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

Your Baby and Family

« Tell your baby in a nice way what to do
(“Time to eat"), rather than what not {o do.

« Be consistent.

= Althis age, sometimes you can change what
yaur baby is doing by offering something olse
{ike a favorite loy.

e Do things the way you want your baby to do
them—you are your baby's rofe model.

e Make your hame and yard safe so that you
do not have to say "No!™ offen.

o Usg “No!” onty when your baby s going to
get hurt or hurt others.

¢ Take time for yourself and with your parlner.

o Keep in touch with friends and family,

e Invite friends over or join a parent grotp.

o [f you feel alone, we can hefp with resources.

s Use only mature, trustworthy babysitlers.

e |f you feel unsafe in your heme or have been
hurt by someone, let us know; we can help.

FEEDING ROUTINE

INFANT INDEPENDENCE

Feading Your Baby

« Be patient with your baby as he leams to gal
without help,

e Being messy is normal,

e Give 3 meals and 2-3 snacks each day.

¢ Vary the thickness and iumpiness of your
baby's food.

= Start giving more 1able foods.

« Give only healthful foods.

= Do not give your baby soft drinks, tea, coffes,
and flavored drinks.

¢ Avold forcing the baby fo eat.

+ Rables may say no fo a food 10-12 times
before they wili try it

= Help your baby to use a cup.

348

Brlghf

Futures.

et et
rremy chey s,
2 foma ek

7

e Conlinue 10 breastfeed or bottle-fead until 1
year, do not change to cov's milk.

+ Avoid feeding foods that are likely 1o cause
allergy—peanut butter, tree nuts, soy and
wheat foods, cow's milk, egas, fish, and
shellfish.

Your Changing and
Developing Baby
s Keep daily routines for your baby.

+ Make the hour before bedtime loving and
calm.

o Check on, but do not plck up, the baby if she
wakes at night,

» Watch over your baby as she explores inside
and outstde ihe home.

e (rying when you leave is normal; stay calim.

« Give the baby balls, toys that roll, blocks, and
containers to play with,

« Avoid the use of TV, vidsos, and compulers,

¢ Show and tell your baby in simple words
what you want her to do.

o Avold scaring or yelling at your baby.
¢ Help your haby when she needs il
= Talk, sing, and read dally,

Safetly

+ Use a rear-facing car safety seat in the back
seat in all vehicles,

« Have your child's car safely seat rear-facing
undil your baby is at least 1 year old and
weighs at least 20 pounds.

¢ Nevar put your baby in the front seat of a
vehicle with a passenger air bag.

= Always wear your own ssat belt and do not
drive after using alcohol or drugs.

= Empty buckets, pools, and fubs right after
you use them,

¢ Place gates on stairs; do not use a baby

walker,

Do not leave heavy or hot things on

tablecloths that your baby coutd pull over.

« Put barriers around space healers, and keep
eleclrical cords out of your baby's reach,

Never leave your baby alone in or near water,
evenh In a bath seat or ring. Be within arm’s
resch at ali times.

Keep poisons, medications, and cleaning
supplies locked up and out of your baby ]
sight and reach.

Call Poison Help (1-800-222-1222) if you
are worried your child has ealen somelhmg
harmful,

Install openable window guards on second-
story and higher windows and keep fumliure
away from windows.

Never have a gun in the home. If ycu must
have & gun, slore it unloaded and locked
with the ammunition locked separatsly from
the gun.

Keep your baby in a high chair or playpen
wihen in the Kitchen.

What 1o Expect at Your
Child’s 12 NMonth Visit

We will talk aboui

» Setting rules and limits for your child
« Creating a calming bedtime routing
¢ Feeding your child

 Supervising your child

e« Caring for your child’s teeth
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Poison Help: 1-800-222-1222

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

American Academy
of Pediatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN"
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If this is the FIRST time you are filling in this form please complete ALL areas,
If you have ALREADY completed it, please complete SHADED areas ONLY.

Visual Acuity: R 20/ L 20/ Both 20/
Pain EI Yes O Neo Locat:on of Pain

- Mo Hur! Hurf Hufl.\ Hmcs H.m. Hunx
Littis 2% Lt Morae Even Mara Whola Lol W orst

{Please complete Information below: If filled out before, list only changes since the last visit,)

Chronic Medical Surgeries/Hospitalizations Family History—(parents,
Conditions (Dates) grandparents, siblings, aunts, unctes)
{Circle all that apply) {Circle all that apply) (PLEASE STATE WHOM;
Birth Defects
NO Medical Conditions | NO History of Surgeries Deafness before Age 5
Kidney Disease
Post Partum Depression
A:.;thma Ear T.ubes Early or Sudden Death to include SIDS
Diabetes Tonsillectomy H
eart attack before age 50
Hayfever/Allergies Adenoidectomy High Blood Pressure
Other: _ Appendectomy High Cholestero!
Circumcision Hypertrophic Cardiomyopathy
Other: Long QT syndrome
Arrhythmias
Diabetes
Mental lliness
Alcohol or Substance Abuse
Genetic or Metabollc Disease
Other:

BIRTH HISTORY-Complete for AGES NEWBORN TO 2 YEARS Newhorn Metabolic Screen Submitted:
Place of Birth: { Yes U No QO Dor't Know
Birth welght? # weeks pregnant at delivery? {1 Repeated
Prenatal complications O No O Yes describe: Baby’s Hearing Screen:
Group B Strep, {(GBS) [ Positive (I Negative O Don't Know O Passed Bllateral
Type of Delivery (check all that apply): O Repeat Needed

Q Vaginal O forceps U Vacuum-assisted O C-section U Breech U Don’t Know
Complications at birth?
Jaundice * U Yes 2 No Phototherapy *OYes QNo Hip Click/Clunk * O Yes O No | Clinic Use Only - For Newhorns-2 weeks
Other: Complete Risk assessment for Jaundice
. - . : - (Bilf and Blood Type)
Did your child receive the Hepatitis B vaccine at birth?d Yes O No U Unsure

(Please complete Questions on REVERSE SIDE OF DOCUMENT
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What Is your preferred method for learning: O Verbal O Written  Uvisual UHands-On ( Other:
O¥Yes ONo - Do you or your child have learning/readiness needs?
QyYes CNo - Are there cultural or religious considerations that affect your child’s healthcare?
Qves ONo ~ Are you and your child enrolted in Secure Messaging/RelayHealth/MiCare?
¥*pLEASE PROVIDE A GOOD CONTACT NUMBER;
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CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE [ SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)
Clanita was not accessible during this patient visit. Reviewed note & agree {Provider Initial)
VISIT FOR: : ( Acute Well Child Visit 0 3-5 day/1 week O 1 Month O 2 Months O 4 Months
O 6 Months U 9 Months O 12 nMonths [ 15 Months O 18 Months
HPI:
ROS: Check only symptoms that may apply to today’s visit.
0 fever (1 Cough 0 Poor Weight Gain
O Nasal Congestion Q Wheezing- O Hearing Concerns
QO Nasal Discharge U Vomiting { vision Problems
O Earache 0 Diarrhea Q Difficulty Breathing
O Puiling at the Ear(s) 1 Abdominal Pain O snoring
U Eyes Discharge O Decrease in Appetite {1 Change in Bowel Habits
O Sore Throat O Rash Ul Excessive Thirst
NE | Examination: Normal {-Abnormal
0 | General: o Active/Alert/WN/WD/NAD/ not dysmorphic o
O | Head/Neck: g NCAT/AFOF/neck supple ol
O | Eyes: 0 EOMI, RR X2, Nl corneal reflex 1 no strabismus : o .
a | Rear: o Nl pinna/fext ear canal o TM gray/N| landmarks o Bulging/immeobile/red
o | Lear o NEpinna/ext ear canal o TM gray/NI landmarks 0 Bulging/immobilefred
1o | Nose: . | o Patent, No congestion/discharge o Congested
o |.Oropharynx: o Pink, moist, no cleft or pit - 0
o .| Lungs: O CTAB, no retractions, Nl WOB o
D | CV; 0 RRR, no murmur, strong femoral pulses, cap refill < 2 sec G
O | Abd: o Soft, NT, no HSM, no masses, nl BS, no umbilical/inguinal hernia| o
a | Ext/Spine: 0 NL, FROM, nontender, no edema, 0 ho sacral dimple o Sacral Dimple
o | Skin: D Mo rash, No bruises a Jaundice
O | Hips: o Full ROM, o Neg Barlow o Neg Ortolani o Hip click o Hip clunk
N0 | Neuro: o Normal tone/strength/symmetry - O
O | Genitalia: o Nl female/no adhesions o NI male, Testes down B/L 8]
0 | Other findings: | o o

LABS/X-RAYS: O Hip U/s U Spine U/S

O well baby: normal growth & development for age

AfP:
0 400 (U Vitamin D supplement/day o infant Multwltamin 1 miper day n Triple paste to dlaper areaQ diaper 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
0 Anticipatory guidance/Prevention handout provided
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: 9 9 months 0 days through 9 months 30 days
[ ] *
Month Questionnaire .
I?lease provide the foll_owmg 1nf;rmatton. Us;black or blue ink only and print
legibly when completing 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: _weeks premature:
Middle
First name: initial: Last name:
. Relationship to baby:
Guardi Child care
y . O Parent O uardian O ‘Teacher provider
Street address: Grandparent Foster
or other parent O Other:
relative
State/ Zip/
City: - Province: Postal code:
Home Other
telephone telephone
Country: number: number;
E-mail address:
Names of people assisting in questionnaire completion;
Program Information
Baby IO #: Age at administration in months and days:
Program [D #: s : If premature, adjusted age in months and days:
Program name:

Ages & Stages Questionnaires®, Third Edition {ASQ-3™}, Squires & Bricker
P131080101 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




9 months 0 days

important Points to Remember: Notes:

o Try each activity with your baby before marking a response.

4 Make completing this questionnaire a game that is fun for
you and your baby. '

@ Make sure your baby is rested and fed.

© Please return this questionnaire by . : i /

.

COMMUNICATION

1. Does your baby make sounds like “da,” "ga,” "ka,” and "ba"?

SOMETIMES NOT YET

2. If you copy the sounds your baby makes, does your baby repeat the
same sounds back to you?

3. Does your baby make two similar sounds like "ba-ba,” “da-da," or
“ga-ga"?.{The sounds do not need to mean anything.}

O O 0O04¢

O

O O

O O

4. If you ask your baby to, does he play at least one nursery game even if O O

you-don't show him the activity yourself (such as “bye-bye,” “Peeka-
boe,” "clap your hands,” “So Big”}?

O O —

O

5. Does your baby follow one simple command, such as "Come here,”
"Give it-to me,” or "Put it back,” without your using gestures? '

o 0O @ —

O

6. Does.your baby say three words, such as “Mama,” "Dada,” and
"Baba"? (A "werd" is a sound or sounds your baby says consistently to
mean someone or something.)

COMMUNICATION TOTAL N
GROSS MOTOR : _ ©LYES SOMETIMES NOT YET
1. If you hold both hands just to balance your baby, does O O O | _
rshe support her own weight while standing? '

2." When sitting on the floor, does your baby sit up straight for -
several minutes without using his hands for support?

page 2of &

Ages & Stages Questionnaires®, Third Edition {A5Q-3™), Squires & Bricker
E101090201 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




_ @ Month Questionnaire page 3of6
GROSS MOTOR {continued) 7 : YES SOMETIMES ' NOTYET

3. When you stand your baby next to furniture or the crib rail, O O O -
does she hold on without leaning her chest against the : ‘

furniture for support?

4. While holding onto furniture, does your baby bend down
and pick up a toy from the floor and then return to a
standing position?

5. While holding onto furniture, does your baby lower himself with control O O O R
{without falling or flopping down)? :

6. Does your baby walk beside furniture while holding on with only one O O O
hand? _ _

GROSS MOTOR TOTAL -

FINE MOTOR | ves  someiMes  NoTYer

1. Does your baby pick up a small toy with only ; O O O
one hand? o

O O O —

2. Does your baby successfully pick up a crumb or
Cheerio by using her thumb and all of her fingers in a
raking motion? {If she already picks up a crumb or
Cheerio, mark “yes” for this item.)

3. Does your baby pick up a small toy with the tips of his
thumb and fingers? (You should see a space between the
toy and his palm.)

4. After one or two tries, does your baby pick up a piece O O O
of string with her first finger and thumb? {The string

may be attached to a toy.)

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

6. Does your baby put a small toy down, without dropping it, and then O O O _
take her hand off the toy?

FINE MOTOR TOTAL —

*f Fine Motor ltem 5 is
marked “yes” or “sometimes,”
mark Fine Motor Item 2 "yes.”

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
EI101090301 © 2009 Paul H, Brookes Publishing Co. All rights reserved.




Q@ Month Questionnaire page 4 of 6

1.

'PROBLEM SOLVING

Does your baby bass altoy back and forth from one
hand to the other?

Does your baby pick up two small toys, one in each
hand, and hold onto them for about 1 minute?

When holding a toy in his hand, does your baby bang
it against another toy on the table?

While holding a smail toy in each hand, does your baby clap the toys
togéther (like “Pat-a-cake")?

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

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.)

PERSONAL-SOCIAL

E101090401

. While your baby is on her back, does she put her

foot in her mouih?

Does your baby drink water, juice, or formula from a cup while you
hold it? :

Does your baby feed himself a cracker or a cookie?
When you hold out your hand and ask for her toy, does your baby offer
it to you even if she doesn't let go of it? {If she already lets go of the

toy into your hand, mark "yes” for this item.)

When you dress your baby, does he push his arm through a sleeve once
his arm is started in the hole of the sleeve?

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

YES

o O

SOMETIMES

@)

O
O

NOTYET .

O —_—

o
o —

PROBLEM SOLVING TOTAL

SOMETIMES

O
O
O
O

O
O

NOTYET

o
O
o —
O

O —
O _

PERSONAL-SOCIAL TOTAL —

Ages & Stages Cuestionnaires®, Third Edition {ASC-3™), Squires & Bricker
© 2009 Psul H. Brookes Publishing Co. All rights reserved,




Q@ Month Questionnaire page 5 of 6

OVERALL

Parents and providers may use the space below for additional comments.

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

O YES

ONO

i

When you help your baby stand, are his feet flat on the surface most of the time?

O YES

NO

If no, explain:

]

W

Do you have concerns that your baby is too quiet or does not make sounds like
other bables? If yes, explain:

O YES

:

4. Does either parent have a family history of childhood deafness or hearing

O YES

O
O o

ONO

impairment? If yes, explain:

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

O ves

ONO

:

:
]
]

o

Has your baby had any medical problems in the last several months? If yes, explain:

O YES

ONO

:

)

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
EI101090501 © 2009 Paul H. Brookes Publishing Co. All rights reserved.




' . . 9@ Month Questionnaire pageéof6
OVERALL ‘ {continued)

7. Do you have any concerns about your baby's behavior? If yes, explain: O YES O NO

T

8. Does anything about your baby worry you? If yes, explain: O ves O NO

Ages & Stages Questionnaires®, Third Edition {ASQ-3™), Squires & Bricker
E10109065601 @ 2009 Paul H. Brookes Publishing Co. All rights reserved.




9 months 0 days through

9 months 30 days

Baby's name: . Date ASQ completed:

Baby's ID #: Date of birth:

Was age adjusted for prematurity
when selecting questionnaire? O Yes () 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.

Total
Area | Cutoff | Score

60

Communication | 13.97

Gross Motor | 17.82

Fine Motor { 31.32
Problem Solving | 28.72

CiOCI0I04
OI0CI0|I0

ollellelelelk:
OlOI0I0|08

Personal-Social | 18.91

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 5. Concerns about vision? YES No
Comments: Comments:

2. Feet are flat on the surface most of the time?  Yes  NO 6. Any medical problems? YES No
Comments: : Comments:

3. Concerns about not making sounds? YES No 7. Concerns about behavior? YES No
Comments: Comments:

4. Family history of hearing impairment? YES No 8. Other concerns? YES No
Comments: : Comments:

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

If the baby's total score is in the [ 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.
If the baby's total score is in the Hll area, it is below the cutoff. Further assessment with a professional may be needed.

4. FOLLOW-UP ACTION TAKEN: Check all that apply. : 5. OPTIONAL: Transfer item responses
. i \ {Y = YES, S = SOMETIMES, N = NOT YET,
Provide activities and rescreen in months. .
X = response missing).

Share results with primary health care provider.

112134516

Refer for (circle all that apply) hearing, vision, and/or behavioral screening.

Communication

Refer to primary health care provider or other community agency (specify
reason):

Gross Motor

Fine Motor

Refer to early intervention/early childhood special education.
Problem Solving

No further action taken at this time

Other {specify):

Personal-Social

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
P101090701 © 2002 Paul H. Brockes Publishing Co. All rights reserved.




Questions about your child’s development?

Educational & Developmental Intervention Services (EDIS)

is a program for infants and foddlers (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 walklng or talking as expected)

or atypical development

° genetic conditions

Educational & Developmental Infervention Services provides:

¢ in-home services

° basic services are free to eligible chiidren:
* developmental evaluation (includes physical, communication,
problem-solving, self-help, and social-emotional skills)
* in-home fraining 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 Blvd

Camp Lejeune, NC 28547

910 450 4127

(for famifies living off base:)

Children’s Developmental Services Agency
2842 Neuse Bivd

New Bern, NC 28562

866 KIDS N NC {toll free)

866 543 7662




