MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Child’s Name: Date of Birth:
Managed Care Organization: Child’s Medicaid #:

Ages 3 - 5 years

Check all answers that may apply. This form may be filled out by the parent/guardian or health
care provider.

Does your child often wet or soil his pants?.............cooiiiiiiii JYes [No
Does your child have problems at day care or school? ........................ OYes [INo
Do you have any concerns about your child:
DAYArEAMINGZ..vvvvveeveeiieeeeeeeeeeiiieteeeeeeeeeeaesiirerarearreeeaaaeaan s [(JYes [No
Paying attention?........uuveueeneneeerieriniieniereeernrnere e [(JYes [INo
SIHNG ST, ..evvvreeeiee e e e ee e e ee e [lYes [JNo
Does your child:
REFUSE 0 ODEY? ..vvvueeiieeieeieeeeiiiiteeee e eeeeeeeeeeeene s eeeeee e [(JYes [No
Refuse to play With 0thers?............coovvviiiiiiiiiiiee e, dYes [INo
Does your child get tired easily? ..........ccooviiiiiiiii [Yes [No
Does your child often seem:
oY= To 2T TSR [(JYes [INo
ANGIY? et [JYes [No
NErVOUS OF @fFaId?.....uuiiivinieiiieeeeiiieeeeer e ee e e veeeesaeneeeanes [(JYes [INo
CIANKY 2. c.evetiteeeeeetieeeeeeeeeeee st st eeaaeeaaaesearenesnnneeeeaeaernnes OYes [No
NOt INEEIEStEA . . ettt e st e e ean [JYes [No
Does your child have trouble SIEeping? ..........cceeveeeiirereninieennnieriinnnen, [JYes [No
Does your child have problems with €ating? ...........cccccrevceenaenrnnenenn. (OYes [INo
Is your child often mean to animals or smaller children? ..................... [JYes [INo
Is there a history of injuries, accidents? .............c.ovveeiiiiiieeeieeeininnene [JYes [INo

If yes, please specify:

Continued on Back —

MARYLAND HEALTHY KIDS PROGRAM

Maryland Department of Health and Mental Hygiene
HealthChoice and Acute Care Administration, Division of Children’s Services

https://mmcp.dhmh.maryland._gov/epsdt 2014




MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Page Two

Is there any history of maltreatment or abuse? .............cccceevvruunnccrnnenn [JYes [INo
If yes, please specify:

Is there a recent stress on the family or child such as:

Birth Of @ CRIlA? onneee ettt e e e e aans [JYes [JNo
MOVING? ...ttt e et e e e e e e e e e e e e e e e e eeeereeeas [JYes []No
Divorce or separation? ........cocovveiiiiiiiiiiiiiiii e [JYes [ No
Death of @ CIOSE FEIAtIVE? . ovvveeeeee et [(JYes [INo
Fired OF 18I0 OFF? «.ene ettt e e e e e e aaeeen [JYes [1No
Legal ProbIBMS? .....cooviiiiiiiiiiiieeee e (JYes [INo
Others (Please specify):

Do you have other parenting CoNCEMNS? ........ccovvvviierrereiiieenieeeeieeeenenn, JYes [INo

Please specify:

Provider: Give details of all Positive findings.

Provider's Signature Date

THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS
Child Receiving Referral:

Child’s Address:

Child’s Phone:

Referred to: MD Public Mental Health System: 1-800-888-1965

Reason for Referral:

MARYLAND HEALTHY KIDS PROGRAM
Maryland Department of Health and Mental Hygiene
HealthChoice and Acute Care Administration, Division of Children’s Services

https://mmcp.dhmh.maryland.gov/epsdt 2014




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire
Lead Risk Assessment: Date Date Date Date Date Date Date

(every well child visit from 6 months up lo 6 years)

1. Has your child ever lived or stayed in a house or apartment that is built before 1978 Y/N Y/N Y/N Y/N Y/N Y/N Y/N
(includes day care center, preschool home, home of babysitter or relative)?

2. s anyone in the home being treated or followed for lead poisoning? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

3. Are there any current renovations or peeling paint in a home that your child regularly visits? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

4. Does your child lick, eat, or chew things that are not food (paint chips, dirt, railings, poles, Y/N Y/N Y/N Y/N Y/N Y/N Y/N
furniture, old toys, etc.)?

5. s there any family member who is currently working in an occupation or hobby where lead Y/N Y/N Y/IN Y/N Y/N Y/N Y/IN
exposure could cceur (auto mechanic, ceramics, commercial painter, etc.)?

Tuberculosis Risk Assessment: Date Date Date Date Date Date Date
(Starting at 1 month of age and annually thereafter)

1. Has your child been exposed to anyone with a case of TB or a positive tuberculin skin test? Y/ N Y/N Y/N Y/N Y/N Y/N Y/N

2. Was your child, or a household member, born in a high-risk country (countries other than N Y/N Y/N Y/N Y/N
the United States, Canada, Australia, New Zealand, or Western and North European Y/N Y/N Y/
countries)?

3. Has your child travefled (had a contact with resident populations) to a high-risk country for Y/N Y/N YIN Y/N Y/N YIN YIN

more than 1 week?

4. Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV Y/N Y/N Y/N Y/N Y/N Y/N Y/N
infected, homeless, incarcerated, and/or illicit drug users)?

5. Does your child have HIV infection? Y/N Y/N Y/N Y/N Y/N Y/N YI/N

Anemia Screening Date Date Date Date Date Date Date
(Starting at 11 years of age and annually thereafier) -

1. Does your diet include iron-rich foods such as meat, eggs, iron-fortified cereals, or beans? Y /N Y/N Y/N Y/N Y/N Y/N YIN
2. Have you ever been diagnosed with iron deficiency anemia®? Y/N Y/N Y/N Y/N Y/N Y/N YIN
3. (FEMALES ONLY) Do you have excessive menstrual bleeding or other blood loss? Y/N YIN YIN Y/N Y/N Y/N Y/N
4, (FEMALES ONLY) Does your period last more than 5 days? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
(A “yes” response or “don’t know” to any question indicates a positive risk)

Patient Name: Birth Date:
https://mmcp.dhmh.maryland.gov/epsdl/Pages/Home.aspx Updated 2016




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Heart Disease/Cholesterol Risk Assessment: Date Date Date Date Date Date Date
(2 years through 20 years)
1. Is there a family history of parents/grandparents under 55 years of age with a heart attack, Y/N Y/N Y/N Y/N Y/N Y/N Y/N

heart surgery, angina or sudden cardiac death?
2. Has the child's mother or father been diagnosed with high cholesterol (240 mg/dL or higher)? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

3. Is the child/adolescent overweight (BMI > 85% %)? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
4, And is there a personal history of:
Smoking? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Lack of physical activity? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
High blood pressure? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
High cholesterol? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Diabetes mellitus? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

(Refer to the AAP Clinical Guidelines for Childhood Lipid Screening)

STUHIV Risk Assessment.: Date Date Date Date Date Date Date
(11 years through 20 years)

Y/N Y/N Y/N Y/N Y/N Y/N YIN

1. Have you had a blood transfusion or are you a Hemophiliac?

2. Have you ever been sexually molested or physically attacked? Y/N Y/IN Y/N Y/IN Y/IN Y/N YIN
3. Have you ever been diagnosed with any sexually transmitted diseases? Y/N Y/N Y/IN YIN Y/N Y/N YIN
4. Any history of IV drug use by you, your sex partner, or your birth mother during pregnancy? Y/N Y/N Y/N YIN YIN Y/N YIN
5. If sexually active, have you had unprotected sex, with opposite/same sex? YIN ML Y/N Y/N YIN Y/N Y/N
6. If sexually active, have you had more than one partner? Y/N Y/IN Y/N Y/N YIN YiIN YIN
7. Any body tattoos or body piercing of ears, navel, etc., including any performed by friends? Y/N YIN YIN Y/N YIN Y/IN YIN
(A “yes” response or “don’t know" to any question indicates a positive risk)

Patient Name: Birth Date:

hitps://mmep, dhmh. maryland.qov/epsdt/Pages/Home. aspx Updated 2016



NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10
Fruits

. How would you describe your child’s
appetite?

O Fair

0O Good

O Poor

. How many days per week does your
family eat meals together?

. How would you describe mealtimes
with your child?

O Always pleasant

O Usually pleasant

O Sometimes pleasant

0 Never pleasant

. How many meals does your child eat
per day? How many snacks?

=E000Ooooooan

OooOooonoood

Apples/ juice
Bananas
Grapefruit/juice
Grapesljuice
Melon
Orangesf/juice
Peaches

Pears

ilk and Milk Products

Fat-free (skim) milk
Low-fat (1%) milk
Reduced-fat (2%) milk
Whole milk

Flavored milk

Cheese

Ice cream

Yogurt

Other milk and

milk products: .......cooiiiiiii

Meal and Meal Alternatives

O Beef/hamburger
. Which of these foods did your child O Chicken
eat or drink last week? i
O Cold cuts/ deli meals
(cg:?::-a” that apply) O Dried beans (for example, black beans,
: kidney beans, pinto beans)
O Bagels O Eggs
O Bread O Fish
O Cereal/grits O Peanut butter/nuts
O Crackers O Pork
O Muffins . O Sausage/bacon
O Noodles/pastalrice O Tofu
lé $Or|tl'Tl O Turkey
- Oothl as - O Other meal and
v tslrgrams ---------------------- meat alternatives:.........oeevvveeenviinveneeenees
Deg;a eT Fats and Sweets
roccoli O Cake/cupcakes
O Carrots O Candy
S gom : O Chips
reen beans O French fries
O Green salad 0 Cookies
O Greens (collard, spinach) O Doughnuts
g getast O Fruit-flavored drinks
otatoes O Soft drinks
O Tomatoes O Pies
O Other vegetables..................... 00 Other fats and sweets: .......ccceevvevnnnn.n..

09/30/2014
Source: Bright Future Nutrition at http://www.brightfutures.org/nutrition/pdf/pocket.pdf




NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10

If your child is 5 years or younger,
does

he or she eat any of these foods?
(Check all that apply.)

Hot dogs
Marshmallows

Nuts and seeds
Peanut butter
Popcorn

Pretzels and chips
Raisins

Raw celery or carrots
Hard or chewy candy
Whole grapes

Coooooooaaog

. How much juice does your child drink
per day? How much sweetened
beverage (for example, fruit punch or
soft drinks) does your child drink per
day?

. Does your child take a bottle to bed at
night or carry a bottle around during
the day?
O Yes O No

. What is the source of the water your
child drinks? Sources include public,
well, commercially bottled, and home
system-processed water?

09/30/2014
Source: Bright Future Nutrition at http://www.brightfutures.org/nutrition/pdfipocket. pdf

10.

1.

12.

13.

14.

15.

Do you have a working stove, oven,
and refrigerator where you live?
O Yes O No

Were there any days last month when
your family didn’t have enough food to
eat or enough money to buy food?

Did you participate in physical activity
(for example, walking or riding a bike)
in the past week?

O Yes O No

If yes, on how many days and for how
many minutes or hours per
Y7t e

Does your child spend more than 2
hours per day watching television and
DVDs or playing computer games:
O Yes O No

if yes, how many hours per

AY 7. ettt

Does your family watch television
during meals?

O Yes O No

What concerns or questions do you
have about feeding your child or how
your child is growing? Do you have
any concerns or questions about your
child’s weight?




MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Child’s Name: Date of Birth:

Managed Care Organization: Child’s Medicaid #:

Ages 6 — 9 years

Check all answers that may apply. This form may be filled out by the parent/guardian or health
care provider.

Does your child often seem:

DiStrustful Of OthEIS? ..oovniineii et [(JYes [No
Have trouble paying attention? ............ccccoiiiiiiiiiiiiiie, [(JYes [1No
BIAME OthEIS? «..eeveeiiieiee it e et et e et e e e e e e eraeeeeaeeaes [(JYes [No
Do you have concerns about your child's:
EtNG? .oeeieviiteeeeieee ittt eeeeete e e e e e e e e e e e e e e et e e e e e eee b s CJYes [INo
(==Y o3 ORI [1Yes []No
WEIGNE? ooevveiciiiie e e e e e e s e e enaaeeerrans [JYes []No
Does your child often complain of “not feeling well"? ............ccceeevnun.... Yes []No
Does your child have problems getting along with:
Y 0 () AR CDYes [JNo
Other family MEMDErS?..........ccevvvviiiieeerieiiieeeeeeriieeeeaeniaeeanens [lYes [JNo
FHENAS? ettt ettt e e ettt e e e r e e e e e aaane [JYes [No
SCNOOIMALES? c.vvneiieiieeiii e et e e e et e e et e e e e e reneeaeens (JYes [INo
Does your child have problems at school with:
BENAVIOI? ettt [JYes [INo
BlAAES? «eneeeeeeee e et e e e et e e e s e e s e e s e e e ere e e e raeaaaaenn [JYes [INo
Not wanting to go to SChool? ..........cccoeviiiiiiiiiiiiini e [DYes [INo
Does your child often seem:
ST 1o i 2 UUT TPt [1Yes [No
N Ve sV TP [(JYes [JNo
NEIVOUS OF @FFAI07 «.evneeneen e et et et e e e ens [(Jyes [No
CrANKY? ..ot e e e e et e e e e et e e e ear e [lYes [No
NOE INEEIESIEA? .ot [1Yes [INo
Does your child often:
DESIIOY PrOPEIY? «.evveeeeieeneeeeeeeeeeeee e e e e e e e ettt e e s teeaesanaeeses CdYes [INo
LI ettt e et et a e [(JYes [INo
] Y| 2SO POP TP RPTRTURN [(JYes [JNo
Hurt animals or smaller children? .......cooovvviiiiiiiiiiiiiiieeeien, [(JYes [JNo

Continued on back —

MARYLAND HEALTHY KIDS PROGRAM
Maryland Department of Health and Mental Hygiene
HealthChoice and Acute Care Administration, Division of Children’s Services

https://mmcp.dhmh.maryland.gov/epsdt 2014



MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program

Date
Page Two
Is there a history of injuries, accidents? .............ceeeeeiiinirirerrennieeernnann []Yes [No
If yes, please specify:
Is there any history of maltreatment or abuse? ..............cooooiiin. [JYes []No
If yes, please specify:
Is there a recent stress on the family or child such as:
Birth OF @ CRIIA . .. eeee et e e e e e [JYes []No
MOVING?. .ottt e e e e et et e e e e e e eeeeeeeree e e e e s e e eeeeeennenaaens [(JYes [JNo
DIVOrce OF SEPAratioN? .......c..cvvvvvreriririieneearereeeeeeeieninaaeeeenes [lYes [1No
Death of @ ClOSE FelAtIVE?......e.eeeeeeeee e e e e e eaevne [JYes []No
FIr@d OF 18I0 OFF 2. . vee v e e et e et et e s e e eaneaaanaes [JYes [JNo
Legal ProODIBMS?. . .eeeeeeeeeeieeeeeesiei s e [(1Yes [INo
Others (Please specify):
Do you have other parenting concerns?..........c.covviviviiiiiiiiniinnnennnnn, [(JYes [ No

Please specify:

Provider: Give details of all Positive findings.

Provider's Signature Date
Provider's Phone: (__

THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS
Child Receiving Referral:

Child’'s Address:

H Child’'s Phone:
Referred to; Maryland Public Mental Health System: 1-800-888-1965

Reason for Referral:

https://mmcep.dhmh.maryland.gov/epsdt

MARYLAND HEALTHY KIDS PROGRAM

Maryland Department of Health and Mental Hygiene
HealthChoice and Acute Care Administration, Division of Children’s Services

2014




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Lead Risk Assessment: Date Date Date Date Date Date Date

(every well child visit from 6 months up to 6 years)

1. Has your child ever lived or stayed in a house or apartment that is built before 1978 Y/N Y/N Y/N Y/N Y/N Y/N Y/N
(includes day care center, preschool home, home of babysitter or relative)?

2. lsanyone in the home being treated or followed for lead poisoning? Y/N Y/N Y/N Y/N Y/N YI/N Y/N

3. Are there any current renovations or peeling paint in a home that your child regularly visits? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

4. Does your child lick, eat, or chew things that are not food (paint chips, dirt, railings, poles, Y/N Y/N Y/N Y/N Y/N YI/N YIN
furniture, old toys, etc.)?

5. s there any family member who is currently working in an occupation or hobby where lead Y/N Y/N Y/N Y/N Y/N Y/N YIN
exposure could occur (auto mechanic, ceramics, commercial painter, etc.)?

Tuberculosis Risk Assessment: Date Date Date Date Date Date Date
{Starting at 1 month of age and annually thereafter)

—_

Has your child been exposed to anyone with a case of TB or a positive tuberculin skin test? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

L

Was your child, or a household member, born in a high-risk country (countries other than /N Y/N Y/N Y/N Y/N Y/N
the United States, Canada, Australia, New Zealand, or Western and North European Y/N Y !
countries)?

3. Has your child travelled (had a contact with resident populations) to a high-risk country for YIN Y/N Y/N Y/IN Y/N Y/N YIN

more than 1 week?

4. Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV Y/N Y/N Y/N Y/N Y/N Y/N Y/N
infected, homeless, incarcerated, and/or illicit drug users)?

5. Does your child have HIV infection? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

Anemia Screening Date Date Date Date Date Date Date
{Starting at 11 years of age and annually thereafter)

1. Does your diet include iron-rich foods such as meat, eggs, iron-fortified cereals, or beans? Y /N Y/N Y/N Y/N Y/N Y/N Y/N
2. Have you ever been diagnosed with iron deficiency anemia? Y/N Y/N Y/N Y/N Y/N Y/N YI/N
3. (FEMALES ONLY) Do you have excessive menstrual bleeding or other blood loss? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
4. (FEMALES ONLY) Does your period last more than 5 days? Y/N Y/N Y/N Y/N Y/N Y/N YI/N

(A “yes” response or “don’t know” to any question indicates a positive risk)

Patient Name: Birth Date:
https.//mmcp.dhmh.maryland.qov/epsdt/Pages/Home. aspx Updated 2016




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Heart Disease/Cholesterol Risk Assessment: Date Date Date Date Date Date Date
(2 years through 20 years)
1. Is there a family history of parents/grandparents under 55 years of age with a heart attack, Y/N Y/N Y/N Y/N Y/N YIN Y/N
heart surgery, angina or sudden cardiac death?
2. Has the child's mother or father been diagnosed with high cholesterol (240 mg/dL or higher)? Y/N Y/N Y/N Y/N YIN Y/N Y/N
3. s the child/adolescent overweight (BMI > 85% %)? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
4. And is there a personal history of:
Smoking? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Lack of physical activity? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
High blood pressure? Y/N Y/N Y/N Y/N YI/N Y/N YI/N
High cholesterol? Y/N - Y/N Y/N Y/N Y/N Y/N Y/N
Diabetes mellitus? Y/N Y/N Y/N Y/N Y/N Y/I/N Y/N

(Refer to the AAP Clinical Guidelines for Childhood Lipid Screening)

STUHIV Risk Assessment: Date Date Date Date Date Date Date
(11 years through 20 years)

Y/N Y/N Y/N Y/N Y/N Y/N Y/N

1. Have you had a blood transfusion or are you a Hemophiliac?

2. Have you ever been sexually molested or physically attacked? YIN Y/N Y/N Y/N Y/N Y/IN YIN
3. Have you ever been diagnosed with any sexually transmitted diseases? Y/N Y/N YIN Y/N YIN Y/N YIN
4. Any history of IV drug use by you, your sex partner, or your birth mother during pregnancy? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
5. If sexually active, have you had unprotected sex, with opposite/same sex? Y/N YIN LA Y/N YIN Y/N YIN
6. If sexually active, have you had more than one pariner? Y/N Y/N Y/N Y/N Y/IN YIN Y/N
7. Any body tattoos or body piercing of ears, navel, etc., including any performed by friends? Y/N Y/N Y/N YIN YIN YIN YIN
(A “yes” response or “don’t know" to any question indicates a positive risk)

Patient Name: Birth Date:

https://mmcp.dhmh.maryland.gov/epsdt/Pages/Home.aspx Updated 2016



NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10

. How would you describe your child’s Fruits
appetite? O Apples/ juice
O Fair 0 Bananas
O Good O Grapefruit/juice
00 Poor O Grapesljuice
O Melon
. How many days per week does your 1 Oranges/juice
family eat meals together? OO0 Peaches
O Pears
O Other fruits/ juice:.....cccoveviiiiiiiiiinnne.
Milk and Milk Products

. How would you describe mealtimes

with your child?

0O Always pleasant

O Usually pleasant

O Sometimes pleasant
O Never pleasant

. How many meals does your child eat
per day? How many snacks?

Ooooooooan

Fat-free (skim) milk
Low-fat (1%) milk
Reduced-fat (2%) milk
Whole milk

Flavored milk

Cheese

Ice cream

Yogurt

Other milk and

milk products: ........cceeiiiii

Meal and Meal Alternatives

O Beef/lhamburger
. Which of these foods did your child OO0 Chicken
eat or drink last week? :
O Cold cuts/ deli meals
E;C,-Z?,f:a” that apply) O Dried beans (for example, black beans,
: kidney beans, pinto beans)
O Bagels 00 Eaas
O Bread O Flgsi
O Cerealigrits O Peanut butter/nuts
O Crackers 0 Pork
O Muffins . O Sausage/bacon
0O Noodles/pastalrice O Tofu
g '?orltI'TI O Turkey
a C;)thl as . O Other meal and
v ts: QraNS...ceerninreineeeeees meat alternatives:...........cooevvvveerveenneenn.
Degga eT_ Fats and Sweets
roccol O Cake/cupcakes
0O Carrots O Candy
g gOm ) O Chips
reen beans O French fries
0O Green salad O Cookies
0O Greens (collard, spinach) O Doughnuts
g Eetast O Fruit-flavored drinks
otatoes O Soft drinks
O Tomatoes O Pies
L Other vegetables..................... O Other fats and SWeets: ................cuv.....

09/30/2014
Source: Bright Future Nutrition at htip.//www.brightfutures.org/nutrition/pdf/pocket. pdf



NUTRITION QUESTINONNAIRE FOR CHILDREN AGES 1 TO 10

If your child is 5 years or younger,
does

he or she eat any of these foods?
(Check all that apply.)

Hot dogs
Marshmallows

Nuts and seeds
Peanut butter
Popcorn

Pretzels and chips
Raisins

Raw celery or carrots
Hard or chewy candy
Whole grapes

a

ooooOooogooa

. How much juice does your child drink

per day? How much sweetened
beverage (for example, fruit punch or
soft drinks) does your child drink per
day?

. Does your child take a bottle to bed at

night or carry a bottle around during
the day?
O Yes 0O No

. What is the source of the water your
child drinks? Sources include public,
well, commercially bottled, and home
system-processed water?

09/30/2014
Source: Bright Future Nutrition at htip://www.brightfutures.org/nutrition/pdf/pocket.pdf

10.

1.

12,

13.

14.

15.

Do you have a working stove, oven,
and refrigerator where you live?
O Yes O No

Were there any days last month when
your family didn't have enough food to
eat or enough money to buy food?

Did you participate in physical activity
(for example, walking or riding a bike)
in the past week?

O Yes O No

If yes, on how many days and for how
many minutes or hours per
AY 7 s

Does your child spend more than 2
hours per day watching television and
DVDs or playing computer games:
O Yes O No

If yes, how many hours per

Lo =V OO SUU S PRPP PPN

Does your family watch television
during meals?

O Yes O No

What concerns or questions do you
have about feeding your child or how
your child is growing? Do you have
any concerns or questions about your
child’s weight?




MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Child’s Name: Date of Birth:
Managed Care Organization: Child’s Medicaid #:

Ages 13 — 20 years

Check all answers that may apply. This form may be filled out by the patient, parent/guardian or health
care provider.

Do you have trouble paying attention? ..............cc.eovervrrricuinreeriiiieeeeen Jyes [No
Do you often:
Feel distrustful of others? ..o [(JYes [INo
Have strange thoughtS? ..........vveiiiiiiiiiiee e ee e ee e [(JYes [No
HEAI VOICES? ..eeeeieeiie e et e e e ee e et ee e e e e e e e e e enes [(lYes [INo
Have to do things the same way or keep repeating them? .......... Cdyes [INo
Do you have problems at school with:
BERAVIOI? .o eee e et [TYes [INo
BrAAES? ettt et [JYes [1No
SKIPPING ClASSES? 1.evvuiniiiiieeiiiiieee e e e e et e e e e eear e e e eeeaneeaeenens JYes [No
Do you worry about your:
EAtiNG? . oeeeeee et aeaana [(JYes [No
SIEEP? et a e eae [JYes [INo
WEIGHE? ittt e e e [JYes [INo
Do you have trouble making or keeping friends? ........c...ccoovveiiniiiiin (OYes [No
Do you often feel:
SAA 7 i s [(1Yes [INo
ANGIY? oottt [(JYes [No
NEMVOUS OF @fFBIA? «.oeenniiiiieeie e e e e e e e e e (OYes [INo
Have you thought about or done any of the following:
DESITOY PrOPEIY? ...oivvvieeeeieieeeeeieriieeseereeearaeeeecnneeeenenaaeens [lYes [1No
HURE @NIMIIS? ettt e et e e e e eaaees [CJyes [No
SO fITE? ettt et e e e [(JYes [INo
Listen to music with violent message? ..........cceevvvvviveeeiineennnnens [(JYes []No
USE AICON0IZ .o eeeee ettt aan [JYes [1No
USE AIUGS? woevieiein et e e iee e e e et e e e e e et e e e et eenaiiaes ClYes [No
SMOKE CIGArEES? ....ooeieiiiiieiiiiie e ee e e e e ee et e e e e e e eeeneiiaaee [JYes [No
Sex Without protection? ........cocevvuiiiiiieiiiie et e [(JYes [INo
SUICIAE GHEMPL? ..vvenieeieiiiiicceee e eeee et [1Yes [JNo

Continued on back —
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Maryland Department of Health and Mental Hygiene HealthChoice and
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MENTAL HEALTH QUESTIONNAIRE
Maryland Healthy Kids Program

Page Two
Is there a history of injuries, acCidents? ..........cccoerriiiriiiinenieeeineeee, [JYes [INo
If yes, please specify:
Is there any history of maltreatment or abuse? ..............cceviiiiiiiinnnnen. [JYes [1No

If yes, please specify:

Is there a recent stress on the family or child such as :

Birth OF @ CRIIA? v vvee e et ee e e eeaie e e e e e eneaan s eanas [JYes [INo
IMOVING? . evveeeeeeeeetteesaseeneee et e eeeesissanae e e eaeeeraessransnee s asis [lYes [JNo
Divorce or separation? ..........ccooveiieiiiiiiii []Yes I No
Death Of 8 ClOSE FElAtIVET? ..vveeveeeeeee et e et e e ene e e eenaeeens [JYes [INo
FIred OF 1210 OFF? +nevreeeeeee e e e e e e aeaaaeea e ennn e e seaernanns [lYes [1No
Legal ProbIBIMS? .....vvieeereeeieieeeiriceneeeinneeeieesee et [JYes [INo

Others (Please specify):

Do you have other parenting CONCEIMS? ........c..covvviiiiiniiinieee [(JYes [INo

Please specify:

Provider: Give details of all Positive findings.

Provider's Signature Date

THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS
Child Receiving Referral:

Child's Address:

J Child’s Phone:

Referred to: Maryland Public Mental Health System: 1-800-888-1965

# Reason for Referral:

MARYLAND HEALTHY KIDS PROGRAM

Maryland Department of Health and Mental Hygiene HealthChoice and
Acute Care Administration, Division of Children's Services

https://mmcp.dhmh.marviand.gov/epsdt

2014




MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Lead Risk Assessment: Date Date Date Date Date Date Date
(every well child visit from 6 months up to 6 years)
1. Has your child ever lived or stayed in a house or apartment that is built before 1978 Y/N Y/N Y/N Y/N Y/N Y/N Y/N

(includes day care center, preschool home, home of babysitter or relative)?

2. Is anyone in the home being treated or followed for lead poisoning? Y/N Y/N Y/N Y/N Y/N YI/N Y/N

3. Are there any current renovations or peeling paint in a home that your child regularly visits? Y /N Y/N Y/N Y/N Y/N Y/N YI/N

4. Does your child lick, eat, or chew things that are not food (paint chips, dirt, railings, poles, Y/N Y/N Y/N Y/N Y/N Y/N Y/N

furniture, old toys, etc.)?

5. |s there any family member who is currently working in an occupation or hobby where lead Y/N Y/N Y/N Y/N Y/N Y/N Y/N

exposure could occur (auto mechanic, ceramics, commercial painter, etc.)?

Tuberculosis Risk Assessment: Date Date Date Date Date Date Date
(Starting at 1 month of age and annually thereafter)

1. Has your child been exposed to anyone with a case of TB or a positive tuberculin skintest? Y /N Y/N Y/N Y/N YIN YI/N Y/IN

2. Was your child, or a household member, bornina high-risk country (countries other than / Y/N Y/N Y/N Y/N Y/N
the United States, Canada, Australia, New Zealand, or Western and North European Y/N YIN /
countries)?

3. Has your child travelled (had a contact with resident populations) to a high-risk country for Y/N Y/IN Y/N Y/N Y/IN YIN Y/N

more than 1 week?

4. Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV Y/N Y/N Y/N Y/N Y/N Y/N Y/N
infected, homeless, incarcerated, and/or illicit drug users)?

5. Does your child have HIV infection? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

Anemia Screening Date Date Date Date Date Date Date

(Starting at 11 years of age and annually thereafter)
Y/N Y/N Y/N Y/N Y/N Y/N

1. Does your diet include iron-rich foods such as meat, eggs, iron-fortified cereals, orbeans? ~ Y/N

2. Have you ever been diagnosed with iron deficiency anemia? Y/N Y/N Y/N Y/N Y/N Y/N YIN
3. (FEMALES ONLY) Do you have excessive menstrual bleeding or other blood loss? Y/N Y/N Y/N Y/N YIN Y/N Y/N
4. (FEMALES ONLY) Does your period last more than § days? Y/N Y/N Y/N Y/N Y/IN Y/N Y/N

(A “yes” response or “don’t know” to any question indicates a positive risk)

Patient Name: Birth Date:
https://mmep.dhmh.maryland.qov/epsdt/Pages/Home.aspx

Updated 2016



MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Heart Disease/Cholesterol Risk Assessment: Date Date Date Date Date Date Date
(2 years through 20 years) —_—
1, s there a family history of parents/grandparents under 55 years of age with a heart attack, Y/N Y/N YI/N Y/N Y/N Y/N Y/N
heart surgery, angina or sudden cardiac death?
2. Has the child's mother or father been diagnosed with high cholesterol (240 mg/dL or higher)? Y/N Y/N YIN Y/N Y/IN YIN Y/N
3. Is the child/adolescent overweight (BMI > 85 %)? Y/N Y/N Y/N Y/N Y/N Y/IN Y/N
4. Andis there a personal history of:
Smoking? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Lack of physical activity? Y/N Y/N Y/N Y/N Y/N YIN YIN
High blocd pressure? Y/N Y/N Y/N Y/N YIN Y/N Y/N
High cholesterol? Y/N Y/N Y/N Y/N YI/N YI/N Y/N
Diabetes mellitus? YIN Y/N Y/N Y/N Y/N YI/N Y/N
(Refer to the AAP Clinical Guidelines for Childhood Lipid Screening)
STUHIV Risk Assessment: Date Date Date Date Date Date Date
(11 years through 20 years)
1. Have you had a blood transfusion or are you a Hemophiliac? Y/N YIN Y/N Y/IN Y/N YIN YIN
2. Have you ever been sexually molested or physically attacked? Y/N Y/N YIN Y/N YIN Y/N YIN
3. Have you ever been diagnosed with any sexually transmitted diseases? Y/N Y/N Y/IN Y/N Y/N Y/N Y/N
4. Any history of IV drug use by you, your sex partner, or your birth mother during pregnancy? Y/N Y/N Y/N Y/IN YIN Y/N YIN
5. If sexually active, have you had unprotected sex, with opposite/same sex? Y/IN Y/N Y/N YIN YIN YIN YIN
6. If sexually active, have you had more than one partner? Y/N Y/N Y/N Y/N YIN YIN YIN
7. Any body tattoos or body piercing of ears, navel, etc., including any performed by friends? Y/N YIN YIN YIN YIN Y/N Y/N
(A “yes” response or “don't know" to any question indicates a positive risk)
Patient Name: Birth Date:
Updated 2016

hitps://mmep.dhmh. maryland.gov/epsdt/Pages/Home. aspX




1. Which of these meals or snacks did you O Tap or bottled water
eat yesterday? O Fitness water
(Check all that apply) 0O Juice
O Breakfast O Regular soft drinks
O Lunch O Diet soft drinks
O Dinner or supper O Fruit-flavored drinks
O Morning snack O Sport drinks
O Afternoon Snack O Energy drinks
O Evening/late-snack O Recovery drinks
. . O Fat-free (skim) milk
2. Do you skip breakfast 3 or more times a O Low-fat (1%) milk
week? O Reduced-fat (2%) milk
O Yes O No O Whole milk
Do you skip lunch 3 or more times a O Flavored milk (for example, chocolate,
week? strawberry)
O Yes O No O Coffee ortea
Do you skip dinner or supper 3 or more O Beer, wine, or hard liquor
times a week?

O Yes O No 10. Which of these foods did you eat last week?

. . (Check all that apply)

3. Do you eat dinner or supper with your Grains:

family 4 or more times a week? 0 Baéels

O Yes O No O Bread
4. Do you fix or buy the food for any of EII gerareil/?nts

your family’'s meals? - Ml.?ff(ilnz S

O Ye N

s 0 No O Noodles/pastalrice

5. Do you eat or take out a meal from a = RO"_S

fast food restaurant 2 or more times a E] '(I')ot:lllas _

week? ergrainNsS:......ccoiieiiiiniiiiiann

O Yes 00 No Vegetables

Broccoli

6. Are you on special diet for medical garrots

reasons? om

O Yes 0 No Green beans

Greens (collard, spinach)
Peas

Potatoes

Tomatoes

7. Are you a vegetarian?

O
O
O
(|

O Green salad
O
O Yes O No -
O
O
a

8. Do you have any problems with your

appetite, like not feeling hungry, or .Other vegetables.....................
feeling hungry all the time? Fruits o
O Yes 0O No 0O Apples/ juice
OO0 Bananas
9. Which of the following did you drink last - Grapefrl.ut'/juuce
week?(Check all that apply) O Grapes/juice

09/30/2014
Source: Bright Future Nutrition at http://www.bri ghtfutures.org/nutrition/pdfipocket.pdf




Orangesljuice
Peaches
Pears

.........................

SE00o0oaao

Fat-free (skim) milk
Low-fat (1%) milk

Whole milk
Flavored milk
Cheese

Yogurt

Other milk and

milk products: ......ccoveiiiiii
Meal and Meal Alternatives

ooocooogoooan

Chicken

Cold cuts/deli meals

Dried beans (for example, black
beans, kidney beans, pinto beans)
Eggs

Fish

agooan

Pork
Sausage/bacon
Tofu

Turkey

Other meal and

ooooooaan

18.

......................

Fats and Sweets
Cake/cupcakes

Chips
French fries
Cookies
Doughnuts

Pies
Soft drinks

ooooooooon

11. Do you have a working stove, oven,
and refrigerator where you live?
O Yes 0 No

09/30/2014

Melon 12.

ilk and Milk Products 13.

Reduced-fat (2%) milk 14.

Ice cream 15.

Beeflhamburger 16.

Peanut butter/nuts 17.

Candy 7 19.

Fruit-flavored drinks 20.

Other fats and sweets: ................. 21.

Were there any days last month when your
family didn't have enough food to eat or
enough money to buy food?

O Yes O No

Are you concerned about your weight?
O Yes O No

Are you on a diet now to lose weight or to
maintain your weight?
O Yes O No

In the past year, have you tried to lose weight
or control your weight by vomiting, taking diet
pill or laxatives, or not eating?

O Yes O No

Did you participate in physical activity (for
example, walking or riding a bike) in the past
week?

O Yes 0O No

If yes, on how many days and for how many
minutes or hours per day?........ccovevevveeeenenns

Did you spend more than 2 hours per day
watching television and DVDs or playing
computer games?

O Yes O No

if yes, how many hours per day?..................

Does the family watch television during
meals?
O Yes O No

Do you take vitamin, mineral, herbal, or other
dietary supplements (for example, protein
powders)?

O Yes O No

Do you smoke cigarettes or chew tobacco?
O Yes O No

Do you ever use any of the following?
(Check all that apply)

O Alcohol, beer, or wine

O Steroids (without a doctor’s permission)

O Street drugs (marihuana, speed, crack, or
heroin)

Source: Bright Future Nutrition at http:/fwww.brightfutures.org/nutrition/pdf/pocket.pdf 2
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MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program
Date

Child’s Name: Date of Birth:
Managed Care Organization: Child’s Medicaid #:

Ages 10 — 12 years

Check all answers that may apply. This form may be filled out by the parent/guardian or health
care provider.

Does your child have trouble paying attention? ..................coovi [JYes [INo
Does your child often seem:
DIStIUSHIUL OF OtNEIS? . neenten et e e ee et e et eseeneeaaaanens [(JYes [No
To express strange thoughtS?.......ccccvvivviiiieeeerriiiiie e eeennens [JYes [1No
BIAME OtNEIS? . eeneeeeeeee et e e ee et e e e e e e e st eeneennss [JYes [JNo
Does your child have problems at school with:
BEIAVIOT e vn ettt e e ettt eans [JYes [No
GIAES? oottt et e e e et e e [lYes [No
SKIPPING ClaSSES?...evuviiiieeieeeeeeeeeeieeteieetiieeen e e e e e eeneneaia s OJYyes [No
Do you have concerns about your child’s:
BtNG? oo s [JYes [No
] (=Y=Y < AR T T TP OO PP PPRPPRRRPRR [TYes [JNo
WEIGHE? . eeeeiiiiiiee ettt e e e e e e e e e e etba e e e reaee e eees (DYes [INo
Does your child often complain of “not feelingwell*? .................oeeei [Yes [No
Does your child have trouble making or keeping friends? ..................... dYes [1No
Does your child often seem:
oY= Vs it AR UTR T PP [TYes [INo
ANGIY? oot e e e e e e [1Yes [No
NEIVOUS OF AFTAIA 2. ... eee et eereeee ettt e e e e e e e ts s aerneraeas (dYes [No
Does your child show any of these behaviors?
DESHrOY PIrOPEIY? ..ovveeiiiiieiieieetieeeeeeeeetteeeeeeeseaneeeeeaieaeeene OYes [INo
S I ettt [JYes [JNo
=Y 2P [JYes [INo
1LYz | TP [JYes [INo
Listen to music with violent message? ............coeeevveerneeinnrerennnns (dYes []No
Hurt animal or smaller children? ......c.oevveeviniiniiiieiiieiieeaneennss [JYes [INo
USE ICON0IT ettt e e e e reeaeean [(JYes [JNo
USE ArUGS 2o eeeeee et e e e ettt e e e e et e e e e e e es e e aaaannaeeeeeeans [(JYes [No
SMOKE CIGArEttES? ......oiieiiiiiiieeeeeeiiiiie e e eeeeeie e e e e e eeeaiaane [JYes [INo
SEXUANY BCHVE? .ovveeiieeiieieieee e eiie e e e ee e e e e e e e e e ee s [JYes [INo

Continued on back —

MARYLAND HEALTHY KIDS PROGRAM
Maryland Department of Health and Mental Hygiene HealthChoice and
Acute Care Administration, Division of Children’s Services

https://mmep.dhmh.marviand.gov/epsdt 2014
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MENTAL HEALTH QUESTIONNAIRE

Maryland Healthy Kids Program

Page Two

Is there a history of injuries, accidents? ........coooveiiiiiiiiininnnn (JYes [INo

If yes, please specify:

Is there any history of maltreatment or abuse? ...........c.cceeevvviereeeennnnnn. JYes [No

If yes, please specify:

Is there a recent stress on the family or child such as:
Birth Of @ Cild ..eeeeveeee et ee ettt e e e e ans []Yes [No
IMIOVIN «evtoeeeii et e et e e et e e et e e et eeesanieeesebneeenasaaenaneens [[JYes [JNo
DIVOrce OF SEPAration ...........ceeeeereiiiuuieeeeeeerineeeereeienereeeeeennns (JYes [INo
Death 0f @ ClOSE FEIAtIVE .....cevveeeeeee e e [(JYes [No
Fired Or 12id Off ......oooiiviiiiiieeeeeeeee e e ee e e e eeenees JYes [INo
Legal ProbIEMS .....coooiiiiiiiiiiieee e [JYes [JNo
Others (Please specify):

Do you have other parenting CONCEIMS? .......uuuuiierreerreeiieeieriiniaeereeeenn [ 1Yes [INo

Please specify:

Provider: Give details of all Positive findings.

Provider’s Signature Date

THIS FORM MAY BE USED FOR MENTAL HEALTH REFERRALS

Child Receiving Referral:

Child’s Address:

Child’s Phone:

Referred to: Maryland Public Mental Health System: 1-800-888-1965

Reason for Referral:

MARYLAND HEALTHY KIDS PROGRAM

Maryland Department of Health and Mental Hygiene HealthChoice and

Acute Care Administration, Division of Children's Services

https://mmcep.dhmh.maryland.gov/epsdt

2014



MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire
Lead Risk Assessment: Date Date Date Date Date Date Date

{every well child visit from 6 months up to 6 years)

1. Has your child ever lived or stayed in a house or apartment that is built before 1978 Y/N Y/N Y/N Y/N Y/N Y/N Y/N
(includes day care center, preschool home, home of babysitter or relative)?

2. ls anyone in the home being treated or followed for lead poisoning? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

3. Are there any current renovations or peeling paint in a home that your child regularly visits? Y /N Y/N Y/N Y/N Y/N Y/N Y/N

4. Does your child lick, eat, or chew things that are not food (paint chips, dirt, railings, poles, Y/N Y/N Y/N Y/N Y/N Y/N Y/N
furniture, old toys, etc.)?

5. s there any family member who is currently working in an occupation or hobby where lead Y/N Y/N Y/N Y/N Y/N Y/N Y/N
exposure could occur (auto mechanic, ceramics, commercial painter, etc)?

Tuberculosis Risk Assessment: Date Date Date Date Date Date Date
(Starting at 1 month of age and annually thereafter)

1. Has your child been exposed to anyone with a case of TB or a positive tuberculin skintest? Y /N Y/N Y/N Y/N Y/IN Y/N Y/N

2. Was your child, or a household member, born in a high-risk country (countries other than N Y/N Y/N Y/N
the United States, Canada, Australia, New Zealand, or Western and North European Y/N YIN Y/N Y/
countries)?

3. Has your child travelled (had a contact with resident populations) to a high-risk country for Y/N YIN YIN YIN Y/N Y/IN YIN

more than 1 week?

4. Does your child have daily contact with adults at high risk for TB (e.g., those who are HIV Y/N Y/N Y/N Y/N Y/N Y/N Y/N
infected, homeless, incarcerated, and/or illicit drug users)?

5. Does your child have HIV infection? Y/N Y/N Y/N Y/N Y/N Y/N Y /N

Anemia Screening Date Date Date Date Date Date Date
(Starting at 11 years of age and annually thereafter)

1. Does your diet include iron-rich foods such as meat, eggs, iron-forffied cereals, orbeans? Y /N Y/N Y/N Y/N YIN Y/N Y/N
2. Have you ever been diagnosed with iron deficiency anemia? Y/N YI/N Y/N Y/N Y/N Y/N Y/N
3. (FEMALES ONLY) Do you have excessive menstrual bleeding or other blood loss? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
4, (FEMALES ONLY) Does your period last more than 5 days? Y/N Y/N Y/N Y/N Y/N Y/N Y/N

(A “yes” response or “don’t know" to any question indicates a positive risk)

Patient Name: Birth Date:
hitps://mmcp.dhmh.maryland.gov/epsdt/Pages/Home.aspx

Updated 2016



MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Heart Disease/Cholesterol Risk Assessment: Date Date Date Date Date Date Date
{2 years through 20 years) — _
1. Is there a family history of parents/grandparents under 55 years of age with a heart attack, Y/N Y/N Y/N Y/N Y/N Y/N Y/N

heart surgery, angina or sudden cardiac death?
2. Has the child's mother or father been diagnosed with high cholesterol (240 mg/dL or higher)? Y/N Y/N Y/N Y/N Y/N Y/N YI/N

3. Is the child/adolescent overweight (BMI > 85% %)? Y/N Y/N Y/N Y/N YIN Y/N Y/N
4, And is there a personal history of:
Smoking? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Lack of physical activity? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
High blood pressure? Y/N Y/N Y/N Y/N Y/N Y/IN Y/N
High cholesterol? Y/N Y/N Y/N Y/N Y/N Y/N Y/N
Diabetes mellitus? Y/N Y/N Y/N Y/N Y/IN Y/N Y/N

(Refer to the AAP Clinical Guidelines for Childhood Lipid Screening)

STHHIV Risk Assessment: Date Date Date Date Date Date Date
(11 years through 20 years)

Y/N Y/N Y/N Y/N Y/N Y/N Y/N

1. Have you had a blood transfusion or are you a Hemophiliac?
2. Have you ever been sexually molested or physically attacked? Y/N Y/N Y/N Y/N Y/IN YIN YIN
3. Have you ever been diagnosed with any sexually transmitted diseases? YIN Y/N Y/N Y/N YIN YIN YiN
4. Any history of IV drug use by you, your sex partner, or your birth mother during pregnancy? Y/N Y/N Y/N Y/N Y/N Y/N YIN
5. If sexually active, have you had unprotected sex, with opposite/same sex? Y/IN YIN YIN Y/N Y/N YIN YIN
6. If sexually active, have you had more than one partner? Y/N Y/N Y/N Y/N YIN YIN Y/N
7. Any body tattoos or body piercing of ears, navel, etc., including any performed by friends? Y/N Y/N Y/N Y/N YIN Y/IN YIN
(A “yes” response or “don’t know” to any question indicates a positive risk)
Patient Name: Birth Date:

Updated 2016

https://mmep. dhmh. maryland.qov/epsdt/Pages/Home. aspx
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NUIMNTIVUN GWULOITIVININAIRL TUN AUVLEOOVENIOAAVLCO 1] 1V L)

. Which of these meals or snacks did you

eat yesterday?

(Check all that apply)
Breakfast

Lunch

Dinner or supper
Morning snack
Afternoon Snack
Evening/late-snack

Ooo0o0ooa

. Do you skip breakfast 3 or more times a

week?

O Yes O No

Do you skip lunch 3 or more times a
week?

O Yes O No

Do you skip dinner or supper 3 or more
times a week?

O Yes O No

. Do you eat dinner or supper with your

family 4 or more times a week?
O Yes O No

. Do you fix or buy the food for any of

your family's meals?
0O Yes O No

. Do you eat or take out a meal from a

fast food restaurant 2 or more times a
week?

O Yes O No

. Are you on special diet for medical

reasons?

0 Yes O No

. Are you a vegetarian?

O Yes O No

. Do you have any problems with your

appetite, like not feeling hungry, or
feeling hungry all the time?
O Yes O No

. Which of the following did you drink last

week?(Check all that apply)

09/30/2014
Source: Bright Future Nutrition at http://www.brightfutures.org/nutrition/pdf/pocket.pdf

00 OOoOoOo0ocOoOooooooao

Tap or bottled water
Fitness water

Juice

Regular soft drinks

Diet soft drinks
Fruit-flavored drinks
Sport drinks

Energy drinks

Recovery drinks

Fat-free (skim) milk
Low-fat (1%) milk
Reduced-fat (2%) milk
Whole milk

Flavored milk (for example, chocolate,
strawberry)

Coffee or tea

Beer, wine, or hard liquor

10. Which of these foods did you eat last week?
(Check all that apply)

Grains:

oooooooodd

Bagels

Bread

Cereal/grits
Crackers

Muffins
Noodles/pastalrice
Rolls

Tortillas

Vegetables

oooooooooan

Broccoli

Carrots

Corn

Green beans

Green salad

Greens (collard, spinach)

Peas

Potatoes

Tomatoes

Other vegetables.....................

Fruits

g
O
O

Apples/ juice
Bananas
Grapefruit/juice

O Grapesl/juice




o

Melon
Oranges/juice
Peaches
Pears

ilk and Milk Products
Fat-free (skim) milk
Low-fat (1%) milk
Reduced-fat (2%) milk
Whole milk
Flavored milk
Cheese
Ice cream
Yogurt
Other milk and
milk products: .......ccooiiiiiinill
Meal and Meal Alternatives
Beef/hamburger
Chicken
Cold cuts/deli meals
Dried beans (for example, black
beans, kidney beans, pinto beans)
Eggs
Fish
Peanut butter/nuts
Pork
Sausage/bacon
Tofu
Turkey
Other meal and

Oo0oO0oOooOooo=s00000

oa

oo

ooooaooao

Fats and Sweets
Cake/cupcakes
Candy

Chips

French fries
Cookies

Doughnuts
Fruit-flavored drinks
Pies

Soft drinks

Other fats and sweets: .................

goooooOooogooao

11. Do you have a working stove, oven,
and refrigerator where you live?
O Yes O No

09/30/2014

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Were there any days last month when your
family didn't have enough food to eat or
enough money to buy food?

O Yes O No

Are you concerned about your weight?
O Yes 0O No

Are you on a diet now to lose weight or to
maintain your weight?
O Yes O No

In the past year, have you tried to lose weight
or control your weight by vomiting, taking diet
pill or laxatives, or not eating?

O Yes O No

Did you participate in physical activity (for
example, walking or riding a bike) in the past
week?

O Yes O No

If yes, on how many days and for how many
minutes or hours per day?..........cccceeevrveennenn.

Did you spend more than 2 hours per day
watching television and DVDs or playing
computer games?

O Yes O No

If yes, how many hours per day?..................

Does the family watch television during
meals?
O Yes O No

Do you take vitamin, mineral, herbal, or other
dietary supplements (for example, protein
powders)?
O Yes O No

Do you smoke cigarettes or chew tobacco?
O Yes O No

Do you ever use any of the following?
(Check all that apply)

O Alcohol, beer, or wine

O Steroids (without a doctor's permission)

O Street drugs (marihuana, speed, crack, or
heroin)

Source: Bright Future Nutrition at http://www.brightfutures.org/nutrition/pdf/pocket.pdf 2




