
CL:td's Name: _ Date: ----------
MDINP _

1 YEAR OLD PARENT SURVEY

How many ounces ofjuice does your child drink Iday')

What kind of milk does your child drink? breast formula whole milk
How many ounces or feeds/day')

HEALTH OF FAMILY
Who lives with your child')

Are there any marital, financial or
employment stresses at home') Y N

Are you separated, divorced, or in the process" Y N

How is your health') poor fair good

How is your spouse or partner's health') poor fair good

Do you work outside your home? Y N
If so, what is your occupation')

Does your spouse or partner work outside
your home') Y N
If so, what is their occupation')

DEVELOPMENT
Does your child know his/her name >75% of the time')

wave, clap, or point')
say any words')
understand simple directions
"cruise" on furniture or walk')
look for dropped objects')
have temper tantrums
have a high needs temperament?

Do your other children have high needs
temperaments')

Do your read to your child for 20 minutes day')

DIET
Do you have concerns about your chi Id' s diet?

N
N
N
N
N
N
y
y

y

N

y

Y
Y

Y
Y
Y
Y
N
N

N

Y

N
Do you have help with childcare')

Are you involved with playgroups?

preschool
relative
home day care
day care center

N

babysitter
mother's helper

relative

Y

Does your child use a sippy cup or does hclsbe still use
A bottle? sippy cup bottle Does anyone in your house smoke') Y N

parent's bed child's bed crib

Does your child feed themselves with fingers?

Are there any food allergies in your family')
If so, in whom and to what')

ELIMINATION
Do you have concerns about your child's bowel habits?

How many stools does your child have per day')

Does your child routinely have hard stools?

DENTAL HEALTH
Do you brush your child's teeth (with water)')

N

y

y

y

N

Y

N

N

N

Y

Does anyone in your house have issues with
alcohol or drugs?

Do you feel safe in your own home')

SLEEP
Do you have concerns about your child's sleep')

Where does your child sleep')

Does your child sleep through the night')

How many naps does your child take? 0

Does yours child snore')

Y

N

N

Y

Y

N

2

Y

N

Y

>2

N

Is there fluoride in the water that your child
drinks at home') Don't know N

Is your child on daily medicine for asthma or reflux? Y

Y

N

SAFETY
Has your child had any injuries this past year? Y N

Has your child had ear tubes placed') Y N
My child's car seat faces forwards backwards

Are there any issues you would like to discuss today about your I year
old')

Is your child's crib mattress set to its lowest level'J N Y

Is there a swimming pool at or near your home') Y N

Have you checked the batteries in your smoke detectors
and carbon monoxide monitors in the last 6 months" N Y

Is there a gun in your home') Y N

Thank you/or sharing this information with us'
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Dear Parent,

As pediatricians, we think it is important to screen parents for depression. Numerous
studies have demonstrated that untreated parental depression can have a long-term negative
impact on children. Below is a voluntary and brief screen for adult depression. We hope
you will consider completing it and returning it to us. We would be happy to discuss it with
you and to provide a list of local mental health providers if desired.

Thank you.

Westwood Mansfield Pediatrics
"Always proactive in your child's care"

Please respond to the two statements below.

1. Over the past two weeks, you have felt down, depressed or hopeless.
TRUE FALSE

If TRUE, have you felt this way for 1. several days
2. more than half the days
3. nearly every day

2. Over the past two weeks, you have felt little interest or pleasure in doing things.
TRUE FALSE

If TRUE, have you felt this way for 1. several days
2. more than half the days
3. nearly every day

Name (optional) -----------------
Date _


