8-9 Year Old Questionnaire

Patient’s Name:

Personal/Social History
Are you concerned about your child’s...

1. Wheezing/asthma ..cc....e ittt e e e T Yes
2. Skin color or rashes (CIrcle ONE)? .. ... eeeeiiiii ettt e eae e e v e e e e e eaaaaas T Yes
3. Overall developmENt?... ... . ittt e e et e e e eeee e e e e nenaee s T1Yes
4. Communication SKillS? .....cceueiiiiiiie ettt "1 Yes
5. Bed wetting, soiling, or urinary CONtrol? .........cooieiiiiiiiiriiieeeie e "1 Yes
6. Weight 10SS OF GAINT ...eieniiiieee ettt e et e et e e et e e eaaeeennaeeenns "1 Yes
7. Recurrent @ar iNfECHIONS? ....ccuueiiiiiiiiiie ettt et e e et e et e e eaae e "1 Yes
8. Nose bleeds Or bruiSing?......c..eeiuuiiiiiiieiie ettt e e et e e eee e eeaa s "1 Yes
9. Weakness with walking up stairs, running, or climbing? .........cccccceeiiiiiiiiiiiiiiiiiiiinnnnnn.. "1 Yes
10. Behavior at school, home, Or dayCare? ........ccceuvieiiiiiiiiiriie et e e eeeeeaaaes T Yes
T1. FOOd @ll@rGI@Ss? ...ttt e e e e et e et e e taae e eena e eeana s "1 Yes
12. 5eas0Na@l @llErZIS? ... ettt et et e et et et e e eaa e "1 Yes
L1 I @ o =3 o T 11 VUSRS PPTRRPPURRPIRt T Yes
14. Chronic abdominal PAIN? .......eeieiiieiir ettt et e etee e e taeeeeaaeeeenaeeenannees T Yes
15. Joint pain, joint swelling or MP?....ccoue ittt T Yes
16. Overall progress/happiness/performance at SChOOI? .....c...ueiiiiiiiiiiiiiiiiiiieiiieeeeeeeaaen. 1 Yes
17. Poor diet and/or picky @ating? ......ccceeuuuiiieiiiiieieiiiee ettt eeeee e e e e 1 Yes

Answer the following:

18. Is your child exposed to cigarette SmOKe? .......ccoeiiimiiiiiiiiiiiieeiieeeeete e 1 Yes
19. Is your water source from @ Well?........ccuuiiiiiiiiiiiiiie ettt etee e e e e aeeeaas T Yes
20. Is your child on the computer or playing video games or watching TV more than 2

o Lo B SR 1= e F- 1 U POPRPORRPPRRPN ' Yes
Does your child...
21. Have any speech delays?.... .o iiiuieieiiie ettt et et e et s etteeeeaeeeenaeeenaeeananseenns ' Yes
22. Have problem:s sitting in their seat and paying attention at school?..........cc.......c........ “1Yes
23. Have problems with their academic performance in school? ..........cceuueerriiiiiierreeennnnn.. “1Yes
24. Seem unhappy or have problems with their self esteem? ..........ccooeiiiiiiiiiiiiiiirriinnnnnn.. “1Yes
25. Have problems following the rules at SChOOI? .........oiiiiiiiiiiiiiiiieiieeee e, 1Yes
26. Have problems with his temper or anger?..........ccoeeuiiiiiiiieiiiiriiie et "1 Yes

Answer the following:

27. Do you have smoke alarms? Carbon monoxide detectors?

28. DO YOU KNOW CPRY... .ttt ettt et e e s e tae e e tae s eeae e eeaneeanaseannnsaannnneenns T Yes
29. Are you giving your child a multivitamin with iron? ..., “1Yes
30. Is your child eating all food groups: fruits, meats, and vegetables? ...........ccc...c.cceeeee... “1Yes
31. Is your child brushing their teeth? ........ .o "1 Yes
32. Is your child seeing the dentist every 6 months? .........coceuiiriiiiiiiiiiiriiiereeeeeee e T Yes
33. Does your child consistently use a seat belt and ride only in the back seat?................. U Yes

34. Does your child always use a bike helmet when riding a bike? .........ccccooevieiiiiiiiinnn.e. U Yes
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8-9 Year Old Questionnaire

Does your child...
35. Interact positively with teachers and friends and babysitters and siblings?................... “Yes [INo
36. Ride a bike without training Wheels?.........c...uiiiiiiiiiiiieee e 1Yes [INo
37. Run well and keep up with their friends? ..........ccoumiiiiiiiiiiie e 1Yes [INo
38. Have adult supervision before and after school?..........cceuueiiiiiiiiiiiiiiiiiieee e, 1Yes [INo
39. Have regular ChOres? ....... ..ottt e e et e e eeeee e e e e e s 1Yes [INo
40. Participate in a sport or other organized actiVity?..........coveiiiiiiiriiiiiiireiieeeeeeieeeees 1Yes [INo
41. How many ounces of milk does your child drink in one day? What kind?
42. How many ounces of juice does your child drink in one day?
Screening questions for Tuberculosis:
1. Do you have a family member with TB or any contact with someone who has TB?........ “7Yes [No
2. Do any family members have a positive TB test? .......ccveeueriiieriiiiereiieeeeiee e e e, 7Yes [INo
3. Was your child or any family members born in a high risk country (any country

other than the US, Canada, Australia, New Zealand, or Western Europe)?.......cc.c.ccc...... 1Yes [1No
4. Has your child or a family member traveled to a high risk country and had contact

with resident populations for over T week?.........coceuriiiiiiiiiiiiiiieeeeeee e 1Yes [INo
5. Has your child ever drank unpasteurized milk or eaten unpasteurized cheese?................ 1Yes [1No
6. Do you plan to travel to a high risk country (one NOT listed above) within the

(1 =T | o PO JYes [1No
Diabetes/Cholesterol Screening Questions:
1. Does either parent have high cholesterol?............coouuiiiiiiiiiiiiieeeeee e, 1Yes [1No
2. Is there a family history of stroke or heart attack in women under 65 or male

relatives UNAET 557 . ... it e et e e e cte e e e eteae e s eeenaneeeees “Yes [1No
3. Are the questions asked above UNKNOWN? ........ccoiiiiiiiiiiiiiiieieiie et eee e 7Yes [1No
Name and Ages of Brothers

Sisters

Patient lives with: Mom Dad Both Together Both Separately
Do you have any concerns you Wish tO QISCUSS? .....eeeneeeeeneeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeven, "1Yes [1No




