Child Name:

o 2 Bright Futures Previsit Questionnaire
A 7 Year Visit
Bright For us to provide your child with the best possible health care, we would like to know how things are going.
Futures. Please answer all of the questions. Thank you.

What would you like to talk about today?

Do you have any concerns, questions, or problems that you would like to discuss today?

We are interested in answering your questions. Please check off the boxes for the topics you would like to discuss the most today.

School |:| How your child is learning and doing in school |:|Bu||ying |:|After—school activities and care
[CJSpecial education needs  [_JHow your child acts [ ] Talking with your child’s school
Your Growing Child [CJHow yogr childl feels. abolut herself [] FoIIowingl rules DGetting ready for puberty O Being angry
[CJYour child dealing with his problems |:|Becom|ng more independent
Staying Healthy |:|Yogr 'child’s weight [_]1 hour of physical acti\{ity daily |:|Playinglsports [Jrvtime  [JGetting enough calcium
|:|Dr|nk|ng enough water |:|How much your child should eat at one time
Healthy Teeth |:|Regu|ar dentist visits |:|Brushing teeth twice daily |:|Flossing daily
[IBooster seats [JHelmets and sports safety ~ [_] Swimming safety [Cwearing sunscreen
Safety |:|Kn0wing your child’s computer use ~ [_JKnowing your child’s friends and their families Caun safety
[CJsmoke-free house and cars [ JPreventing sexual abuse
Questions About Your Child
Have any of your child’s relatives developed new medical problems since your last visit? If yes, please describe: Lves no Dunsure
Do you have concerns about how your child sees? [dves | Clno [CJ unsure
Vision Has your child ever failed a school vision screening test? |:|Yes |:| No |:| Unsure
Does your child tend to squint? [Ives | [INo [[JUnsure
Do you have concerns about how your child speaks? |:| Yes |:| No |:| Unsure
Hearing Do you have concerns about how your child hears? OYes | [CINo [ unsure
Does your child have trouble hearing with a noisy background or over the telephone? [vYes | [INo [JUnsure
Does your child have trouble following the conversation when 2 or more people are talking at the same time? | []Yes | [JNo [Junsure
\(/:V;r']saﬁ(;tjjrA EZItISaIli)g,”lll g\]N azcegtljgggy’ ;nr C\I/%ZTS?# IfE?Jrr égt;;e;culosas (countries other than the United States, |:|Yes |:| No |:| Unsure
Tuberculosis :fﬁiéﬁurrisckh}g ttrjl\)lglgﬁl (()Z?Sd?contact with resident populations) for longer than 1 week to a country [Jves | [INo [ Unsure
Has a family member or contact had tuberculosis or a positive tuberculin skin test? [vYes | [INo [JUnsure
Is your child infected with HIV? [dves | CNo |[J unsure
Does your child eat a strict vegetarian diet? [Yes | [INo [] unsure
Anemia If your child is a vegetarian, does your child take an iron supplement? |:| No |:|Yes |:| Unsure
Does your child’s diet include iron-rich foods such as meat, eggs, iron-fortified cereals, or beans? [INo | [Jves |[Junsure

Does your child have any special health care needs? [_INo [ Yes, describe:

Have there been any major changes in your family lately? [JMove [JJob change []Separation [1Divorce []Death in the family [JAny other changes?

Does your child live with anyone who uses tobacco or spend time in any place where people smoke? [_JNo [ Yes

Your Growing and Developing Child

Do you have specific concerns about your child’s development, learning, or behavior? CIno |:|Yes, describe:

Check off each of the following that are true for your child.
[C] Eats healthy meals and snacks s doing well in school s vigorously active for 1 hour a day
[[JHas friends [[JParticipates in an after-school activity [(]Does chores when asked

[]Gets along with family m
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*** CONTINUE TO BACK FOR IMPORTANT HEALTH AND SAFETY QUESTIONS ***



Child Name:

Westerville Pediatric
Specialists, Inc.

HEALTH AND SAFETY

We are devoted to the health and safety of you and your family. Please tell us how comfortable

you feel with the following necessities:

| have enough MONEY to provide for my family.

Strongly Disagree Somewhat Disagree Neutral Somewhat Agree
L] [] [] L]
| am able to provide FOOD for my family.
Strongly Disagree Somewhat Disagree Neutral Somewhat Agree
Ll [] [] Ll
| am able to provide HOUSING for my family.
Strongly Disagree Somewhat Disagree Neutral Somewhat Agree
L] [] [] L]
| am able to provide or arrange TRANSPORTATION for my family.
Strongly Disagree Somewhat Disagree Neutral Somewhat Agree
L] [] [] L]

The questions below are to be answered by PARENT/LEGAL GUARDIAN.

Strongly Agree

]

Strongly Agree

[

Strongly Agree

]

Strongly Agree

]



