Please answer these questions about your child.
Skip any questions that you cannot answer or that do not apply.
Your answers will help us provide you and your child with the best possible care.

3 Year

Well Check Questionnaire

Do you have any questions or concerns that you would like to discuss with your doctor? . ..................... OYes ONo
If yes, please describe:
NUTRITION
1. Does your child eat or drink 3 servings of calcium-rich foods daily, such as low-fat milk, cheese, yogurt, soy milk,

0T EOTU T o O No 0O Yes
2. Do you offer your child fruits or vegetables with most meals and snacks?. ............... ... ... ... ... ONo OYes
3. Does your child eat high-fat foods (such as fast food, chips, ice cream, orpizza)? ........................ O Yes O No
4. Does your child drink soda, juice, sports drinks, or other sweetened drinks? ............. ... .. ... .. ... OYes ONo
PHYSICAL ACTIVITY
5. Does your child play actively (run, climb, jump) for at least 1 hourevery day?............................ ONo [OYes
6. Do you limit your child's screen time (TV, video games, computer, smartphone, other) to 1to 2 hours per day? ENo [ Yes
DENTAL HEALTH
7. Does your child see a dentist twice peryear? .. ... ... ONo [OYes
TUBERCULOSIS

8. Has your child had close contact with anyone who has tuberculosis (TB) or who has had a positive TB skin test? [ Yes K No

9. Was your child born in a country at high risk for tuberculosis (including countries in South America, Central
America, Africa, Asia [except Japan], Eastern Europe, Russia, and surrounding areas), or has anyone in your

household (including your child) traveled to one of these countries?. ............ ... ... . ... ... ..... OYes ONo
SAFETY
10. Do you place your child in a forward-facing car seat in the backseat for every carride? . .................. ONo [OYes
11. If your home has more than one floor, do you have safety guards on the windows?. ...................... ONo OYes
12. Do you have the Poison Control Center phone number (800-222-1222) posted by your home phone and/or

saved inyour cell phone? ..o ONo OYes
13. Do you watch your child at all times around water (bathtub, pools, ponds, etc.)?......................... O No [OYes
14. Does your child always wear a helmet when riding a bike orscooter?. . ...... ... ... .. ... ... .. ... .... ONo [OYes
15. Has your child ever witnessed or been a victim of violence orabuse? .. ............ ... ... ... ... . ... OYes ONo
YOUR GROWING CHILD
16. Is your child potty trained? ........ ... ... ... ... O Not yet [ Somewhat 0O Yes
17. Does your child draw simple shapes, like a circle or square?. . &1 Not yet [ Somewhat [ Yes, often
18. Does your child talk in a way that other people can understand

mostofthetime? . ..... ... ... ... . . O Not yet [0 Somewhat L Yes, often
19. Does your child wash and dry his or her hands without help

(evenifyouturnonthewaten?. ......................... O Not yet [ Somewhat [ Yes, often
20. Does your child tell you stories from books or TV?. ... ... ... O Not yet [ Somewhat [ Yes, often
21. Does your child ask questions beginning with “why” or “how"

(like, "Why no cookie?")?. . ... .. O Not yet [ Somewhat [ Yes, often
FAMILY LIFE
22. Does your child have blood relatives who have had heart problems (heart attack, stroke, or bypass surgery)

before age 55 for men or 65 for women? This includes your child's aunts, uncles, parents, and grandparents.. ~E Yes [ No
23. 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)? ........... . ... .. OYes ONo

If yes, please list:
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