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

Your Tatking Child

¢ Talk about and describe pictures in books
and the things you see and hear logether.

= Parent-child play, where the child leads, is
the best way to help toddlers Jearn 1o talk.

« Read ta your child every day.

« Your child may love hearing the same story
over and over,

< Ask your child to point to ihings as you read. E

« Stop a story to let your child make an animal
sound or finish a part of the story,

= Use correct language; be a good model for
your child.

= Talk slowly and remember that it may take a
wihite for your child to respond.

Your CGhild and TV

o |t is better for toddlers to play than watch TV,

e Limit TV to 1~2 hours or lgss sach day.

+ Watch TV legether and discuss what you see
and think,

« Be careful about the programs and
advertising your young child sees.

« Do other ackivities with your child such as
reading, playing games, ard singing.

¢ Be aclive together as a family, Make sure
your child is active at home, at child care,
and with sitters. :

Safety

« Be sure your child's car safety seat is
correctly installed in the back seat of all
vehicles.

& Thera should be no more than a finger's
width of space hetween your child’s
collarbone and the harness strap.

TOILET TRAINING

Br:ght
Futures
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o Everyone should veear a seat belt in the car.
Do not start the vehicle until everyone is
huckled up.

=+ Never leave your child alone in your home or

yard, especially near cars, without a mature -

adult in charge.

e When backing out of the garage or driving
in the drivewiay, have another aduit hold
your child a safe distance away so he is not
MR over.

".’ e Keep your child away from moving machines,

lawn mowers, sireats, moving garage doors,
and driveviays,

Lo Have your child wear a good-fitting helmet

orr bikes and trikes.

“|» Neverhave a gun in the home. if you must

have a gun, store it unloaded and locked
with the ammunition locked separately from
the gun.

Toklet Training
= Signs of being ready for toilet fraining
s Dry for 2 hours
« Knows if she is wet or dry
¢ Can pull pants down and up
+ Wants to learn

« Gan tell you if she is going to have a bowel
maovement

e Plan for toilet breaks offen. Children use the
toilet as many as 10 times each day.

¢ Help your child veash her hands after toilefing
and diaper changes and before meals,

« Clean potty chairs after every use.

= Teach your child 1o cough or sneeze into her
shoulder, Use a tissue Lo wipe her nose,

e Take the child to choose undenwear yihan
she feels ready to do se.

ND BEHAVICE

TEMPERAMENT A

How Your Ghild Behaves

< Praise your child for behaving well,

= It is normal for your child to prolest being
awviay from you or meeting nevs people.

¢ Listen to your child and treat him with
respect. Expect others fo as well.

¢ Play with your chifd each day, joining in
things the child likes 1o do.

+ Hug and held your child ofien,

= Give your child choices betvesn 2 good
1hings in snacks, books, ot toys.

¢ Help your child express his feelmgs ang
rame them.

« Help your child play with other chlldren hut
do nat expect sharing. R

= Never make fun of tha child's fears or al[aw
others to scare your child,

« Watch how your child respcnds 10 new

people or situations,

What to Expect at Your-
Child’s 22 Year Visit

We will talk about

= Your talking child

¢ Getting ready for preschool

* Family activities

« Home and car safety

« Getting along with other children

Poison Help: 1-800-222-1222

Child safety seat inspection:
1-866-SEATCHECK; seatcheck.org

American Academy
of Pediatrics

DEDRICATED TO THE HEALTH OF ALL CHILDREN™
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Pediatric Worksheet 2 Year to 3 Year Well Child Visit

If thls is the FIRSTtlme you are filling in this form p!ease complete ALL areas.
If you have ALREADY completed it, please complete SHADED areas ONLY.

Visual Acuity: R 20/ __ L 20/ Both 20/
Pain Ovyes O No Location of Pam

e Hu“ Liﬁe Ba urto Mom Eve':-::"x:am thla 1ot w‘or:t
(Please complete information below: If filled out before, list only changes since the last visit. )
Chronic Medical Conditions Surgeries/Hospitalizations Family History—{Parents, grandparents,
(Circle all that apply)} (Dates) siblings, aunts, uncles)
{Circie all that apply) ’ (PLEASE STATE WHOM)
Birth Defects
NO Medical Conditions | NO History of Surgeries Deafness before Age 5

Kidney Disease
Post Partum Depression

\ ] ‘ Ear Tubes
Asthmia : . Early or Sudden Death to include SIDS
Diabetes Tonsillectomy -
e . . Heart attack before age 50
Hayfever/Allergies Adenoidectomy High Blood Pressure
Other: Appendectomy High Cholestero!
S Circumcision Hypertrophic Cardiomyopathy
Other: Long QT syndrome
Arrhythmias
Diabetes

Mental lllness

Alcohol or Substance Abuse
Genetic or Metabolic Disease
Other:

What is your preferred method for Iearnmg O Verbal O Written  OVisual ClHands On U Other:

Qyes UNo - Do you or your child have learning/reading needs?
QlYes UNo - Are there cultural or religious considerations that affect your child’s healthcare?
UYes LINo ~— Are you and your child enrolled in Secure Messaging/RelayHealth/MiCare?

**PLEASE PROVIDE A GOOD CONTACT NUMBER:

5/22/2015 SF 600 {Please complete Questions on REVERSE SIDE OF DOCUMENT
TSWF PEDS- AHLTA downtime Worksheet 2 to 3 Year Well Child




- Vif Ages & Stages Questionnaire NOT completed today, check all the following that apply to your child for the correct age visit
MO

P

: (This section NOT for patient use}-----------==---memvnueuon I -

5/22/2015 SF 600
TSWF PEDS- AHLTA downtime Worksheet 2 to 3 Year Well Chiid




Pediatric Workshest 2 Year tn 3 Year Well Child Visit

CHRONOLOGICAL RECORD OF MEDICAL CARE

HPE

DATE

LTA was not accessible during this patient visit. Reviewed note & agre

SYMPTOMS, DIAGNQSIS, TREATMENT, TREATING ORGANIZATION (Sign each erifry)

VISIT FOR: : Well Child Visit 2 24 Month Q30 Month

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

e

{Provider Initial}

O 36 Month

F/U: at next well child visit at ___ months, sconer if parental concerns
O Patlent and/or parent verbalizes understanding of treatment and plan
0O Anticipatory guidance/Prevention handout provided

5/22/2015 SF 600
TSWF PEDS- AHLTA downtime Worksheet 2 to 3 Year Well Child

NE | Examination: Normal Abnormal
0 | General: 0 Active/Alert/WN/WD/NAD/ not dysmorphic o
o | Head/Neck: O NCAT/AFOF/neck supple o
O | Eyes: o EOMI, RR X2, nl corneal reflex © no strabismus '}
o | Rear: o nl pinna/ext ear canal o TM gray/ol landmarks o Bulging/immobilefred
0o | Lear: o nl pinna/ext ear canal o TM gray/nl landmarks o Bulging/immobile/red
O | Nose: 0 Patent, No congestion/discharge a Congested
o | Oropharynx: o Pink, moist, no cleft or pit a
O | Lungs: 0 CTAB, no retractions, nl WOB 0 wheeze 0 retractions
o | Cv: O RRR, no murmur, strong femoral pulses, cap refill < 2 sec 0 murmur
0 | Abd: o Soft, NT, no HSM, no masses, nl BS, no umbilicalfinguinal hernia| o
o | Ext/Spine: c NL, FROM, nontender, no edema, G no.sacral dimple m] -
o | Skin: 0 No rash, No bruises 0 generalized dry skin
O | Hips: 0 Full ROM, o Neg Barlow o Neg Ortolani (4m} 0
0 Galleazzi's sign 0 Symmetric skin folds (4-24m)
o | Neuro: o Normal tone/strength/symmetry
O | Genitalia: o Nl female/no adhesions o NI male, Testes down B/L
O | Other findings: | o
LABS/X-RAYS:
A/P: U Well Child: normal growth & development for age




M-CHAT-R™

Please answer these questions about your child. Keep in mind how your child usually behaves. If you have seen
your child do the behavior a few times, but he or she does not usuaily do it, then please answer no. Please circle

yes or no for every question. Thank you very much.
No

1. 1If you point at something across the room, does your child look at it? Yes
(FOR EXAMPLE, if you pornt at a toy or an animal, does your chiid look at the toy or anlmai'?)

3 Does your child play pretend or make believe? (FOR ExAMPLE, pretend to drink Yes No
from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed ammat'?)

No

5. Does your child make unusual finger movements near his or her eyes? Yes
(FOR EXAMPLE, does your child wiggle his or her fingers close to his or her eyes?)

7. Does your child point with one finger to show you something interesting? - Yes
(FOR EXAMPLE, poinfing to an airpiane in the sky or a big truck in the road)

No

9. Does your child show you things by bringing them to you or holding them up for you to Yes No
see — not to get help, but just to share? (FOR EXAMPLE, showing you a flower, a stuffed

animal, or a toy truck)

Yes No

11. When you smile at your chlld does he or she smile back at you’-’

Yes No

15. Does your child try to copy what you do? {FOR EXAMPLE, wave bye-bye, clap, or Yes No
make afunny noise when you do)

17. Does your ehlld try to get you o watch him or her? (FOR EXAMPLE, deces your child Yes No
look at you for praise, or say "lcok” or “watch me”"?)

ag
19. If something new happens, does your child look at your face to see how you feel about it? Yes No
{(FOR EXAMPLE, if he or she hears a sitrange or funny noise, or sees a new toy, will
he or she took at your face‘?)

© 2009 Diana Robins, Dehorah Fein, & Marianne Barton




LEAD EXPOSURE RISK ASSESSMENT QUESTIONNAIRE

PRIVACY ACT STATEMENT:

Authority: 5 U.S.C. 301, Deparimental Regulations; 10 U.S.C. 1095, Collection from Third Party Payers Act; 10 U.5.C, 5131 (as amended); 10 U.S.C. 5132, 44
U.S.C. 3101; and E.Q. §397 {SSN).

Purpose: Used by official, employees and contractors of the Department of the Navy (and members of the Nalional Red Cross in naval medical ireatment
facilities) in the performance of their official duties refating to the health and medical treatment of Navy and Marine Corps members; research studies and
compilation of statislical dala; implermentation of preventive medicine programs and occupational health surveillance programs.

Use: By medical professionals in the performance of official duties. Administrative/Web personne! will have access for purposes of maintaining the dala base
and inclusion into the medical record.

Disclosure: Disclosure of the requested informalien is voluniary; however, non disclosure may result in an inability o document medical records.

1. Child Information _
a. Name b. Date of Birth (DD MMM YYYY)

2. Address information

a. Street
b. Gity ¢. State d. ZIP Code
e. Housing Area or Subdivision f. Address Type

[IMilitary [CINonmilitary
3. Does your child: (Sefect one answer for each question) '
a. Live in a house that was built before 19507 [Tves {JNo  []Don't Know
b. Live in or regularly visit a house, day care center, or preschool that was built before [Jves [No [“Don't Know

1980 which has peeling or chipping paint, or is undergoing renovation or remodeling?

¢. Have a brother, sister, housemate, or playmate who has or once had lead poisoning or a .
high blood lead level? [Ives [Mo  [[DontKnow

d. Live or spend time with someone whose job or hobbies involve exposure to lead
(examples: reloading ammunition, making fishing weights, making ceramics, making .
stained glass, working at a firing range, working with industrial or shipboard paint removal, [lves [INo [1Don't Know
working with electrical or torch soldering, making soft metal castings)?

. Live or spend time near any location that you think might release lead {lead smelter, .
radtator shop, battery recycler, etc.)? Clves [INo [1Don't Know

f. Live in or regularly visit a houss, day care center, or preschool that was identified by a )
BoD inspection team as a major risk for lead? LlYes [INo [JDon't Know

d. Use, play with, or used to play with a foy or other object that was recailed or identified as '
having high-lead paint? Llves [No [IDon't Know

4. Medical Treatment Facllity:

if the child is "high risk” {i.e., if any answer is “yes” or any “don't know" answer is determined by a physician to be "yes”), forward
a copy of this form with the blood lead level result to Preventive Medicine. Provide the child's parent or guardian with a note
{see Wab site: hitp://www.cdc.govinceh/lead/lead.htm for guidance) indicating potential exposure to iead.

Completed By Name Signature Date

Reviewed By Name Signature Date

Patient 1dentification (For fyped or written entries, give: Name - last, first, Hospital or Medical Facility
middle; ID No or SSN; Sex; DOB; Rank/Grade.)

Sponsor's Name

SSN/D No.

NAVMED 6200/2 (11-2008)




PEDS RESPGNSE FQRM o

Child’s Nawme Parents Name

Childs B.f'rrbd(z_y Childs :Age Todays Date

LP[ease list any concerns a/mut F your. c/azld 5 lear mng, deu l

|Dp youu have any concerns zzbout ow your child talks and md/ees  speech sounds? |
Circle onne: No Yes Aliiile COMMENTS:

\Do you have any concerns about how your child understands what you say? |
Circle one: No Yes Alinde COMMENTS:

\Do you have any concerns about how your child uses bis or her hands and fingers to do things? |
Circle one:  No Yes Alivle  COMMENTS:

- |Do you have any concerns about how your child uses bis or /m arms and legs?. |
Circle one:  No Yes Alitle COMMENTS:

|Do you have any concerns about how your child behaves?
Cirele one:  No Yes Alistle COMMENTS:

lbo you have any concerns about how your child gets along wztb others? E

Circle one: . N Yos Alile  COMMENTS:

(,f; e one: INp Yee Alile  COMMENTS:

lDa you /mve any concerns about how) }rour c/az!d s learning preschool or school skills
Civele oie Mo Yeos A lisle ( }//i[!/s’f‘/‘»f e 5

| Please list any other concerns. |

© 2010 Frances Page Glascoe, Ellsworth & Vandermeer Press, LLC, 1013 Austin Court, Nolensville, TN 37135, phone: 615-776-4121, fax: 615-776-4119,
web: ww.pedstest.com. For electronic applications contact: Frances.Page. Glascoe@pedstest.org.
Ihis form may not be reproduced. Only completed forms may be scanned.
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Questions about your child’s development?

Educational & Developmental Intervention Services (EDIS)

is a program for infants and toddlers (birth to 36 months} who have:

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

¢ developtmental delay (for example, not walking or talking as expected)

or atypical development

¢ genetic conditions

'Educational & Developmental Intervention Services provides;

¢ in-home services

° basic services are free to eligible children:
* developmental evaluation (includes physical, communication,
problem-solving, self-help, and social-emotional skilfs)
* 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:)

Educational & Developmental
Intervention Services
Location: NH200 Annex

Naval Hospital Camp Lejeune
Mailing Address:

EDIS

100 Brewster Bivd

Camp Lejeune, NC 28547

910 450 4127

(for families living off base:)

Children’s Developmental Services Agency
2842 Neuse Blvd

New Bern, NC 28562

866 KIDS N NC {toll free)

866 543 7662




