Pediatric Health Maintenance: 3 Years
Parent Questionnaire
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Virginia Masonr

Patient Information

Specific Concerns/
Questions for Visit

First & Last Name:

Preferred Name:

Date of Birth:

General Health

O I'd like to discuss

[Yes | [T No | Does your child seem to hear well?

[T Yes | [0 No | Doesyour child seem to see well without squinting?

M Yes | [0 No | Do your child’s eyes ever appear to cross or drift apart?

I Yes | M No | Does your child snore most nights?

[IYes | [ No | Isyourchildin daycare or preschool?

[OYes | D No | Does your child watch TV or play on a computer more than 1 hour
per day?

[ Yes | [T No | Hasyour child seen a dentist?

Diet, Sleep, & Elimination [ I'd like to discuss

What type of milk does your child drink? O Whole 0O 1-2% [OSkim [ Other

How much milk does your child drink each day?

[T Yes | T No | Are you concerned about your child’s weight or eating habits?

[JYes | [0 No | Doesyour child eat a good variety of foods (meat, vegetables, grains,
and fruit)?

[0 Yes | [ONo | Isyour child toilet-trained for daytime?

Development

O I'd like to discuss

[OYes | O No | Canyour child climb steps using alternating feet, or pedal a tricycle?
O Yes | [ No | Does your child throw a ball overhand?

M Yes | [0 No | Canyour child copy a drawing of a circle?

[0 Yes | O No | Does your child know his or her own age?

[ Yes | [0 No | Can strangers understand your child’s speech most of the time?
[T Yes | D No | Does your child use pronouns such as “he,” “she,” or “it”?

O Yes | [ No | Can your child dress himself or herself, and put on shoes?
[OYes | [ No | Can your child name at least one color?

Safety O I'd like to discuss

[T Yes | [0 No | Doesyour child wear a helmet while riding a tricycle?

[T Yes | [T No | Doesyour child ride in a car seat in the back seat?

[OYes | [0 No | Are there any smokers in your home?

O Yes | [0 No | Areyou afraid of your partner or anyone close to you?

[OYes | 1 No | Doyou feel overly stressed or unsupported?

|:| By typing my name in the box below, | understand that | am providing a binding electronic signature to the Well Visit 3 Years form.

PATIENT NAME & ID #

Completed by (name and relationship to patient)

Date (month/day/year)
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