FAMILY SUPPORT

ESTABLISHING ROUTINES

Bright
Futures.

12 Month Visit

sright Futures Parent Handout

Here are some suggestions from Bright Futures experts that may be of value to your family,

Family Support
o Try not to hit, spank, or yell at your child,
e Keep sules for your child short and simple.

e |Ise short time-outs when your child is
behaving poorly.

« Praise your child for good behavior,

* Distract your child with something he likes
during bad behavior.

° Play with and read to your child often.

o Make sure everyone who cares for your child
gtives healthy foods, avoids sweets, and uses
the same rules for discipline,

¢ Make sure places your child stays are safe.

< Think about joining a toddler playgroup or
taking a parenting class.

¢ Take lime for yourself and your partner,
¢ Keep in contact with family and friends.

FEEDING AND APPETITE CHANGES

Establishing Routines

+ Your child should have at least one nap.
Space it o make sure your child is tired for
bed.

« Make the hour before bedtime loving and
calm,

+ Have a simple bedtime routing that includes
a book,

« Avoid having your child watch TV and videos,
and never walch anyihing scary.

* Be aware that fear of strangers is normaf and
peaks at this age.

¢ Respect your child's fears and have strangers
approach slowiy.

¢ Avoid watching TV during family tima.

¢ Starl family traditions such as reading or
going for a walk together.

SAFETY

7\

Bright

Futures.

Feeding Your Child

¢ Have your child eat during family mealtime.

« Be patient with your child as she learns to
eat without help.

« Facourage your child to feed herself,

¢ Give 3 meals and 2-3 snacks spaced evenly
over the day 1o avoid tantrums.

o Make sure caregivers follow the sams ideas
and routines for feeding.

e Use a small plate and cup for eating and
drinking.

e Provide healthy foods for meals and snacks.

¢ Letyour child decide what ang how much
to eat. R

e £nd the feeding when the child stops eating.

+ Avold small, hard foods that can cause
choking—nuts, popeorn, hot dogs, grapes,
and hard, raw veggles.

Safety

e |t is best to keep your child's car safety
seat rear-facing until she reaches the seat’s
weight or haight limit for rear-facing use. Do
not switch your child to a forward-facing car
safety seat until she Is at Jeast 1 year old and
weighs at least 20 pounds. Most children
can ride rear-facing for much longer than 12
months.

¢ 1ock away poisons, medications, and lawn

and cleaning supplies. Call Poison Help

{1-800-222-1222) if your child eats nonfoods.

Keep small objects, balloons, and plastic

bags away from your child.

Place gates at the top and bottom of stairs

and guards on windows on the second

floor and higher. Keep furniture away from

windows.

o Lock away knives and scissers.

SAFETY

ESTABLISHING A DENTAL HOME

L3

-«

¢ Only leave your loddier with a mature adult.

« Near or in water, keep your child close
enough to touch.

« Make sure to empty buckets, pools, and tubs
when done.

« Naver have a gun in the home. If you must
have a gun, store it unloaded and locked
with the ammunition locked separately from
tha gun.

Finding a Dentist

= Take your child for a first dentat visit by
12 months.

 Brush your child’s teeth twice each day.

« With water only, use a soft toothbrugsh.

¢ |f using a botlie, offer only veater.

What to Expect at Your
Child’s 15 Month Visit

We will talk about

+ Your child's speech and feelings

¢ Getling a good night’s sleep

¢ Keeping your home safe for your child
« Temger tantrums and discipling

« Caring for your child's testh

Poison Help: 1-800-222-1222

Child safety ssat inspection:
1-866-SEATCHECK; seatcheck.org
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Pediatric worksneet Newnorn to 23 Month Visit
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(Please complete Information below: If filled out before, list only changes since the last visit.)

NO Medical Conditions

Asthma

Diabetes
Hayfever/Allergies
Other:

Chronic Medical Surgeries/Hospitalizations Family History—(parents,
Conditions (Dates) grandparents, stblings, aunts, uncles}
{Circle all that apply) {Circle all that apply) (PLEASE STATE WHOM
Birth Defects

Deafness before Age 5

Kidney Disease

Post Partum Depression

Early or Sudden Death to include SIDS

NO History of Surgerfes

Ear Tubes

Tonsillectomy Heart attack before age 50

Adenoidectomy High Blood Pressure

Appendectomy High Cholesterot
Circumciston Hypertrophic Cardiomyopathy
Other: Long QT syndrome
Arrhythmias
Diabetes

Mental iliness

Alcohol or Substance Ahuse
Genetic or Metabolic Disease
Other:

BIRTH HISTORY-Complete for AGES NEWBORN TO 2 YEARS

Place of Birth:

Birth weight?

Complications at hirth?

Other:

Prenatal complications O No O Yes describe:
Group B Strep. (GBS] [ Positive [ Negative O Don't Know
Type of Delivery (check al! that apply):

U vaginal O Forceps O Vacuum-assisted O C-section (2 Breech

Jaundice * O Yes O No Phototherapy * 0 Yes O No  Hip Click/Clunk * U Yes O No

# weeks pregnant at delivery?

Newhorn Metabolic Screen Submitted:
0O Yes O No O Don't Know

U Repeated

Baby’s Hearing Screen:

O Passed Bilateral

U Repeat Needed

LI Don't Know

Clinic Use Only - For Newborns-2 weeks
Complete Risk assessment for Jaundice
{Bili and Blood Type}

DId your child receive the Hepatitis B vaccine at birth? Yes O No L Unsure

{Please complete Questions on REVERSE $IDE OF DOCUMENT
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What is your preferred method for learning: U Verbal U Written  Ovisual HHands-On U Other:
Uyes UNo - Do you or your child have learning/readiness needs?
OvYes LINo - Are there cultural or religious considerations that affect your child’s healthcare?
OYes Qo - Are you and your child enrolled in Secure Messaging/RelayHealth/MiCare?
**pLEASE PROVIDE A GOOD CONTACT NUMBER:

1f Edinburgh Postpartum Depression Screen {EPDS) not attached.
Mother please complete below questionaaire at 1week, 2 and 4 month Well Child visits

Er e T —— ===

----(This section NOT for patient use}-------
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rediatric worksheet Newporn 1o 23 ionth vistt
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e s TEEVATERIE WA

CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE I SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each eniry)
LdaHLTA was not accessible during this patient visit. Reviewed note & agree {Provider Initlal)
VISIT FOR: : O Acute Well Child Visit Q 35 day/i week O 1 Month 0 2 Months O 4 Months
O 6 Months I 9 Months O 12Months O 15 Months O 18 Months

HPI:

ROS: Check only symptoms that may apply to today’s visit,

4 fever 8 Cough Q Poor Weight Gain
{1 Nasal Congestion O Wheezing. 0 Hearing Concerns
(1 Masal Discharge 0 Vomiting U viston Problems
U Earache Q piarrhea Q Difficulty Breathing

{1 Pulling at the Ear{s}

Q1 Abdominal Pain

O Snoring

O Eyes Discharge

U Decrease in Appetite

{1 Change in Bowel Habits

B Excessive Thirst

O Sore Throat

{1 Rash

NE | Examination: Normal {-Abnormal

a | General: o Active/Alert/WN/WD/NAD/ not dysmorphic a

o | Head/Neck: O NCAT/AFOF/neck supple o
a | Eyes: o EOML, RR X2, Nl corneal reflex o no strabismus O

0 | Rear: 0 Ni pinna/ext ear canal o T gray/NI landmarks o Bulging/immobile/fred
o | Lear a Nl-pinna/ext ear canal o TM gray/NI landmarks o Bulgingfimmobile/red
o | Nase: . D Patent, No congestion/discharge ' 0 Congested

o | .Oropharynx: o Pink, moist, no cleft or pit 0

a | Lungs: 0 CTAB, no retractions, Nl WOB 9]

o [ Cv: o RRR, no murmur, strong femoral pulses, cap refill < 2 sec o

o | Abd: a Soft, NT, no HSM, no masses, nl BS, no wmbilicalfinguinal hernia| o

0 | Ext/Spine; o NL, FROM, nontender, no edema, o no sacral dimple 01 Sacral Dimple

o | Skin: 0 Norash, No bruises o Jaundice

a | Hips: o Full ROM, o Neg Barlow o Neg Ortolani 0 Hip click o Hip clunk
o | Neuro: 0 Normal tone/strength/symmetry a

0 | Genitalla: o Nlfemale/no adhesions o Ni male, Testes down B/L o

0O | Otherfindings: | o O

LABS/X-RAYS: U Hip U/S

AP :

U Spine U/S

O Well baby: normal growth & development for age

0400 U Vitamin D supplement/day o Infant Multnwtamm 1 mi per day o Triple paste to dlaper area Q dlaper change

F/U: at next well child visit at ___ months, or sooner if parental concerns
O Patient and/or parent verbalizes understanding of treatment and plan
o Anticipatory guidance/Prevention handout provided

5/21/2015 SF 600




1 2 Month ASQ 3 Information Summary

: =
11 months O days through
12 months 30 days

Baby's name: . Date ASQ completed: _~

Baby's ID i . Date of birth: '

Was age adjusted for prematurity .
when selecting questionnaire? OYes (O No

Administering program/provider:

1. SCORE AND TRANSFER TOTALS TO CHART BELOW: See ASQ-3 User’s Guide for details, including how to adjust scores if item
responses are missing. Score each item (YES = 10, SOMETIMES = 5, NOT YET = 0). Add item scores, and record each area total.

In the chart below, transfer the total scores, and fill in the circles corresponding with the total scores.

o

Total

Area | Cutoff | Score 45 50 55 6

Communication | 15.64

Gross Motor | 21.49

Fine Motor { 34.50

Problem Solving | 27.32

OlO0I0I0
ellelle]elle
Ol0I0|00
OO0 0|0

Personal-Social | 21.73

2. TRANSFER OVERALL RESPONSES: Bolded uppercase responses require follow-up. See ASQ-3 User’s Guide, Chapter 6.

1. Uses both hands and both legs equally well? Yes NO 6. Concerns about vision? - YES No
Comments: Comments:

2. Plays with sounds or seems to make words? Yes NO 7. Any medical problems? YES No
Cormments: Comments:

3. Feet are flat on the surface most of the time? Yes NO 8. Concerns about behavior? YES No
Comiments: Comments:

4, Concerns about not making sounds? YES No 9. Other concerns? YES No
Comments: Comments:

5. Family history of hearing impairment? YES No
Comments:

3. ASQ SCORE INTERPRETATION AND RECOMMENDATION FOR FOLLOW-UP: You must consider total area scores, overall
responses, and other considerations, such as opportunities to practice skills, to determine appropriate follow-up.

if the baby's total score is in the T area, it is above the cutoff, and the baby's development appears to be on schedule.
If the baby's total score is in the area, it is close to the cutoff. Provide learning activities and monitor.
it the baby's total score is in the Wl area, it is below the cutoff: Further assessment with a professional may be needed.

5. OPTIONAL: Transfer item responses

4. FOLLOW-UP ACTION TAKEN: Check all that apply.
(Y = YES, S = SOMETIMES, N = NOT YET,

Provide activities and rescreen in months. - X = response mlssmg)
Share results with primary health care provider.
primary P : 1l2]3]4fs]s6

lRefer for {circle all that apply) hearing, vision, and/or hehavioral screening. Communieation
Refer to primary health care provider or other community agency (specify Gross Motor
reason): .

. . . . i . Fine Motor
Refer to early intervention/early childhood special education.

. e Problem Solving
No further action taken at this time

Personal-Social

Other (specify):

Ages & Stages Questionnaires®, Third Edition {ASQ-3™), Squires & Bricker
P101120700 & 2009 Paul H. Brookes Publishing Ce. All rights reserved.




1 2 11 monfhs Odays through 12 months 30 days %E_%
N Month Questionnaire

ST s

Please provide the following mformation Use black or blue ;nk only and print
legibly when comp!etlng this form. - .

Date ASQ completed:

. Middle
Baby’s first name: initial: Baby’s last name:
- If baby was born 3 - . Baby's gender:
or more weeks
- prematurely, # of O Male O Female
Baby's date of birth: weaks pramature:
Middie
First name: initial: . lastname: )
Relationship to baby:
' Child care
. N O Parent O Guardian O Teacher O provider
treet address: Grandparent Foster
. O or other parent O Other:
relative . )
State/ ZIP/
City: Province: Postaf code:
Home Other
, telephone telephone
Country: number: number:

E-maii address:

Names of people assisting in questionnaire cormpletion:

Age at administration in months and days:

Baby iD #

Program ID # If premature, adjusted age in months and days:

Program name;
. Ages & Stages Ouesticnnaires®, Third Edition (ASQ-3™}, Squires & Bﬁckér
P101120100 © 2009 Paul H. Brookes Publishing Co. All rights reserved,




- 11 months.0 days
through 1 2 months 30 days .

Important Points to Remember: " Notes:

o Try each activity with your baby before rﬁarking a response,

U Make completing this questionnaire a game that is fun for
yau and your baby.

® Make sure your baby is rested and fed. -

® Please return this questionnaire by

N

COMMU Nl CATION ' YES SOMETIMES NOT YET

1. Does your baby make two similar sounds, such as "ba-ba,” “da-da,” or O O O -
“ga~ga”? (The sounds do not need to mean anything.) '

2. If you ask your baby to, does he play at least one nursery game even if O O O _
you don't show him the activity yourself {such as "bye-bye,” "Peeka- -
boo,” “clap your hands,” "So Big")? '

3. Poes your baby follow one simple command, such as “Come here,” O O _ O
“Give it to me,” or “Put it back,” without your using gestures? :

4. Does your baby say three words, such as “Mama,” "Dada,” and O O O —
“Baba”? {A “word” is a sound or sounds your baby says cons:stenﬂy to
mean someone or something.)

5. When you ask, “Where is the ball (hat, shoe, etc.)?" does your baby O O ' O -
look at the object? (Make sure the object is present. Mark “yes” if she '
knows one object.)

4. When your baby wants something, does he tell you by peinting to it? O ) O O —

COMMUNICATION TOTAL N

GROSS MOTOR ' ' YES SOMETIMES NOT YET
O O O —_—

1. ‘While holding onto furniture, does your baby bend down
and pick up a toy from the floor and then return to 2

standing position?

2. While holding onto furniture, does your baby lower herself with control O O O —
{without falling or flopping down)? .

3. Does your baby walk beside furniture while holding on with only one O . O O J—
hand? , ’

page 2 of &

. Ages & Stages Questionnaires®, Third Edition {ASQ-3™), Squires & Bricker
E101120200 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




12 Month Questionnaire - .pagetﬁ of 6

PROBLEM SOLVING

1. When holding a small. toy in each hand, does your baby clap the toys
together (like “Pat-a-cake”)? '

SOMETIMES NOT YET |

e o —

2. Does your baby poke at or try to get a crumb or Cheerio that is inside a
clear botile (such as a plastic soda-pop bottle or baby bottle)?

3. After watching you hide a small toy under a piece of paper or cloth,
does your baby find it? {Be sure the toy is completely hidden.)

O O
O o
O O

©C O O O=#

4. If you put a small toy into a bowl or box, does your baby copy you by
putting in a toy, although she may not let go of it? {if she already Iets
go of the toy into a bowl or box, mark “yes” for this item.)

5. Does your baby drop two small toys, one after the 3]
other, into a container like a bowl or box? {You may
show him how to do it.)

6. After you scribble back and forth onA;.)arper with a crayon {or a pencil or O O O -
pen), does your baby copy you by scribbling? (If she already scribbles
on her own,-mark “yes” for this item.)

PROBLEM SOLVING TOTAL -

*f Problem Solving ttem 5 is marked
“yes” or “sometimes, * mark Problem
Solving ltern 4 “yes.”

PERSONAL-SOCIAL ' - v SOMETIMES NOTYET
o 0 —

O

1. "When you hold out your hand and ask for his toy, does your baby offer
it to you even if he doesn’t let go of it? {if he already lets go of the toy

into your hand, mark “yes” for this ftem.)

2. When you dress your baby, does she push her arm through a sleeve
once her arm is started in the hole of the sleeve?

3. When you hold out your hand and ask for his toy, does your baby let go
of it into your hand?

4. When you dress your baBy, does she lift her foot for her shoe, sock, or
pant leg?

O O O O
O O O ©
|

5. Does your baby roll or throw a ball back to you so that you can return it
to him?

c O O O O

6. Does your baby play with a doll or stuffed animal by hugging it?

PERSONAL-SOCIAL TOTAL -

Ages & Stages Questionnaires®, Third Edition (ASQ-3T), Squires & Bricker
E101120400 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




. - 12 Month Questionnaire -page 3 of 6
GROSS MOTOR _{continued) . ) YES - SOMETIMES . NOTYET -
4. ifyou hold both hands just to balance your baby, does he

take several steps without trlpping or falling? (If your baby
already walks alone, mark “yes” for this item.)

O o. o =

5. When you hold one hand just to balance your baby, does
she take several steps forward? (If your baby already walks
alone, mark “yes” for this itern.)

6. Does your baby stand up in the middle of the floor by himself and take O O O _—
several steps forwaqc_i}?

GROSS MOTORTOTAL

FINE MOTOR . ws  sowemes  Norver

1. After one or two tries, does your baby pick up a piece A O O O
of string with his first finger and thumb? {The string - :
may be attached to a toy.}” .

2. Daes your baby pick up a crumb or Cheerio with the
tips of her thumb and a finger? She may rest her arm or
hand on the table while doing it.

0O o . o

3. Does your baby put a small toy down, without dropping it, and then O O O -
take his hand off the toy?

4. Without resting her arm or hand on the table, does your X O O O —_—
baby pick up a.crumb or Cheerio with the tips of her "\ :
thumb and a finger?

5. Does your baby throw a small ball with a forward arm
. motion? (If he simply drops the bafl, mark “not yet” for
this item.)

6. Does your baby help turn the pages of a book? {You may lift a page for O ‘ O O -—
him to grasp.) -

FINE MOTOR TOTAL N

*If Fine Motor ftem 4 js marked
“ves” or "sometimes,” mark Fine
Motor ftem 2 "yes.”

Ages & Stages Questionnalres®, Third Edition {ASQ-3™), Squires & Bricker
E101120300 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




l : S 12 Month Questionnaire page 5of 6
OVERALL ' - :
Parents and providers niay use the space below for additional comments.”

ONO

1. - Does your baby use both hands and both legs equally well? If no, explain: O ves

:

ONO

2. Does your baby play with sounds or seem to make words? If no, explain: - O YES

3. When your baby is standing, are her feet flat on the surface most of the time?
If no, explain: .

)
C J
e

]

OYES ONO

O o

4. Do you have concerns that your baby is too quiet or does not make sounds like O ves

other babies do? If yes, explain:

5. Does either parent have a family history of childhood deafness or hearing : O ves
impairment? If yes, explain:

ONO

:

Ages & Stages Questionnaires®, Third Editien {ASQ-3™), Squires & Bricker
E101 120500 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




. . : - 12 Month Questionnaire page 60fs
OVE RALL {continued) . ’

6. Do you have concerns about your baby's vision? If yes, explain:

Q YES O NG

'OlYES - O,NC;

7. Has your bab.y had any medical problems in the last several months? If yes, explain:

C

8. Do you have any concerns about your babys behawor" lf yes, expialn : _ O YES O NO

]

O \;és ER ONO

9. Does anything about your baby worry you? If yes, explain:

(

Ages & Stages Questionnaires®, Third Edition (AS5Q-3™], Sqlires & Bricker
E101120600 : - © 2009 Paul H. Brookes Publishing Co. All rights reserved.




Questions about your
development?

child’s

Educational & Developmental intervention Services (EDIS)
isa progrém for infants and toddiers {birth to 36 months) who have:

° medical conditions which may affect development
(such as complications of prematurity, hearing or visual impairment)

° developmental delay (for example, not walking or {alking as expecied)
or atypical devefopment o

° genetic conditions

Educational & Developmental Intervention Services provides:
° in-home services

° basic services are free to eligible children:
* developmental evaiuation (includes physical, communication,
problem-solving, self-help, and social-emotional skills)
* in-home training for parents on encouraging child's development -
* service coordination (helps parents access other services)

Parents can refer their children!

To make a referral, call:

{for families living on base:) {for families living off base:)
Educational & Developmental Children’s Developmentai Services Agency
Intervention Services 2842 Neuse Blvd

| ocation: 5400 Fiorida Avenue New Bern, NC 28662

Berkeley Manor Housing Area 866 KIDS N NC (toll free)

Mailing Address: 866 543 7662

EDIS

5400 Florida Avenue

Camp Lejeune, NC 28547
910 450 4127




