Evaluation: One to Three Months				          Date: _______________________                                                                                                                                        		       
Child’s Name: _______________________________________    Birth Date: _______________________
Care Provider’s Name:  __________________________________________________________________
Put a check mark beside any of the following that you have observed; otherwise leave blank
Physical Development
_____ Baby holds head up for a few minutes when on stomach
_____ Has sucking reflex for eating
_____ Responds to touch on/or near the mouth, usually by turning head
_____ Begins to roll
_____ Makes a fist
_____ Jerks in response to a loud or sudden noise
_____ Follows moving objects with eyes
_____ Sounds: cries, coos, and grunts

Intellectual and Cognitive Development

_____ Begins to learn that he/she cries; something happens
_____ Responds more to noise
_____ Knows mother from others

Emotional, Social and Language Development

_____ Helpless, completely reliant on caregiver
_____ Already experiences a range of emotions, happy, serious, calm, sad
_____ Visually fixates on a face, responds to a face smiling, especially mom’s
_____ Recognizes parents’ voices and may respond with a smile
_____ Coos when happy
_____ Cries when frightened, hungry, tired, in discomfort or pain

Comments/Recommendations: __________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
                                                                              

 Signature: __________________________________________

