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  Child’s Name _____________________ Birthdate ____________ Date ______

1.  Was child’s mother healthy during pregnancy?
   



Yes
No

2.  Was your child’s birth weight over five pounds?




Yes
No

3.  Were there any problems during birth or the first month of life?

Yes
No

4.  Does your child have any health problems?





Yes
No

5.  Has your child had any injuries or hospitalizations?



Yes
No

6.  Does your child have any allergies?






Yes
No

7.  Are your child’s immunizations up to date?





Yes
No

8.  Is your child able to see?







Yes     No

9.  Is your child able to hear?







Yes     No

10. Is your child able to hold things?






Yes     No

11. Is your child able to move?







Yes     No

12. Is your child able to communicate?






Yes     No

13. Is your child able to relate to others?





Yes     No

14. Do you have any concerns about your child’s behavior?



Yes     No

15. Does your child cry a lot?







Yes     No

16. Do you have any concerns about your child’s eating habits?


Yes     No
17. Do you have concerns about your child’s sleeping habits?



Yes     No

18. Do you have any concerns about your child’s elimination habits?


Yes     No
19. Do you need a physician for yourself and your child?



Yes
No

20. Would you like to talk to our program nurse?




Yes     No
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