PATIENT NAME: DATE:

Please print.

American Academy of Pediatrics

BRIGHT FUTURES PREVISIT QUESTIONNAIRE
4 YEAR VISIT Bright

To provide you and your child with the best possible health care, we would like to know how things are going.
Please answer all the questions. Thank you.

Do you have any concerns, questions, or problems that you would like to discuss today? O No O Yes, describe:

What excites or delights you most about your child?

Does your child have special health care needs? O No O Yes, describe:

Have there been major changes lately in your child's or family’s life? O No O Yes, describe:

Have any of your child's relatives developed new medical problems since your last visit? O No O Yes O Unsure If yes or unsure,
please describe:

Does your child live with anyone who smokes or spend time in places where people smoke or use e-cigarettes? O No O Yes O Unsure

Do you have specific concemns about your child's development, learning, or behavior? O No O Yes, describe:

Check off each of the tasks that your child is able to do.

[ Go to the bathroom and have a bowel O Speak so strangers can [ Climb stairs, using one foot, then the other,
movement by himself. understand 100% of what she says. without support.

[ Dress and undress without much help. [] Draw pictures you recognize. [ Draw a person with at least 3 body parts.

O Play make-believe. [ Follow simple rules when playing [ Draw a simple cross.

[ Answer questions such as “What do you dowhen ~ board or card games. [ Unbutton and button medium-sized buttons.
you are cold?” and “When you are sleepy?” [ Tell you a story from a book. 1 Grasp a pencil with a thumb and fingers

[ Use 4-word sentences. [ Skip on one foot. instead of her fist.
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PATIENT NAME:

DATE:

Please print.

4 YEAR VISIT

T = Does your child's diet include iron-rich foods, such as meat, iron-fortified cereals, or beans? | O Yes | O No | O Unsure
Lt Do you ever struggle to put food on the table? ONo |OYes | O Unsure
Does your child have parents, grandparents, or aunts or uncles who have had a stroke or ONo | O Ves | © Unsure
Dyslividemia heart problem before age 55 (male) or 65 (female)?
slipidemi ‘
p=F Does your child have a parent with elevated blood cholesterol level (240 mg/dL or higher) or
: : A ONo | OYes | OUnsure
who is taking cholesterol medication?
Does your child live in or visit a home or child care facility with an identified lead hazard or a
e home built before 1960 that is in poor repair or was renovated in the past 6 months? Of0 rCus ol b
Does your child have a dentist? OYes | O No | O Unsure
Oral health — - — il L
Does your child's primary water source contain fluoride? O Yes | O No | O Unsure
Was your child or any household member born in, or has he or she traveled to, a country
where tuberculosis is common (this includes countries in Africa, Asia, Latin America, and O No | OYes | O Unsure
_ | Eastern Europe)?
Iuberculos]s Has your child had close contact with a person who has tuberculosis disease or who has had
% ; ONo |OYes | OUnsure
a positive tuberculosis test result?
Is your child infected with HIV? ONo | OYes | O Unsure

ANTiCIPATORY GUIDANCE

How are things going for you, your child, and your fam|ly'-‘

Living Situation and Food Security

YOUR FAMILY'S HEALTH AND WELL-BEING

ONo | OVYes

Is permanent housing a worry for you?
Do you have enough heat, hot water, electricity, and working appliances? (@] Yes O No
Within the past 12 months, were you ever worried whether your food would run out before you got money to buy more? O No O Yes

Within the past 12 months, did the food you bought not last, and you did not have money to get more?
Alcohol and Drugs . : 2

ONo |OYes

Does anyone in your household drink beer, wine, or Ilquoﬂ

ONo |OYes

Do you or other family members use marljuana cocaine, paln pI“S narcollcs or other controlled substances?

ONo |OYes

Ker Violence

Do you always feel safe in your home'?

O Yes | O No

Has your partner, or another significant person in your life, ever hit, kicked, or shoved you, or physically hurt
you or your child?

ONo |OYes

Safety in the Community

OYes ONo

Do you feel safe in your community?

Do you have someone you can turn to if you are concerned about your child's safety? OYes O No
Do you have connections to your community through faith groups, volunteer organizations, or recreational programs? OYes | ONo
Do you spend time with parents of other children in your community? : L ‘O Yes | O No

Language Undersmndmg and Fluency

GETTING READY FOR SCHOOL

Does your child clearly communicate his wants and needs to you and others'? OYes | ONo
Do you respond to your child's questions with short and s:mple answers? OYes | ONo
Do you give your child plenty of time to tell a story or answer a question? OYes | ONo
Do you talk, sing, and read together every day"7 OYes | ONo
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