OO Always pleasant

O Usually pleasant

O Sometimes pleasant

OO Never pleasant

How many meals does your child eat
per day? How many snacks?

aagd

0000000 O0oo=s00o0o0ooog

Apples/ juice
Bananas
Grapefruit/juice
Grapes/juice
Melon
Oranges/juice
Peaches
Pears

ilk and Milk Products

Fat-free (skim) milk
Low-fat (1%) milk
Reduced-fat (2%) milk
Whole milk

Flavored milk

Cheese

Ice cream

Yogurt

Other milk and

Mk ProdBetS: svammmmimssmsmsaimssmn

Meal and Meal Alternatives

O Beef/hamburger
. Which of these foods did your child OO Chicken
eat or drink last week? 0O c 2
old cuts/ deli meals
(Ch?Ck sl O Dried beans (for example, black beans,
Grains: . .
kidney beans, pinto beans)
0 Bagels
O Eggs
O Bread ]
O Cereal/grits o inkh
9 O Peanut butter/nuts
O Crackers
. O Pork
O Muffins
: O Sausage/bacon
[0 Noodles/pasta/rice
O Tofu
O Rolls
) O Turkey
O Tortillas
) O Other meal and
O Othergrains:......ccocovevveeeiiinnnnn. N
meat alternatives:.........ccccvviiiiiiiiiin,
Vegetables
s Fats and Sweets
O Broccoli
O Cake/cupcakes
O Carrots
O Candy
O Corn .
0 Chips
[0 Green beans .
O French fries
O Green salad .
, [0 Cookies
O Greens (collard, spinach)
0 Doughnuts
O Peas i ;
O Fruit-flavored drinks
O Potatoes :
O Soft drinks
O Tomatoes )
0 Other vegetables e
g O Otherfats and sweets: ........................

09/30/2014
Source: Bright Future Nutrition at hilp:/'www.brightfutures.ors/nutrition/pdfipocket.pdf




6.

NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10

If your child is 5 years or younger,
does

he or she eat any of these foods?
(Check all that apply.)

Hot dogs
Marshmallows

Nuts and seeds
Peanut butter
Popcorn

Pretzels and chips
Raisins

Raw celery or carrots
Hard or chewy candy
Whole grapes

000000 ooOooo

How much juice does your child drink
per day? How much sweetened
beverage (for example, fruit punch or
soft drinks) does your child drink per
day?

Does your child take a bottle to bed at
night or carry a bottle around during
the day?

O Yes O No

What is the source of the water your

child drinks? Sources include public,

well, commercially bottled, and home
system-processed water?

09/30/2014
Source: Bright Future Nutrition at htip://www.brightfutures.org/nutrition/pdf/pocket pdf

10.

11.

12,

13.

14.

Do you have a working stove, oven,
and refrigerator where you live?
O Yes O No

Were there any days last month when
your family didn’t have enough food to
eat or enough money to buy food?

Did you participate in physical activity
(for example, walking or riding a bike)
in the past week?

O Yes O No

If yes, on how many days and for how
many minutes or hours per
AY 2.

Does your child spend more than 2
hours per day watching television and
DVDs or playing computer games:
O Yes O No

If yes, how many hours per

Y s sscncsasmsmmmmmmmsvsrsmsssnvisssing

Does your family watch television
during meals?

O Yes O No

. What concerns or questions do you

have about feeding your child or how
your child is growing? Do you have
any concerns or questions about your
child's weight?




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire
Lead Risk Assessment: Date Date Date Date Date Date Date
(every well child visit from 6 months up to 6 years)

1. Has your child ever lived or stayed in a house or apartment that is built before 1978 Y/N Y/N Y/N Y/N Y/N Y/N Y /N
(includes day care center, preschool home, home of babysitter or relative)?

2. Has your child ever lived outside the United States or recently arrived from a foreign Y/N Y/N Y/N Y /N Y /N Y/N Y /N
country?

3. Is anyone in the home being treated or followed for lead poisoning? Y/N Y /N Y/N Y /N Y/N Y/N Y/N

4. Are there any current renovations or peeling paint in a home that your child regularly visits? Y /N Y /N Y/N Y/N Y/N Y/N Y/N

5. Does your child lick, eat, or chew things that are not food (paint % ips, dirt, railings, poles, Y /N YIN Y/N Y/N Y/N Y/N Y /N

furniture, old toys, etc.)?

6. Is there any family member who is currently working in an occupation or hobby where lead v /N Y/IN Y/N Y /N Y/N Y/N Y/N
exposure could occur (auto mechanic, ceramics, commercial painter, etc.)?

7. Does your family use products from other countries such as health remedies, traditional Y /N Y/N Y/N Y/IN Y/N Y/N Y /N
remedies, spices, cosmetics or other products canned or packaged outside of the United
States? Or store or serve food in leaded crystal, pottery or pewter?
Examples: Glazed pottery, Greta, Azarcon (Rueda, Coral, Liga), Litargirio, Surma, Kohl (A
kohl), Pay-loo-ah, Ayurvedic medicine, Ghassard).

Tuberculosis Risk Assessment: Date Date Date Date Date Date Date
(The assessment must be compleled at 1, 6 and 12 months, and then annually Starting af 36 months.)

1. Has your child been exposed to anyone with a case of TB or a positive tuberculin skin test, Y / N Y/N Y/N Y/N Y/N Y/N Y/N
or received a tuberculosis vaccination?

2. Was your child, or a household member, born in a high-risk country (countries other than Y /N Y /N Y/N Y /N Y/N YIN Y/N
the United States, Canada, Australia, New Zealand, or Western and North European
countries)?

3. Has your child travelled (had a contact with resident populations) to a high-risk country for Y /N Y/N Y/N Y/N Y/N Y/N Y/N

more than 1 week?

4. Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV Y/N Y/N Y/N Y/N Y/N YI/N Y/N
infected, homeless, incarcerated, and/or illicit drug users)?

5. Does your child have HIV infection? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

(A “yes” response or “don’t know” to any question indicates a positive risk)
Patient Name: Birth Date:
https://mmcp.dhmh.maryland.gov/epsdt/Pages/Home. aspx Updated 8/18




ARASQ3/ Ages & Stages
- Questionnaires®

1 2 11 months 0 days through 12 months 30 days
Month Questionnaire

Please provide the following information. Use black or blue ink only and print

legibly when completing this form.

Date ASQ completed:

M M D D Y Y Y Y

Baby’s information

Baby’s first name:

Middle

initial: Baby's last name:

L

Baby's date of birth: If baby was born
3 or more weeks
prematurely, # of

weeks premature:

M M D D Y Y Y Y

Person filling out questionnaire

First name:

Baby's gender:

O Male O Female

Middle

initial: Last name:

i
i
i

Street address:

Relationship to baby:

O Parent

City:

O Grandparent Foster
or other parent
relative

O Guardian O Teacher
O Other:

State/Province:  ZIP/Postal code:

Country:

Home telephone number:

E-mail address:

Names of people assisting in questionnaire completion:

Baby ID #:

PROGRAM INFORMATION

Age at administration, in months and days:

Program ID #:

If premature, adjusted age, in months and days:

Program name:

E101120100

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
© 2009 Paul H. Brockes Publishing Co. All rights reserved.

Other telephone number:




z 3 11 months 0 days
12 Month Questionnaire through 12 months 30 days

On the following pages are questions about activities babies may do. Your baby may have already done some of the activities
described here, and there may be some your baby has not begun doing yet. For each item, please fill in the circle that indi-
cates whether your baby is doing the activity regularly, sometimes, or not yet.

Important Points to Remember: Notes:

c] Try each activity with your baby before marking a response.

¥ Make completing this questionnaire a game that is fun for
you and your baby.

9 Make sure your baby is rested and fed.

\ ™ Please return this questionnaire by : /

.

COM MU NICATION YES SOMETIMES NOT YET

1. Does your baby make two similar sounds, such as "ba-ba,” “da-da,” or O O O T
“ga-ga"? (The sounds do not need to mean anything.)

2. If you ask your baby to, does he play at least one nursery game even if O O O S
you don‘t show him the activity yourself (such as “bye-bye,” “Peeka-
boo,” “clap your hands,” “So Big”)?

3. Does your baby follow one simple command, such as “Come here,” O O O S
“Give it to me,” or “Put it back,” without your using gestures?

4. Does your baby say three words, such as “Mama,” “Dada,” and O O O NS
“Baba"? (A "word” is a sound or sounds your baby says consistently to
mean someone or something.)

5. When you ask, “Where is the ball (hat, shoe, etc.)?” does your baby O O O -
lock at the object? (Make sure the object is present. Mark “yes” if she
knows one object.)

6. When your baby wants something, does he tell you by pointing to it? O O O ——

COMMUNICATION TOTAL P

GROSS MOTOR YES SOMETIMES NOT YET

O O O S

1. While holding onto furniture, does your baby bend down
and pick up a toy from the floor and then return to a
standing position?

2. While holding onto furniture, does your baby lower herself with control O O O S
(without falling or flopping down)?

3. Does your baby walk beside furniture while holding on with only one O O O —_—
hand?

page 2 of 6

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101120200 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



AASQ3 I B

G ROSS MOTOR (continued)

If you hold both hands just to balance your baby, does he
take several steps without tripping or falling? (If your baby
already walks alone, mark "yes” for this item.)

When you hold one hand just to balance your baby, does
she take several steps forward? (If your baby already walks
alone, mark “yes" for this item.)

Does your baby stand up in the middle of the floor by himself and take
several steps forward?

FINE MOTOR

YES

YES

12 Month Questionnaire page 3 of 6

SOMETIMES NOT YET

O O

O &

GROSS MOTOR TOTAL

SOMETIMES NOT YET

O O

. O

O O

FINE MOTOR TOTAL

*If Fine Motor Item 4 is marked
“yes" or "sometimes,” mark Fine
Motor ltem 2 “yes.”

1. After one or two tries, does your baby pick up a piece O
of string with his first finger and thumb? (The string -
may be attached to a toy.)
2. Does your baby pick up a crumb or Cheerio with the O
tips of her thumb and a finger? She may rest her arm or
hand on the table while daing it.
3. Does your baby put a small toy down, without dropping it, and then O
take his hand off the toy?
4. Without resting her arm or hand on the table, does your O
baby pick up a crumb or Cheerio with the tips of her
thumb and a finger?
5. Does your baby throw a small ball with a forward arm O
motion? (If he simply drops the ball, mark “not yet” for
this item.)
6. Does your baby help turn the pages of a book? (You may lift a page for O
him to grasp.)
A & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Brick
E101120300 9 ©® 2‘;009 Paul H. Brookes Publishing Co. All rights s



PROBLEM SOLVING

1.

When holding a small toy in each hand, does your baby clap the toys
together (like "Pat-a-cake")?

Does your baby poke at or try to get a crumb or Cheerio that is inside a
clear bottle (such as a plastic soda-pop bottle or baby bottle)?

After watching you hide a small toy under a piece of paper or cloth,
does your baby find it? (Be sure the toy is completely hidden.)

If you put a small toy into a bowl or box, does your baby copy you by
putting in a toy, although she may not let go of it? (If she already lets
go of the toy into a bow! or box, mark "yes” for this item.)

Does your baby drop two small toys, one after the AQD
other, into a container like a bowl or box? (You may
show him how to do it.)

After you scribble back and forth on paper with a crayon (or a pencil or
pen), does your baby copy you by scribbling? (If she already scribbles
on her own, mark “yes” for this item.)

PERSONAL-SOCIAL

©C O O O3

O

YES
O

12 Month Questionnaire page 4 of

SOMETIMES

O

O
O
O

O

NOT YET

O ——

O
) o
O

O -

PROBLEM SOLVING TOTAL —

*If Problem Solving Item 5 is marked
“yes" or "sometimes,” mark Problem
Solving ftem 4 “yes.”

SOMETIMES

O

o O O O

NOT YET

o

O O O ©
|

PERSONAL-SOCIAL TOTAL s

1. When you hold out your hand and ask for his toy, does your baby offer
it to you even if he doesn't let go of it? (If he already lets go of the toy
into your hand, mark “yes” for this item.)

2. When you dress your baby, does she push her arm through a sleeve O
once her arm is started in the hole of the sleeve?

3. When you hold out your hand and ask for his toy, does your baby let go O
of it into your hand?

4. When you dress your baby, does she lift her foot for her shoe, sock, or O
pant leg?

5. Does your baby roll or throw a ball back to you so that you can return it O
to him?

6. Does your baby play with a doll or stuffed animal by hugging it? O

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101120400 © 2009 Paul H. Brockes Publishing Co. All rights reserved.



RASQY
OVERALL

Parents and providers may use the space below for additional comments.

12 Month Questionnaire page 5 of 6

1. Does your baby use both hands and both legs equally well? If no, explain: O YES O NO

!

2. Does your baby play with sounds or seem to make words? If no, explain: O YES O NO

:

3. When your baby is standing, are her feet flat on the surface most of the time? O YES O NO
If no, explain:

J
)
: ;
)
)

4. Do you have concerns that your baby is too quiet or does not make sounds like O YES O NO
other babies do? If yes, explain:

!

5. Does either parent have a family history of childhood deafness or hearing O YES O NO
impairment? If yes, explain:

{

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101120500 © 2009 Paul H. Brookes Publishing Co. Al rights reserved.



OVE RALL (continued)

12 Month Questionnaire page 6 of 6

6. Do you have concerns about your baby's vision? If yes, explain: O YES O NO

]
7. Has your baby had any medical problems in the last several months? If yes, explain: O YES O NO
( ]
8. Do you have any concerns about your baby’s behavior? If yes, explain: O YES O NO
[ }
9. Does anything about your baby warry you? If yes, explain: O YES O NO
[ }

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101120600 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



1 2 Month ASQ-3 Information Summary mO”g’;sn?oiiigif;gO;g’;

Baby's name: Date ASQ completed:

Baby's ID #: Date of birth:

Was age adjusted for prematurity
when selecting quest[onnaxre" O Yes O No

e - e L o cecimy T B A R 5 AR P

Administering program/provider:

[ ==

1. 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 | seme | O 5 10 15 20 25 30 35
Communication | 15.64 O O

40 45
O O O O
ESPTINE © ¢ © o o HeNielcHICNEe
TGN s o o o o o Eomenrems
Problem Sclving | 27.32 ® O ]O O
rsonsisocel (2173 | IO © © O O O

2. TRANSFER OVERALL RESPONSES: Bolded uppercase responses require follow-up. See ASQ-3 User’s Guide, Chapter 6.

O0|100|0|8
Ol0|0|0|0|&
O|0|0|0|0|8

1. Uses both hands and both legs equally well? Yes NO 6. Concerns about vision? YES No
Comments: Comments:

2. Plays with sounds or seems to make words? Yes NO 7.  Any medical problems? YES No
Comments: Comments:

3. Feet are flat on the surface most of the time? Yes NO 8. Concerns about behavior? YES No
Comments: Comments:

4. Concerns about not making sounds? YES No 9. Other concerns? YES No
Comments: Coemments:

5. Family history of hearing impairment? YES No
Comments:

3. ASQ SCORE INTERPRETATION AND RECOMMENDATION FOR FOLLOW-UP: You must consider total area scores, overall
responses, and other considerations, such as opportunities to practice skills, to determine appropriate follow-up.

If the baby's total score is in the [ area, it is above the cutoff, and the baby's development appears to be on schedule.
If the baby’s total score is in the 3 area, it is close to the cutoff. Provide learning activities and monitor.
If the baby's total score is in the Il area, it is below the cutoff. Further assessment with a professional may be needed.

4. FOLLOW-UP ACTION TAKEN: Check all that apply. 5. OPTIONAL: Transfer item responses
) ;o ; (Y = YES, S = SOMETIMES, N = NOT YET,
Provide activities and rescreen in months. X = T
= response missing).

Share results with primary health care provider.
1123|456

Refer for (circle all that apply) hearing, vision, and/or behavioral screening.

Communication

Refer to primary health care provider or other community agency (specify

Gross Motor
reason):

Fine Motor
Refer.to early intervention/early childhood special education.

. Lo Problem Solving
No further action taken at this time

Other (specify):

Personal-Social

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
P101120700 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



Activities for Infants 12-16 Months Old

Babies love games at this age
(Pat-a-Cake, This Little Piggy).
Try different ways of playing the
games and see if your baby will
try it with you. Hide behind fur-
niture or doaors for Peekaboo;
clap blocks or pan lids for Pat-a-
cake.

Make puppets out of a sock or
paper bag—one for you and
one for your baby. Have your
puppet talk to your baby or your
baby's puppet. Encourage your
baby to “talk” back.

To encourage your baby’s first
steps, hold your baby in stand-
ing position, facing another per-
son. Have your baby step to-
ward the other person to get a
favorite toy or treat.

Give your baby containers with
lids or different compartments
filled with blocks or other small
toys. Let your baby open and
dump. Play “putting things
back.” This will help your baby
learn how to release objects
where he wants them.

Loosely wrap a small toy in a
paper towel or facial tissue with-
out tape. Your baby can unwrap
it and find a surprise. Use tissue
paper or wrapping paper, too.
It's brightly colored and noisy.

Babies enjoy push and pull toys.
Make your own pull toy by
threading yogurt cartons,
spools, or small boxes on a
piece of yarn or soft string
(about 2 feet long). Tie a bead
or plastic stacking ring on one
end for a handle.

Tape a large piece of drawing
paper to a table. Show your
baby how to scribble with large
nontoxic crayons. Take turns
making marks on the paper. It's
also fun to paint with water. |

Arrange furniture so that your
baby can work her way around a
room by stepping across gaps
between furniture. This encour-
ages balance in walking.

Babies continue to love making
noise. Make sound shakers by
stringing canning rims together
or filling medicine bottles (with
child-proof caps) with different-
sounding objects like marbles,
rice, salt, bolts, and so forth. Be
careful to secure lids tightly.

This is the time your baby learns
that adults can be useful!l When
your baby “asks” for something
by vocalizing or pointing, re-
spond to his signal. Name the
object your baby wants and en-
courage him to communicate
again—taking turns with each
other in a “conversation.”

R

Play the naming game. Name
body parts, common objects,
and people. This lets your baby
know that everything has a
name and helps her begin to
learn these names.

Make an obstacle course with
boxes or furniture so that your
baby can climb in, on, over,
under, and through. A big box
can be a great place to sit and

play.

Let your baby help you clean
up. Play “feed the wastebasket”
or “give it to Mommy or
Daddy.”

Make a surprise bag for your
baby to find in the morning. Fill
a paper or cloth bag with a soft
toy, something to make a
sound, a little plastic jar with a
screw-top lid, or a book with
cardboard pages.

Play “pretend” with a stuffed
animal or doll. Show and tell
your baby what the doll is doing
(walking, going to bed, eating,
dancing across a table). See if
your baby will make the doll
move and do things as you re-
quest. Take turns.

Cut up safe finger foods (do not
use foods that pose a danger of
your baby's choking) in small
pieces and allow your baby to
feed himself. It is good practice
to pick up small things and feel
different textures (bananas, soft
crackers, berries).

Let your baby “help” during
daily routines. Encourage your
baby to “get” the cup and
spoon for mealtime, to “find"”
shoes and coat for dressing, and
to “bring” the pants or diaper
for changing. Following direc-
tions is an important skill for
your baby to learn.

Your baby is learning that differ-
ent toys do different things.
Give your baby a lot of things to
roll, push, pull, hug, shake,
poke, turn, stack, spin, and stir.

Most babies enjoy music. Clap
and dance to the music. Encour-
age your baby to practice bal-
ance by moving forward,
around, and back. Hold her
hands for support, if needed.

Prepare your baby for a future
activity or trip by talking about it
beforehand. Your baby will feel
like a part of what is going on
rather than being just an ob-
server. It may also help reduce
some fear of being “left be-
hind.”

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker © 2009 Paul H.

Brockes Publishing Co. All rights reserved.




