2 t 0 4 We e k Please answer these questions about your child.

- i Skip any questions that you cannot answer or that do not apply.
Well Check Questionnaire Your answers will help us provide you and your child with the best possible care.

Do you have any questions or concerns that you would like to discuss with your doctor? O Yes O No

If yes, please describe:

NUTRITION
1. How is feeding your child going?
O Not well/have questions or concerns [1Okay [ Very well
2. What does your child eat?
O Only breast milk [0 Some breast milk, some formula O Only formula
If your child is breastfeeding: [If your child is not breastfeeding, please skip to SAFETY.]

3. Does your child's mother take any medications (prescription or over-the-counter),
herbs, or supplements? ... OYes O No
If yes, please list:

4. Do you give your child vitamin Ddrops?........ ... ONo OYes
SAFETY

5. Where does your child sleep? ........... O In bed with parent(s) [ Bassinet or crib

6. Do you always put your child to sleep on hisorherback?....................... ONo [OYes
7. Do you place your child in a rear-facing car seat in the backseat for every car ride? ONo 0O Yes
8. Have you turned your water heater temperature down to low/warm (less than 120°F)? ....... ONo 0O Yes
9. Do you know that a rectal temperature over 100.4°F, vomiting, or poor feeding can

mean that your child is very sick and that you should call the Appointment and Advice

line right away 2. . .. ONo O Yes
YOUR GROWING CHILD
10. Does your child look at faces? ............. O Not yet [0 Somewhat [ Yes, often
11. Does your child cry for more than 3 hourseachday? ................ ... ... ..., OYes O No
FAMILY LIFE

12. Who takes care of your child (other than you)? Check all that apply:
O Child's parent(s)/other family [ Day care [ Other [ No one else

13. Do you wash your hands before picking up or feeding your child? ............... ONo O Yes
14. Do you ever hit or shake your child when feeling angry or frustrated?............. OYes O No
For mother of child:

Over the past 2 weeks, how often have you been bothered by any of the following
problems?

15. Little interest or pleasure in doing things?
O Not atall O Several days [1 More than half the days [ Nearly every day

16. Feeling down, depressed, or hopeless?
O Not at all [ Several days [ More than half the days [ Nearly every day

[ ]
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