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Bright Bright Futures Previsit Questionnaire

Futures.

8 Year Visit

For us to provide your child with the best possible health care, we would like to know how things are going.

Please answer all of the questions. Thank you.

What would you like to talk about today?

Do you have any concerns, questions, or problems that you would like to discuss today?

We are interested in answering your questions. Please check off the boxes for the topics you would like to discuss the most today.

School

[IHow your child is learning and doing in school [ Bullying  [JAfter-school activities and care
[J Special education needs [ How your child acts ~ [JTalking with your child’s school

. . CJHow your child feels about herself [ Following rules [ Getting ready for puberty  [1Being angry
Your Growing Child [Your child dealing with his problems ] Becoming more independent
[JYour child's weight  []1 hour of physical activity daily [ JPlaying sports [1Tvtime [ Getting enough calcium

Staying Healthy [ Drinking enough water ] How much your child should eat at one time

Healthy Teeth [JRegular dentist visits ~ [1Brushing teeth twice daily [ Flossing daily
[JBooster seats  [JHelmets and sports safety ~ []Swimming safety ~ []Wearing sunscreen
Safety [ Knowing your child’s computer use  [J Knowing your child’s friends and their families ] Gun safety
[JSmoke-free house and cars ~ [JPreventing sexual abuse
Questions About Your Child
Have any of your child’s relatives developed new medical problems since your last visit? If yes, please describe: OvYes [ONo DOunsure
\(/:V:nsay(/jc;% ii;!;jalli);rr’zl g\}v aztégllj;;g g: C\llgr;tgfrl: I];(L)Jrr (t)t;tg)e;culoms (countries other than the United States, Clves | ONo | Clunsure
Tuberculosis gfﬁiéﬁurrisckh}?rttrjt\)lgﬁgl (()r;?sd?contact with resident populations) for longer than 1 week to a country Oves | DNo | [Junsure
Has a family member or contact had tuberculosis or a positive tuberculin skin test? OvYes | CINo |[OUnsure
Is your child infected with HIV? OvYes | ONo | CJunsure
Does your child have parents or grandparents who have had a stroke or heart problem before age 557 OvYes | ONo | CJUnsure
Dyslipidemia i i i i i
yslip! cDr?ng é/tc:#(r) ICr?qlletjj i@i\t/i% r311?parent with elevated blood cholesterol (240 mg/dL or higher) or who is taking COves | CINo | [Junsure
Does your child eat a strict vegetarian diet? Oves | ONo | Junsure
Anemia If your child is a vegetarian, does your child take an iron supplement? ONo | OvYes | [ Unsure
Does your child’s diet include iron-rich foods such as meat, eggs, iron-fortified cereals, or beans? Ono | Oves | O unsure

Does your child have any special health care needs? [INo [ Yes, describe:

Have there been any major changes in your family lately? [1Move [JJob change [JSeparation [JDivorce [ Death in the family [JAny other changes?

Does your child live with anyone who uses tobacco or spend time in any place where people smoke? [INo [ Yes

Your Growing and Developing Child

Do you have concerns about your child’s development, learning, or behavior? [JNo  [JYes, describe:

Check off each of the following that are true for your child.

[ Eats healthy meals and snacks [ Participates in an after-school activity [JDoes chores when asked
[ Has friends s vigorously active for 1 hour a day [Gets along with friends

Ols doing well in schoh

The recommendations in this publication do not indicate an
exclusive course of treatment or serve as a standard 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. All Rights Reserved. The
American Academy of Pediatrics does not review or endorse
any modifications made to this document and in no event shall
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I 3
2 American Academy

F?x?t?upets of Pediatrics

™
n

PAGE 10F 1



	Do you have any concerns questions or problems that you would like to discuss today: 
	Have any of your childs relatives developed new medical problems since your last visit If yes please describe: 
	Does your child have any special health care needs: 
	Have there been any major changes in your family lately: 
	Do you have concerns about your childs development learning or behavior: 
	How learning: Off
	Bullying: Off
	After school: Off
	Special ed: Off
	How acts: Off
	Talking with school: Off
	Feels about self: Off
	Following rules: Off
	Puberty: Off
	Angry: Off
	Dealing with problems: Off
	More independent: Off
	Weight: Off
	1 hour phys activity: Off
	Sports: Off
	TV: Off
	Calcium: Off
	Water: Off
	How much to eat: Off
	Dentist: Off
	Brushing: Off
	Flossing: Off
	Booster seats: Off
	Helmets: Off
	Swimming: Off
	Sunscreen: Off
	Computer use: Off
	Friends families: Off
	Gun safety: Off
	Smoke free: Off
	Preventing abuse: Off
	New med probs yes: Off
	New med probs no: Off
	New med probs unsure: Off
	Born tb risk yes: Off
	Travel tb risk yes: Off
	Tb test yes: Off
	HIV yes: Off
	Heart attack stroke yes: Off
	Cholesterol yes: Off
	Vegetarian yes: Off
	Iron supplement yes: Off
	Iron supplement no: Off
	Vegetarian no: Off
	Cholesterol no: Off
	Heart attack stroke no: Off
	HIV no: Off
	Tb test no: Off
	Travel tb risk no: Off
	Born tb risk no: Off
	Born tb risk unsure: Off
	Travel tb risk unsure: Off
	Tb test unsure: Off
	HIV unsure: Off
	Heart attack stroke unsure: Off
	Cholesterol unsure: Off
	Vegetarian unsure: Off
	Iron supplement unsure: Off
	Iron rich diet unsure: Off
	Iron rich diet yes: Off
	Iron rich diet no: Off
	Major change move: Off
	Special health needs no: Off
	Special health needs yes: Off
	Major change job: Off
	Major change separation: Off
	Major change divorce: Off
	Major change death in family: Off
	Major change other: Off
	Smoke no: Off
	Smoke yes: Off
	Dev concerns no: Off
	Dev concerns yes: Off
	Healthy meals snacks: Off
	Friends: Off
	Doing well in school: Off
	After school activity: Off
	Vigorously active: Off
	Does chores: Off
	Gets along with friends: Off


