CHILD HEALTH RECORD: FORM 2B, HEALTH HISTORY (Continued)

PERSON INTERVIEWED: : DATE: RELATIONSHIP:
NAME OF INTERVIEWER: TITLE:

PHYSICAL, PSYCHOLOGICAL, AND SOCIAL DEVELOPMENT .

THESE QUESTIONS WILL HELP US UNDERSTAND YOUR CHILD BETTER AND KNOW WHAT IS USUAL FOR HIM/HER AND WHAT
MIGHT NOT BE USUAL THAT WE SHOULD BE CONCERNED ABOUT:
27.CAN YOU TELL ME ONE OR TWO THINGS YOUR CHILD IS INTERESTED IN OR DOES ESPECIALLY WELL?

28.DOES YOUR CHILD TAKE A NAP? ____NO, __YES. IF “YES" DESCRIBE WHEN AND HOW LONG.

29.DOES YOUR CHILD SLEEP LESS THAN 8 HOURS A DAY OR HAVE TROUBLE SLEEPING (SUCH AS BEING FRETFUL, HAVING
NIGHTMARES, WANTING TO STAY UP LATE)? __NO, __YES. IF “YES" DESCRIBE ARRANGEMENTS (OWN ROOM, OWN
BED, AND SO FORTH)

30. HOW DOES YOUR CHILD TELL YOU HE/SHE HAS TO GO TO THE TOILET?

31.DOES YOUR CHILD NEED HELP IN GOING TO THE TOILET DURING THE DAY OR NIGHT, OR DOES YOUR CHILD WET HIS/HER
PANTS? __NO, _____YES. IF “YES" PLEASE DESCRIBE.

32.HOW DOES YOUR CHILD ACT WITH ADULTS THAT HE/SHE DOESN'T KNOW?

33. HOW DOES YOUR CHILD ACT WITH A FEW CHILDREN HIS/HER OWN AGE?

34.HOW DOES YOUR CHILD ACT WHEN PLAYING WITH A GROUP OF OTHER CHILDREN?

35.DOES YOUR CHILD WORRY A LOT, OR IS HE/SHE VERY AFRAID OF ANYTHING? _NO, _ YES. IF “YES”, WHAT THINGS
SEEM TO CAUSE HIM OR HER TO WORRY OR TO BE AFRAID?

36.CHILDREN LEARN TO DO THINGS AT DIFFERENT AGES. WE NEED TO KNOW WHAT EACH CHILD ALREADY CAN DO OR IS
LEARNING TO DO EASILY, AND WHERE THEY MIGHT BE SLOW OR NEED HELP SO WE CAN FIT OUR PROGRAM TO EACH CHILD.
I'M GOING TO LIST SOME THINGS CHILDREN LEARN TO DO AT DIFFERENT AGES AND ASK WHEN YOUR CHILD STARTED TO DO
THEM, AS BEST YOU CAN REMEMBER. (INTERVIEWER: Read question for each item listed below, and check off the parent's answer
in the appropriate space).

WHEN
EARLIER |EXPECTED| LATER AGE

a. WOULD YOU SAY YOUR CHILD {a) SIT UP WITHOUT HELP

BEGAN TO EARLIER THAN  [(b) GRAWL

YOU EXPECTED, ABOUT WHEN (c) WALK

YOU EXPECTED, OR LATER (d) TALK

THAN YOU EXPECTED? {e) FEED AND DRESS SELF

() LEARN TO USE THE TOILET

b. WHEN DID HEISHE BEGIN () RESPOND TO DIRECTIONS

ToO______* {h) PLAY WITH TOYS

() USE CRAYONS
() UNDERSTAND WHAT 1S SAID TO HIM/HER

37.DOES YOUR CHILD HAVE ANY DIFFICULTIES SAYING WHAT HE/SHE WANTS TO DO OR DO YOU HAVE ANY TROUBLE
UNDERSTANDING YOUR CHILD? ___NO, ____YES. IF “YES" PLEASE DESCRIBE.

38.CHILDREN SOMETIMES GET CRANKY OR CRY WHEN THEY'RE TIRED, HUNGRY, SICK, AND SO FORTH. DOES YOUR CHILD
OFTEN GET CRANKY OR CRY AT OTHER TIMES WHEN YOU CAN'T FIGURE OUTWHY? ____NO, __ YES. IF “YES"” CAN YOU
TELL ME ABOUT THAT?

WHEN THIS HAPPENS, WHAT DO YOU DO ABOUT IT TO HELP THE CHILD FEEL BETTER?

39.HAVE THERE BEEN ANY BIG CHANGES IN YOUR CHILD'S LIFE IN THE LAST SIX MONTHS? ___NO, _____YES. IF “YES”
PLEASE DESCRIBE.

40.ARE YOU OR YOUR FAMILY HAVING ANY PROBLEMS NOW THAT MIGHT AFFECT YOURCHILD? _____NO, ___ YES.IF “YES"
PLEASE DESCRIBE.

41.1S THERE ANYTHING ELSE YOU WOULD LIKE US TO KNOW ABOUT YOUR CHILD? _____NO, ___YES. IF “YES” PLEASE
DESCRIBE?

TO BE COMPLETED BY HEAD START STAFF WITH PARENT GUARDIAN EARLY IN PROGRAM YEAR AFTER CHILD 1S ENROLLED.
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