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How You Are Feeling

e Taking care of yourself gives you the energy
to care for your baby. Remember to go for
your postpartum checkup.

« Find ways to spend time alone with your
partner.

« Keep in touch with family and friends.

e Give small but safe ways for your other
children to help with the baby, such as
bringing things you need or holding the
baby's hand.

e Spend special time with each child reading,
talking, or doing things together.

Your Growing Baby

e Have simple routines each day for bathing,
feeding, sleeping, and playing.
e Put your baby to sleep on her back.
e |na crib, in your room, not in your bed.
* |n a crib that meets current safety
_ standards, with no drop-side rail and
slats no more than 23/8 inches apart.
Find more information on the Consumer
Product Safety Commission Web site at
WWW.CPSC.JOV.

« If your crib has a drop-side rail, keep it up
and locked at all times. Contact the crib
company to see if there is a device to keep
the drop-side rail from falling down.

* Keep soft objects and loose bedding such
as comforters, pillows, bumper pads, and
toys out of the crib.

* Give your baby a pacifier if she wants it.

 Hold, talk, cuddle, read, sing, and play

often with your baby. This helps build trust

between you and your baby.

« Tummy time—put your baby on her tummy
when awake and you are there to watch.

« Learn what things your baby does and does -
not like.
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BEHAVIOR

SAFETY

INFANT-FAMILY SYNCHRONY

NUTRITIONAL ADEQUACY

2 Month Visit

Here are some suggestions from Bright Futures experts that may be of value to your family.

» Notice what helps to calm your baby such
as a pacifier, fingers or thumb, or stroking,
talking, rocking, or going for walks.

Safety

e Use a rear-facing car safety seat in the back
seat in all vehicles.

o Never put your baby in the front seat of a
vehicle with a passenger air bag.

» Always wear your seat belt and never drive
after using alcohol or drugs.

* Keep your car and home smoke-free.

* Keep plastic bags, balloons, and other small
objects, especially small toys from other
children, away from your baby.

e Your baby can roll over, so keep a hand on
your baby when dressing or changing him.

¢ Set the water heater so the temperature at
the faucet is at or below 120°F.

o Never leave your baby alone in bathwater,
even in a bath seat or ring.

Your Baby and Family

e Start planning for when you may go back to
work or school.

e Find clean, safe, and loving child care for
your baby.

 Ask us for help to find things your family
needs, including child care.

o Know that it is normal to feel sad leaving your
baby or upset about your baby going to child
care.

Feeding Your Baby

e Feed only breast milk or iron-fortified formula
in the first 4-6 months.

« Avoid feeding your baby solid foods, juice,
and water until about 6 months.

e Feed your baby when your baby is hungry.

NUTRITIONAL ADEQUACY

Bright Futures Parent Handout

e Feed your baby when you see signs of
hunger.
e Putting hand to mouth
= Sucking, rooting, and fussing

e End feeding when you see signs your baby
is full.

e Turning away
e Closing the mouth
» Relaxed arms and hands

 Burp your baby during natural feeding
breaks.

If Breastfeeding
 Feed your baby 8 or more times each day.

* Plan for pumping and storing breast milk. Let
us know if you need help.

If Formula Feeding
 Feed your baby 68 times each day.

o Make sure to prepare, heat, and store the
formula safely. If you need help, ask us.

« Hold your baby so you can look at each other.
« Do not prop the bottle.

What to Expect at Your
Baby’s 4 Month Visit

We will talk about

 Your baby and family

¢ Feeding your baby

« Sleep and crib safety

e (Calming your baby

Playtime with your baby

e Caring for your baby and yourself

e Keeping your home safe for your baby
e Healthy teeth

Poison Help: 1-800-222-1222

Child safety seat inspection:
1-866-SEATCHECK; seatcheck.org

The r in this p ion do not indicate an
exclusive course of orserve asa of medical
care. Variations, taking into account individual circumstances,
may be appropriate. Original document included as part of
Bright Futures Tool and Resource Kit. Copyright © 2010
American Academy of Pediatrics, Updated 10/11. AlL Rights
Reserved. The American Academy of Pediatrics does not
review or endorse any modifications made to this document
and in no event shall the AAP be liable for any such changes.
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2 Month Questionnaire e s

through 2 m

Important Points to Remember: Notes:

o] Try each activity with your baby before marking a response.

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

8 Make sure your baby is rested and fed.

\[Zi Please return this questionnaire by . /

COMMUNICATION YES SOMETIMES NOT YET

1. Does your baby sometimes make throaty or gurgling sounds?

2. Does your baby make cooing sounds such as "ooo,” "gah,” and "aah”?
3. When you speak to your baby, does she make sounds back to you?

4. Does your baby smile when you talk to him?

5. Does your baby chuckle softly?

OO 0O00O0O0
O OO0 O0O0
O OO0 O0O0

6. After you have been out of sight, does your baby smile or get excited
when she sees you?

COMMUNICATION TOTAL —

GROSS MOTOR

1. While your baby is on his back, does he wave his arms and legs, wiggle,
and squirm?

SOMETIMES NOT YET

O O —

2. When your baby is on her tummy, does she turn her head to the side?

3. When your baby is on his tummy, does he hold his head up longer than
a few seconds?

4. When your baby is on her back, does she kick her legs?

5. While your baby is on his back, does he move his head from side to side?

OO0 OO0 0Ozs

OO0 OO0
O o0 OO0

6. After holding her head up while on her tummy, does your baby lay her
head back down on the floor, rather than let it drop or fall forward?

GROSS MOTOR TOTAL —

page 2 of 5

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
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S ASQO 3 2 Month Questionnaire page 3 of 5
FINE MOTOR YES SOMETIMES NOT YET

1. Is your baby’s hand usually tightly closed when he is awake? (If your O Q Q
baby used to do this but no longer does, mark “yes.”)

2. Does your baby grasp your finger if you touch
the palm of her hand?

O O O —

3. When you put a toy in his hand, does your baby hold it
in his hand briefly?

4. Does your baby touch her face with her hands? O O O

5. Does your baby hold his hands open or partly open when ~TS O O O J—
he is awake (rather than in fists, as they were when he was “'/y/

a newborn)?

&

6. Does your baby grab or scratch at her clothes? O O Q

FINE MOTOR TOTAL —

*If Fine Motor item 5 is marked “yes,”
mark Fine Motor itemn 1 as “yes.”

PROBLEM SOLVING

1. Does your baby look at objects that are 8-10 inches away?

SOMETIMES NOT YET

O O —
O O —
O O —

2. When you move around, does your baby follow you with his eyes?

O O O &

3. When you move a toy slowly from side to side in front of your baby's
face (about 10 inches away), does your baby follow the toy with her
eyes, sometimes turning her head?

0
O
O
|

4. When you move a small toy up and down slowly in front of your baby's
face (about 10 inches away), does your baby follow the toy with his eyes?

O
O
0
|

5. When you hold your baby in a sitting position, does she look at a toy
(about the size of a cup or rattle) that you place on the table or floor in
front of her?

O O O —

6. When you dangle a toy above your baby while he
is lying on his back, does he wave his arms toward
the toy?

PROBLEM SOLVING TOTAL —_—

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101020300 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



{ﬂ%ASQ:;) 2 Month Questionnaire page 4 of 5
PERSONAL-SOCIAL YES SOMETIMES NOT YET

1. Does your baby sometimes try to suck, even when she's not feeding?

2. Does your baby cry when he is hungry, wet, tired, or wants to be held?
3. Does your baby smile at you?

4. When you smile at your baby, does she smile back?

o O O0OO0O0
o O 00O
o O 00O

5. Does your baby watch his hands?

O

O O —

6. When your baby sees the breast or bottle, does she seem to know she
is about to be fed?

PERSONAL-SOCIAL TOTAL —

OVERALL

Parents and providers may use the space below for additional comments.

1. Did your baby pass the newborn hearing screening test? If no, explain: Q YES O NO

2. Does your baby move both hands and both legs equally well? If no, O YES O NO
explain:

3. Does either parent have a family history of childhood deafness, hearing O YES O NO

impairment, or vision problems? If yes, explain:

Ages & Stages Questionnaires®, Third Edition {ASQ-3™), Squires & Bricker
E101020400 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



A ASQ 3 2 Month Questionnaire page50f5
OVE RALL (continued)

4. Has your baby had any medical problems? If yes, explain: O YES O NO

!

5. Do you have concerns about your baby's behavior (for example, eating,

sleeping)? If yes, explain: O YES O NO

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

:

Ages & Stages Questionnaires®, Third Edition (ASQ-3™), Squires & Bricker
E101020500 © 2009 Paul H. Brookes Publishing Co. All rights reserved.



MARYLAND HEALTHY KIDS PROGRAM

Preventive Screen Questionnaire

Anemla Screening
(Starling at 11 years of age and annually Ihereafter)

1. (FEMALES AND z_>_.mmv Does the child/adolescent's diat _=n__.am _az-q_o: foods such as
meal, eggs, Iron-fortified nmam_m or beans?

2. (FEMALES AND MALES) Have you ever been dlagnosed EE_ Iron deflclency anemla?
3. (FEMALES ONLY) Da you have “excessive menstrual bleeding or other blood loss?

4. (FEMALES ONLY) Does your period last more than & days?
Heart Diseasel/Chalesterol Risk Assessment:
E years lhrough 20 years) _

. Is there a family history of parents/grandparents under 55 years of age with a :mm: altack,
heart surgery, angina or sudden cardlac death?

2. Has the child's mother or father been diagnosed with high cholesterol (240 mg/dL or higher)?
3. Is the thild/adolascent overweight (BMI > 85% %)?
4. And Is there a persanal history of;

Smoking?

Lack of physlcal activity?

High blood pressura?

"High cholesterol?
Dlabetes mellitus?

(Refer (o the AAP Clinical Guldelines for Childhood Lipld Screening) -

STIHIV Risk Assessment:
(11 ysars through 20 years)

1. Are you sexually active?

2. |f sexually actlve, have you had mare than one partner?

3. If sexually active, have you had unprotectad sex, with opposlte/same sex?
4

Have you ever been sexually molested or physlcally altacked?

5. Have you aver been diagnosed with any sexually transmitted diseases?

6. Any body tattoos or bady plercing of ears, navel, etc., Including any performed by frlends?
.\.Im<m _BL :mmnu_c&:mzm__:m_c:oqmq:o;m:msovz__mﬂ
m

. Any history of [V drug use by you, your sex partner, or your birth mother during pregnancy?

A “yes” nm&uu:mm or “don’t know” to any question Indicates a positive risk)

Patient Name:

Date Date Date Date Date Date Date
YIN YIN YIN Y /N YIN YIN YIN
YIN Y/N YIN YIN YIN YIN YIN
YIN YJ/N YIN Y /IN. YIN YIN YIN
YIN Y/N YI'N Y /N YIN YIN YIN
Date Date Date Date Date Date Date
Y /N YIN Y/N YIN YIN YIN Y /N
Y /N YIN Y/N Y IN Y I N YIN YIN
YIN YIN Y/N Y /N YI/N YIN YIN
YIN YI/N Y/N Y /IN <\2. YIN YIN
Y/IN YIN Y/IN YIN YIN Y/N YIN
Y /IN YIN Y/N YI/N Y/N Y /N Y/IN
Y /N YIN Y/IN "YIN Y/N - YIN YIN
YIN Y/N Y/IN YIN YIN Y/N Y/IN
Date Date Date Date Date Date Date
YIN YIN YIN YIN YIN YIN Y/IN
YIN YIN YIN YIN Y/IN. YIN YIN
YIN Y/N /:Zv YIN Y /N YIN YIN
Y /N Y/IN Y/N Y /N Y /N <\2. Y/ N
YI/IN Y/N YIN YI/N Y/N YI/N Y/IN
YIN Y/IN Y IN YIN YIN YI/N YIN
YIN YIN YIN Y/N YIN YI/N YIN
YIN YI/N YIN YIN YIN YIN YIN
Birth Date:

Updated 10/17



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 mum&.—_m:, that Is bullt before 1978 YIN YIN Y/IN Y/IN < I'N YIN Y IN
(Includes day care center, preschool home, home of babysitter or relative)?

2. Has your child ever llved outside the'Unlted States or recently arrived from a forelgn Y/IN YIN YIN Y/IN Y/IN Y/IN Y IN
country? ’

3. Is anyone In the home belng treated or followed for lead polsoning? YIN Y/N YIN Y/IN Y /N YIN YIN

4. Are there any current renovatlons or vmm_:& paint In & home that your child regularly visits? Y/ N Y \ N Y/IN _YIN < /N YIN YIN

5. Does your child lick, eat, or chew things that are not food (paint chips, dirt, rallings, poles, Y /N ;:Z <\Z /:Z J:Z <\z J:Z
furnlturs, old toys, etc.)? ! . :

6. s there any famlly member who Is currently working In an occupation or hobby where lead Y/N YIN Y /IN Y /N YIN YIN Y/IN
exposure could ocelr (auto machanlc, ceramlcs, commercial palnter, ete.)?

7. Does your famlly use products from other countrles such as health remedles, traditional YIN Y /N YIN YIN Y IN Y/N Y IN
remedles, splces, cosmetics or other products canned or packaged outslde of the Unlted )
States? Or stare or serve food In leaded crystal, pottery or pewter?
Examples: Glazed pottery, Greta, Azarcon (Rueda, Coral, Liga), Litarglro, Surma, Kaohl (Al
kohl), Pay-loo-ah, Ayurvedlc madiclne, Ghassard). :

Tuberculosls Risk Assessment: - Date Date Date Date Date Date - Date

(Starting at 1 months of age and annually thereafter) .

1. Has your chlld been exposed to anyone with a case of TB ora posliive tuberculln skin test, Y /N Y/IN Y/IN Y/IN Y/N Y/IN Y /N
orrecelved a tuberculosls vaccination?

2. Was your child; or a household member, bom In a high-risk country (countrles other than Y /N Y \.‘Z Y IN YIN Y /N YIN Y /N
the Unlted States, Canada, Australla, New Zealand, or Western and North European
countrles)? ) .

3. Has your child travelled (had a contact with resldent populations) to a high-rlsk country for YIN YIN YIN YIN YIN YIN YIN

more than 1 week? -

4. Does your child have dally contact with adults at high risk for TB (e.g., those who are HIV Y/N . YIN YIN YIN YIN Y/IN Y IN
Infected, homeless, Incarcerated, and/or llliclt drug users)?

. 5. Does your child have HIV infectlon? YIN Y I N YIN Y /N YIN YIN Y IN

(A “yes” response or “don’t know” to any question indicates a positive risk) .
Patient Name: . : Birth Date:

Updated 10/17




Bhargesh P. Mehta MD, P.A.

1005 PRINCE FREDERICK BLVD  SUITE 101
PRINCE FREDERICK MD 206783195
Ph: 410-535-5555 Fax:410-535-5599

PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

Name:| | Date:} |

Over the last 2 wéeks-, how often have you been bothered by any of the followin-g problems?
(Use "x" to indicate your answer)

More than Nearly

Notatall — Severaldays paifthe days every day

o
fary

2 3

1) Little interest or pleasure in doing things

2) Feeling down, depressed, or hopeless

3) Trouble falling or staying asleep, or sleeping too
much

4) Feeling tired or having little energy

5) Poor appetite or overeating

6) Feeling bad about yourself or that you are a
failure, or have let yourself or your family down

7) Trouble concentrating on things, such as reading
the newspaper or watching television

8) Moving or speaking so slowly that other people
could have noticed; or the opposite, being so fidgety
or restless that you have been moving around a lot
more than usual

9) Thoughts that you would be better off dead or of
hurting yourself in some way

0O DOoOooooo
0 O O0OoO0O0O0on

O ooooooo
0 0O oDoooooon

0

a

Total Score:

Interpretation
[]Minimal Depression

(I Mild Depression
[JModerate Depression
[IModerately Severe Depression

[]Severe Depression

Interpretation of Total Score for Depression Severity
e 1-4 Minimal depression

5-9 Mild depression

10-14 Moderate depression

15-19 Moderately severe depression

20-27 Severe depression
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