4 M o n t h Please answer these questions about your child.
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? ............. OYes O No

If yes, please describe:

NUTRITION

1. What does your child eat? [ Only breast milk [ Some breast milk, some formula [ Only formula

2. Doyouoffersolid foods?. . ... ONo [IYes
If your child is breastfeeding: [If your child is not breastfeeding, please skip to SAFETY.]

3. Do you give your child vitamin D drops? ... ONo [Yes
SAFETY

4. Do you always put your child to sleep on hisorherback? ........ ... ... ... ... . ONo [OYes
5. Do you place your child in a rear-facing car seat in the backseat for every carride? .............. ONo [Yes
6. Isyour child ever left unattended (such as on a changing table or bed, orinabath)?............. OYes [No
7. Do you know what to do if your child is choking? ......... ... ... . ONo [OYes
8. Does your family have a safety plan for emergencies (such as fire or earthquake)? ............... ONo [Yes
YOUR GROWING CHILD

9. Does your child bring his or her hands together?........ OO Notyet [1Somewhat [ Yes, often

10. Doesyourchild laugh?. ... O Notyet [1Somewhat [ Yes, often

11. Does your child keep his or her head steady when
held in a sitting position?. ... O Notyet [1Somewhat [ Yes, often

12. Does your child look over when you call his or her name? O] Not yet [] Somewhat [ Yes, often

13. Does your child look for you or another caregiver
When upset?. ... . O Notyet [1Somewhat [ Yes, often

FAMILY LIFE
14. Do you hold, talk, and/or sing to your child every day? . ........ .. o ONo [OYes
15. Since your child’s last checkup, has your family or child experienced any major issues (such as

illness, move, job change or loss, separation or divorce, death in the family)?.................... [ Yes [ No
If yes, please list:

16. Who takes care of your child (other than you)? Check all that apply:
.................... O Child's parent(s)/other family [ Day care [1Other [ No one else

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

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

18. Feeling down, depressed, or hopeless?
............. O Not atall [ Several days [1 More than half the days [ Nearly every day
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