Today’s Date:
Patient FMP and Sponsor Contact Number:
Name: SSN last four: Date of Birth:

9 MONTH WELL CHECK

Do you have any specific concerns today?

(Please complete information below: If filled out before, list only changes since the last visit.)

Chronic Medical Surgeries/Hospitalizations Family History Medications
Conditions (Dates) (biological siblings, (PLEASE INCLUDE DOSAGE)
parents,
grandparents)

Allergies (Include over-the-counter meds,
Asthma Tylenol, Motrin, vitamins, herbal
Other: supplements):

Please list any known allergies your child has (drug, food, latex) O No Allergies

Circle if anyone in the family has had:  Genetic or Metabolic Disease Kidney Disease Deafness before age 5

Birth Defects  Early Death or  Sudden Unexplained Death of Infant or Child (to include SIDS)

Did you child receive the Hepatitis B vaccine at birth? 07 Yes [1No
Who does the child live with?
Does your child attend daycare? [J Yes [1No

Does anyone in the family smoke or is your child exposed to secondhand smoke? [J Yes [ No
Do you & and your child feel safe at home? [J Yes [ No

BIRTH HISTORY: (If not completed at previous visit):

# Weeks pregnant at delivery?

Type of Delivery (check all that apply): [ Vaginal [1C-Section [1Vacuum- assisted [/Forceps [/Breech
Complications at birth?
Prenatal Complications? [J Yes (1 No List if yes:

Group B Strep Positive? [ Yes [J No [ Don’t know

Passed Hearing screen? [J Yes [J No [J Not Performed
Birth weight?

Breastfeeding? [ Yes [0 No How often Minutes per breast Concerns

Formula feeding? [J Yes (JNo Brand Ounces per feed Ounces per day

Number of wet diapers per day Number of stools per day

Cereal O Yes [J No How many times per day? _ Solid foods O Yes [ No How many times per day?

Circle if you have concerns about: Bowel movements / Constipation / Sleep problems

Check all the following that apply to your child:

Social/ Cognitive Communicative/ Physical Development
) Plays Peekaboo 1 Moves to get objects out of reach
(] Has stranger anxiety and seeks parental comfort [1 Makes a lot of different sounds (mamamama or dadadada)
(1 Uses thumbs and pointer to pick up small object [} Looks at where you point
[1 Bears weight on legs with support 0 Transfers objects between hands

Preferred Language: [J English (] Other:

What is your preferred method of learning: [J Verbal [J Written [1Visual [ Other:

Are there any cultural or religious considerations that may affect your child’s healthcare? 07 Yes [J No
Is your child enrolled in the Exceptional Family Member Program (EFMP/ Q-coded)? [ Yes [ No

Is the child’s sponsor currently deployed? (1 Yes 7 No

Is this visit deployment related? (1Yes [J No



Today’s Date:
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Immunizations UTD per AFCITA: [ Yes [ No
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Technician Signature:

*QOther VS per Provider request

HPI:

N | Examination: Normal Abnormal

E

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

o | Head/Neck: o NCAT/Nontender/FROM m

m] Eyes: 0 RR X2, nl corneal reflex, EOMI, no strabismus m]

O | Rear: o TM gray/nl landmarks, nl pinna/ext ear canal o Bulging/immobile/red
o | Lear: o TM gray/nl landmarks, nl pinna/ext ear canal o0 Bulging/immobile/red
o | Nose: o Patent, No congestion/discharge o Congested

o | Oropharynx: o Pink, moist,no lesions o Teeth: NI, no signs of caries o

O Lungs: o CTAB, no retractions, nl WOB O

o | CV: o RRR, no murmur, strong femoral pulses, cap refill <2 sec O

o | Abd: o Soft, NT, no HSM, no mass, nl BS, no umbilical/inguinal hernia | O

O | Ext/Spine: o NL, FROM, nontender, no edema, no lumbosacral pits o

o | Skin: o No rash, No bruises o

o | Hips: o Full ROM, Symmetric leg folds m

o | Neuro: o0 Normal tone/strength/symmetry o

o | Genitalia: o N1 female/no adhesions o N1 male, Testes down

o | Other findings: | O m

LABS/X-RAYS: o H&H (12 months):

PLAN:

F/U: at next well child visitat___|

o Lead Screening (if applicable)

months, sooner if parental concerns

o Patient and/or parent verbalizes understanding of treatmentand plan
o Anticipatory guidance handout provided

PREVENTION: o Nutrition o Sippy Cups/No Bottle o Dental care 0 Safety/Falls

o Tobacco avoidance

Signature:

Stamp:

Date:

23 Jan 2012 SF 600

oCar Seat o Child-proofing the house
RECORDS
MAINTAINED AT:
PATIENT'S NAME (Last, First, Middle Initial) SEX
RELATIONSHIP TO SPONSOR STATUS RANK/GRADE
SPONSOR'S NAME ORGANIZATION
DEPART./SERVICE SSN/IDENTIFICATION NO. DATE OF BIRTH

STANDARD FORM 600 Overprint



9 months 0 da through 9 months 30 days -.
Month Questionnaire

Please provide the followmg mformatlon Use black or blue ink only and prlnt
legibly when completing this form.

Date ASQ completed:

M M DDY Y Y Y

Middle
Baby’s first name: initial:  Baby’s last name:
Baby's date of birth: If baby was born Baby's- gender:
3 or more weeks
prematurely, # of O Male O Female
weeks premature: :
M MDDY Y Y Y
Middle
First name: initial: Last name:
Street address: Relationship to baby:
i Child care
O Parent O Guardian O Teacher provider
Grandparent Foster .
O orotir pet  QOter[ ]
relative
City: State/Province:  ZIP/Postal code:
Country: Home telephone number: Other telephone number:
E-mail address:
Names of people assisting in questionnaire completion: J

PROGRAM INFORMATION
Baby ID #:

Age at administration, in months and days:

Program ID #:

If premature, adjusted age, in months and days:

Program name:

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101090101 @ 2009 Paul H. Brookes Publishing Co. All rights reserved.



COMMUNICATION

1.

2.

\M Please return this questionnaire by . /

16 AS! !-3 ©Q Month Questionnaire through 99,“";2?;2"3332’; i

On the following pages are questions about activities babies may do. Your baby may have already donesorne ﬁ‘f ﬁeaﬁﬁmés .
described here, and there may be some your baby has not begun doing yet: For each item, please fill in the circle that indi- -
cates whether your baby is doing the activity regularly, sometimes, 'or not yet.

Important Points to Remember: Notes:

™ Ty each activity with your baby before marking a response.

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

@ Make sure your baby is rested and fed.

SOMETIMES NOT YET

O

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

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

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 O O 7§

O
O O
O O o
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-
boo,” “clap your hands,” “So Big”)?

O

O O o

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

O

Does your baby say three words, such as “Mama,” “Dada,” and O O N
“Baba"? (A “word"” is a sound or sounds your baby says consistently to

mean someone or something.)

COMMUNICATION TOTAL —_—

G ROSS MOTOR . YES SOMETIMES NOT YET

O O O —

if you hold both hands just to balance your baby, does
she support her own weight while standing?

When sitting on the floor, does your baby sit up straight for O O O N
several minutes without using his hands for support? I

page 20of 6
Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker

E101090201 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



|—AASQ§| 9 Month Questionnaire page 30f6
GROSS MOTOR  (continued) YES SOMETIMES NOT YET

3. When you stand your baby next to furniture or the crib rail, ' Ri! O O O N
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 —_
{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 =

FI N E MOTOR YES SOMETIMES NOT YET

1. Does your baby pick up a small toy with only ; O O O -
one hand? 0

2. Does your baby successfully pick up a erumb or O O O -
Cheerio by using her thumb and all of her fingers in a
raking motion? (If she already picks up a crumb or 2

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. Does 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 N

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

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101090301 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



&ASQ3

9 Month Questionnaire page4ofs

PROBLEM SOLVING

1. Does your baby pass a toy back and forth from one )
hand to the other?

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

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

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

5. 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)?

6. 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

1. While your baby is on her back, does she put her
foot in her mouth?

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

3. Does your baby feed himself a cracker or a cookie?

4. 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.)

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

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

YES

YES

O O OO0 O O

SOMETIMES

O

O
O

NOT YET

o

O _
O _

PROBLEM SOLVING TOTAL J—

SOMETIMES

O
O
O
O

O
O

NOT YET

o  —
O
o —
O
o  —
o —

PERSONAL-SOCIAL TOTAL _

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker

E101090401 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



(&RASQ3

@ Month Questionnaire page 5of 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

)

‘When you help your baby stand, are his feet flat on the surface most of the time?
If no, explain:

N

O YES

O o

n

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

w

O YES

Owo

)

~

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

O YES

ONO

)

u

Do you have concerns about your baby’s vision? If yes, explain:

O YES

ONO

n

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

o

O YES

O o

b

LT W . . W S S

Ages & Stagés Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker

E101090501 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



(8 AS( 23] Q@ Month Questionnaire page 6 of 6
OVE RALL (continued)

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

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

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101090601 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



| EAASQSJ O Month ASQ-3 Information Summary 9}'°h;';s,§o‘f,at{,it3;'5‘i-‘;gf

Baby's name: Date ASQ completed:

Baby's ID #: Date of birth:

Was age adjusted for prematurity

Administering program/provider:
9 Prog P when selecting questionnaire? (O Yes (O No

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.

Area | Cutoff

Communication | 13.97

Gross Motor | 17.82

Fine Motor | 31.32

Problem Solving | 28.72

OlO|0|0|0|&
Ol0|0|0|0|8
O|O0|0|0|O|4
O|0|00|0|8

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 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 [ 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
Provide activiti d . h (Y = YES, S = SOMETIMES, N = NOT YET,
rovide activities and rescreen in months. Xe= reaponseimissing).
Sh Its with pri health ider.
are results with primary health care provider. 12130 als] e

__ 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 © 2009 Paul H. Brookes Publishing Co. All rights reserved.
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