	         Infant Risk identifier Worksheet

Demographics

Infant Demographics

[bookmark: _GoBack]Screening Date:   (MM/DD/YYYY)	Medicaid ID:   Social Security #  
												       Optional

First Name: 	M.I.  Legal Last Name:   Sex |_|Female  |_|Male

City:  		County:  

What is your baby’s date of birth?   

Mother Demographics

			Non-Traditional Caregiver:     |_|Foster Parent  |_|Other

Screening Date:   (MM/DD/YYYY)	Medicaid ID:   Social Security #  
												        Optional

First Name: 	M.I.  Legal Last Name:   Sex |_| Female  |_| Male
 
City:  		County:  

[bookmark: Check3][bookmark: Check4]What is your date of birth?   (MMDDYYYY)   What is your marital status?	 |_|Married	|_|Unmarried
[bookmark: Check5][bookmark: Check6]	  	 |_|Widowed  	|_|Separated
[bookmark: Check7][bookmark: Check8]		 |_|Divorced 	|_|Refused

Maternal/Infant Basics

Infant Basic Information
	                                                                          
Infant’s age at time of Risk Identifier:   
	☐ Less than 3 weeks
	☐ 3 to 4 weeks
	☐ 1 month 0 days to 2 months 30 days
	☐ 3 month 0 days to 4 months 30 days
	☐ 6 month 0 days to 7 months 30 days
	☐ 8 month 0 days to 10 months 30 days
	☐11 month 0 days to 12 months 30 days
	☐13 month 0 days to 15 months 30 days

What do you identify as the infant’s race/ethnic background?  (Check all that apply, question is optional)
	☐Asian
	☐American Indian or Alaskan Native
	☐Black or African American
	☐Native Hawaiian or other Pacific Islander
	☐White/Caucasian
	☐Arab/Chaldean
	☐Hispanic/Latino
	☐Refused
			
Maternal/Infant Basics

Mom Basic Information

Mother’s age at time of birth     Years

How many grades of school have you completed?
[bookmark: Check22]	|_|Less than 8th
[bookmark: Check23]	|_|Jr. high/middle school
[bookmark: Check24]	|_|High School Diploma/GED
[bookmark: Check25]	|_|Associate’s degree
[bookmark: Check26]	|_|Bachelor’s degree
[bookmark: Check27]	|_|Graduate degree
[bookmark: Check28]	|_|Trade School	

What do you identify as your race/ethnic background?  (Check all that apply)
	☐Asian
	☐American Indian or Alaskan Native
	☐Black or African American
	☐Native Hawaiian or other Pacific Islander
	☐White/Caucasian
	☐Arab/Chaldean
	☐Hispanic/Latino
	☐Refused

Maternal Family Planning

Are you or your husband or partner doing anything now to keep from getting pregnant? 	 |_|Yes  |_|No

What kind of birth control are you or your husband or partner using now to keep from getting Pregnant?  
(Check all that apply)
	☐Tubes tied or closed (female sterilization)
	☐Vasectomy (male sterilization)
	☐Birth Control Pill

	☐Condoms
	☐Shot once a month (Lunelle® or others)
	☐Shot once every 3 months (Depo-Provera®)

	☐Contraceptive patch (OrthoEvra® or others)
	☐Diaphragm, cervical cap or sponge
	☐Cervical ring (Nuvaring® or others)

	☐IUD (Mirena® or others)
	☐Rhythm method or natural family plan
	☐Withdrawal (pulling out)

	☐Not having sex (abstinence)
	Others  :  



What are you or your husband’s or partner’s reasons for not doing anything to keep from getting pregnant now? 
(Check all that apply)
	☐I am not having sex (abstinence)
	☐ I want to get pregnant
	☐I don’t want to use birth control

	☐ I don’t think I can get pregnant
	☐I can’t pay for birth control
	☐I don’t have access to birth control

	☐ I am pregnant now
	
	

	☐ My husband or partner doesn’t want to use anything
	

	Others  :  



Comments:


Maternal Smoking			

Which of the following statements would you say best describes your cigarette smoking: 
[bookmark: Check177]|_|I smoke regularly now – about the same amount as before finding out I was pregnant
[bookmark: Check178]	|_|I smoke regularly now, but I’ve cut down during my pregnancy or since my baby was born
[bookmark: Check179]	|_|I smoke every once in a while
[bookmark: Check180]	|_|I quit smoking during my pregnancy, but have started smoking again since my baby was born
	|_|I smoked during my pregnancy, but quit smoking once the baby was born
	|_|I wasn’t smoking around the time I found out I was pregnant, and I don’t currently smoke cigarettes
[bookmark: Check182]	|_|Refused    		

If smoking, how many cigarettes do you smoke on an average day?    
[bookmark: Check183]	|_|1 ½ or more packs
[bookmark: Check184]	|_|1 to1½ packs
[bookmark: Check185]	|_|½ to 1 pack			.
[bookmark: Check186]	|_|6 to 10 cigarettes		 
[bookmark: Check187]	|_|1 to 5 cigarettes		
[bookmark: Check188]	|_|Less than 1 cigarette
	|_|Refused		

If quit smoking, how many cigarettes did you smoke on an average day before quitting? 
	|_|1 ½ or more packs
	|_|1 to 1 ½ packs
	|_|½ to 1 pack
	|_|6 to 10 cigarettes
	|_|1 to 5 cigarettes
	|_|Less than 1 cigarette
	|_|Refused    
 Comments:
Maternal Alcohol			
			 
Which of the following statements would you say best describes your alcohol consumption, INCLUDING beer and wine coolers?	 
[bookmark: Check212]	|_|I drink alcohol regularly now – about the same as before I was pregnant
[bookmark: Check213]	|_|I drink alcohol regularly now, but I’ve cut down since the pregnancy
[bookmark: Check214]	|_|I drink alcohol every once in a while
	|_|I quit drinking alcohol during my pregnancy but started drinking again since my baby was born
	|_|I drank some alcohol during my pregnancy but quit drinking once my baby was born
	|_|I quit drinking alcohol during my pregnancy and have not started drinking again
[bookmark: Check215]	|_|I wasn’t drinking alcohol around the time I found out I was pregnant and I don’t currently drink
[bookmark: Check216]	|_|Refused

If drinking alcohol…Approximately how many alcoholic drinks do you have in an average week?
[bookmark: Check217]	|_|14 drinks or more a week
[bookmark: Check218]	|_|7 to 13 drinks a week
[bookmark: Check219]	|_|4 to 6 drinks a week
[bookmark: Check220]	|_|1 to 3 drinks a week
	|_|Less than 1 drink a week	
[bookmark: Check221]	|_|Refused


Maternal Alcohol			

Since delivery, how many times did you drink 5 alcoholic drinks or more in one sitting?    
[bookmark: Check222]	|_|6 or more
[bookmark: Check223]	|_|4 to 5 times
[bookmark: Check224]	|_|2 to 3 times
[bookmark: Check225]	|_|1 time
[bookmark: Check226]	|_|I don’t have 5 drinks or more in one sitting
[bookmark: Check227]	|_|Refused

If quit drinking alcohol…Approximately how many alcoholic drinks did you have in an average week when drinking?
	|_|14 drinks or more a week
	|_|7 to 13 drinks a week
	|_|4 to 6 drinks a week
	|_|1 to 3 drinks a week
	|_|Less than 1 drink a week	
	|_|Refused

How many drinks does it/did take to make you feel high?
[bookmark: Check228]	|_|1
[bookmark: Check229]	|_|2
[bookmark: Check230]	|_|3 or more
[bookmark: Check231]	|_|Refused

[bookmark: Check232][bookmark: Check233][bookmark: Check234]Have people annoyed you by criticizing your drinking?	|_|Yes	|_|No		|_|Refused

Have you ever felt you ought to cut down on your drinking?	|_|Yes	|_|No	|_|Refused

Have you ever had a drink first thing in the morning to steady your nerves	|_|Yes	|_|No	|_|Refused
or get rid of a hangover?

Have you seriously thought about quitting all alcohol during this pregnancy?  |_|Yes	|_|No	|_|	Refused

[bookmark: Check235][bookmark: Check236][bookmark: Check237]Have you tried to quit drinking alcohol in the last 30 days?	|_|Yes		|_|No	|_|Refused
Maternal Smoking			

Have you made any changes or gotten any supports to make it easier	
[bookmark: Check238][bookmark: Check239][bookmark: Check240]for you to not drink alcohol?	|_|Yes		|_|No	|_|Refused
[bookmark: Check241][bookmark: Check242][bookmark: Check243]Are you in treatment?	|_|Yes		|_|No	|_|Refused
Comments: 


Maternal Drugs			

[bookmark: Check244][bookmark: Check245][bookmark: Check246]Does your partner or anyone in your household use drugs?			|_|Yes		|_|No		|_|Refused

During your pregnancy, did you – even just once – use any street drugs, 
Diet pills, or drugs not prescribed by a physician?		|_|Yes			|_|No			|_|Refused

What did you use?  (Check all that apply)
	☐ Marijuana
	☐ PCP
	☐ Diet Pills

	☐ Crack
	☐ Cocaine
	☐ Prescription drugs not prescribed for you

	☐ Heroin
	☐ Upper/Crack/Meth/Speed
	☐ Methadone/Subutex/Suboxone

	☐ Downers
	☐ LSD/Mushrooms
	

	Other :  



Since your baby was born, have you used any street drugs, diet pills, or    
Drugs not prescribed by a physician? (Check all that apply) 	|_|	Yes				|_|	No			|_|	Refused
	☐ Marijuana
	☐ PCP
	☐ Diet Pills

	☐ Crack
	☐ Cocaine
	☐ Prescription drugs not prescribed for you

	☐ Heroin
	☐ Upper/Crack/Meth/Speed
	☐ Methadone/Subutex/Suboxone

	☐ Downers
	☐ LSD/Mushrooms
	

	Other :  



If still using drugs:

[bookmark: Check262][bookmark: Check263][bookmark: Check264]Have you seriously thought about quitting all drugs during this pregnancy?	|_|Yes	|_|	No	|_|Refused

Have you tried to quit using drugs in the last 30 days?	|_|Yes	|_|	No	|_|Refused

Have you made any changes or gotten any supports to make it easier	|_|Yes	|_|	No	|_|Refused
for you to not use drugs
Comments: 
Maternal Stress			

In the last month, how often have you felt that you were unable to control the important things in your life?
[bookmark: Check265][bookmark: Check266][bookmark: Check267][bookmark: Check268][bookmark: Check269]	|_|Never (0)	|_|Almost Never (1)	|_|Sometimes (2)	|_|Fairly Often (3)	|_|Very often (4)

In the last month, how often have you felt confident about your ability to handle your personal problems?
	|_|Never (4)	|_|Almost Never (3)	|_|Sometimes (2)	|_|Fairly Often (1)	|_|Very often (0)

In the past month, how often have you felt that things were going your way?
	|_|Never (4)	|_|Almost Never (3)	|_|Sometimes (2)	|_|Fairly Often (1)	|_|Very often (0)

In the last month, how often have you felt difficulties were piling up so high that you could not overcome them?
	|_|Never (0)	|_|Almost Never (1)	|_|Sometimes (2)	|_|Fairly Often (3)	|_|Very often (4)
		
			


Maternal Depression and Mental Health

[bookmark: Check270][bookmark: Check271][bookmark: Check272]Have you ever had the “baby blues”?   		|_|Yes		`|_|No			|_|Refused

Have you ever been treated for or told that you have 
a mental health concern? 					|_|Yes		|_|No			  |_|Refused

If Yes, please check all that apply: (only available if answering yes to above question)
	    Depression
	    Bipolar disorder
	Other :  

	    Schizophrenia
	    Anxiety
	 


When did you last see a health care provider about this problem?	 	(MM/YYYY)

Do you have a visit scheduled?  	 	|_|Yes		|_|No			|_|Refused

Have you been in the hospital or ER for this condition in the last six months?  		|_|Yes		|_|	No	|_|Refused

Depression Follow Up Screening
I’d like to ask you some follow-up questions about how you’re feeling. I’m going to read some statements and responses.  For each statement, please let me know which response is the closest to how you’ve been in the past 7 days.





I have been able to laugh and see the funny side of things:
[bookmark: Check281]	|_| As much as I always could (0)
[bookmark: Check282]	|_| Not quite so much now (1)
[bookmark: Check283]|_| Definitely not so much now (2)
[bookmark: Check284]	|_| Not at all (3)

I have looked forward with enjoyment to things:
[bookmark: Check285]	|_|As much as I ever did (0)
[bookmark: Check286]	|_|Rather less than I used to (1)
[bookmark: Check423]	|_|Definitely less than I use to (2)
[bookmark: Check424]	|_|Hardly at all (3)

I have blamed myself unnecessarily when things went wrong:
[bookmark: Check289]	|_|Yes, most of the time (3)		
[bookmark: Check291]	|_|Yes, some of the time (2)
[bookmark: Check290]	|_|Not very often (1)
[bookmark: Check292]	|_|No, never (0)

I have been anxious or worried for no good reason:
[bookmark: Check293]	|_|No, not at all (0)
[bookmark: Check294]	|_|Hardly ever (1)
[bookmark: Check295]	|_|Yes, sometimes (2)
[bookmark: Check296]	|_|Yes, very often (3)

I have felt scared or panicky for no good reason:
[bookmark: Check297]	|_|Yes, quite a lot (3)
[bookmark: Check299]	|_|Yes, sometimes (2)
[bookmark: Check300]	|_|No, not much (1)
	|_|No, not at all (0)

Things have been getting on top of me:
[bookmark: Check301]	|_|Yes, most of the time I haven’t been able to cope at all (3)
[bookmark: Check304]	|_|Yes, sometimes I haven’t been coping as well as usual (2)
	|_|No, most of the time I have coped quite well (1)
	|_|No, I have been coping as well as ever (0)
Depression Follow Up Screening

I have been so unhappy that I have had difficulty sleeping
[bookmark: Check308]	|_|Yes, most of the time (3)
[bookmark: Check307]	|_|Yes, sometimes (2)
[bookmark: Check306]	|_|Not very often (1)
[bookmark: Check305]	|_|No, not at all (0)
		
I have felt sad or miserable:
[bookmark: Check312]	|_|Yes, most of the time (3) 
[bookmark: Check311]	|_|Yes, quite often (2)
[bookmark: Check310]	|_|Not very often (1)
[bookmark: Check309]	|_|No, not at all (0)

I have been so unhappy that I have been crying:
[bookmark: Check316]	|_|Yes, most of the time (3)
[bookmark: Check315]	|_|Yes, quite often (2)
[bookmark: Check314]	|_|Only occasionally (1)
[bookmark: Check313]	|_|No, never (0)

The thought of harming myself has occurred to me:
[bookmark: Check320]	|_|Yes, quite often (3)
[bookmark: Check319]	|_|Sometimes (2)
[bookmark: Check318]	|_|Hardly ever (1)
[bookmark: Check317]	|_|Never (0)

Maximum score: 30 possible. Always look at last question (Suicidal thoughts)

Comments: 

Maternal Abuse and Violence

Are you in a relationship right now?                        			|_|Yes			 |_|No		|_|Refused
  
Do you feel safe in your present relationship?  				|_|Yes		|_|No		  	 |_|Refused

Within the last year, have you been hit, kicked, slapped, 
or otherwise physically hurt by someone? 	|_|Yes	       |_|No	      |_|Refused

By whom?  (Select all that apply)
[bookmark: Check344][bookmark: Check345][bookmark: Check346]	Current Partner  	|_|Yes				|_|No	  		|_|Refused 			
	
	Ex-Partner  		|_|Yes				|_|No 			|_|Refused   
	
[bookmark: Check348][bookmark: Check349][bookmark: Check350]	Stranger  		|_|Yes   			|_|No			|_|Refused
[bookmark: Check351][bookmark: Check352][bookmark: Check353]	Family member 		|_|Yes     		|_|No   			|_|Refused	Specify  
	Others  			|_|Yes     			|_|No   			|_|Refused	Specify  

[bookmark: Check354][bookmark: Check355][bookmark: Check356]How many times has this happened?   		|_|Once			|_|More Than Once		|_|Refused

Since becoming pregnant, have you been hit, kicked, slapped 
or otherwise physically hurt by someone? 														|_|Yes		|_|No			|_|Refused	

Maternal Abuse and Violence

Since your baby was born, have you been hit, kicked, slapped 
or otherwise physically hurt by someone? 														|_|Yes		|_|No			|_|Refused	

By whom?  (Select all that apply)
	Current Partner  	|_|Yes				|_|No	  		|_|Refused 			
	Ex-Partner  		|_|Yes				|_|No 			|_|Refused   
	Stranger  		|_|Yes   			|_|No			|_|Refused
	Family member 		|_|Yes     		|_|No   			|_|Refused	Specify  
	Others  			|_|Yes     			|_|No   			|_|Refused	Specify  

[bookmark: Check366][bookmark: Check367][bookmark: Check368]How many times has this happened?	|_|Once               |_|More Than Once	    |_|Refused

Has your partner or someone else in your life? (Select all that apply)

[bookmark: Check363][bookmark: Check364][bookmark: Check365]	Called you names, humiliated you, or made you feel that you don’t count?		|_|Yes	 |_|No		|_|Refused

	Kept you from seeing or talking to your family, friends, or other people?		|_|Yes	 |_|No		|_|Refused

	Thrown away or destroyed your belongings, threatened pets, or done
	things to bully or scare you?																	|_|Yes	 |_|No		|_|Refused

	Controlled your use of money, your access to money or your ability to work?	|_|Yes	 |_|No		|_|Refused
	
Has anyone forced you to have sexual activities? 		|_|Yes	|_|No		|_|Refused
By whom?  (Select all that apply)
	Current Partner  	|_|Yes			|_|No	  		|_|Refused 			
	Ex-Partner  		|_|Yes			|_|No 			|_|Refused   
	Stranger  		|_|Yes   		|_|No			|_|Refused
	Family member 		|_|Yes     		|_|No   			|_|Refused	Specify  
	Others  			|_|Yes     		 |_|No   			|_|Refused	Specify  

How many times has this happened?		|_|Once   	 	|_|More Than Once		|_|Refused

Within the past year have you felt pressured to have sexual activities?  	|_|Yes		|_|No	|_|Refused

By whom?  (Select all that apply)
	Current Partner  	|_|Yes			|_|No	  		|_|Refused 			
	
	Ex-Partner  		|_|Yes			|_|No 			|_|Refused   
	
	Stranger  		|_|Yes   		|_|No			|_|Refused
	Family member 		|_|Yes     	   	   |_|No   			|_|Refused	Specify  
	Others  			|_|Yes     		 |_|No   			|_|Refused	Specify  

How many times has this happened?		|_|Once   	 	|_|More Than Once		|_|Refused

Have you ever been emotionally, physically or sexually 
abused by your partner or someone important to you?											|_|Yes   |_|No	  		 |_|Refused
																							
Are you afraid of someone listed above?															|_|Yes   |_|No	  |_|	Refused

As a child have you ever been involved with Children’s Protective Services?		|_|Yes   |_|No	  |_|	Refused
	If yes, were you in the custody of Children’s Protective Services?			|_|Yes   |_|No	  |_|	Refused

Maternal Abuse and Violence

Have you ever been involved with Children’s Protective Services with 
any of your children?  																		|_|Yes   |_|No	  |_|Refused
																					
What was the result? (Select all that apply) 
	Out of home placement  				|_|Yes   	|_|No		|_|Refused				
	Intensive at-home services  				|_|Yes   	|_|No			|_|Refused
	Court mandated placement			|_|Yes   	|_|No  		|_|Refused
[bookmark: Check370]	Nothing but talking with them 			|_|Yes   		|_|No  		|_|Refused


Comments: 

Maternal Basic Needs
		
[bookmark: Check374][bookmark: Check375][bookmark: Check376][bookmark: Check377][bookmark: Check378]How many times have you moved in the last 12 months?   |_|0     |_|1    |_|2    |_|3   |_|4 or more
Are you homeless?    |_|Yes   |_|No  |_|Refused   	If Yes, where do you stay at night?	

Do you currently have any concerns or worries about your housing situation?  	|_|Yes   |_|No  

If Yes, check all that apply

[bookmark: Check381][bookmark: Check382]	|_| No place to live, no regular nighttime residence   				|_| Eviction or being forced to move out   
[bookmark: Check384][bookmark: Check383]	|_| Affordability of current house or apartment   							|_| Strained relations with others in household
[bookmark: Check385][bookmark: Check388]	|_| House or apartment is too crowded   										|_| Safety of house/apartment   
[bookmark: Check386][bookmark: Check389]	|_| Safety of neighborhood   																	|_| Sanitation/waste removal   
[bookmark: Check387][bookmark: Check390]	|_| Code violations  																			 		|_| Pest control   				
[bookmark: Check391][bookmark: Check392]	|_| Ventilation/air conditioning   																|_| Ease of access into home  
[bookmark: Check393] 	|_| Lack of continuous functioning basic utility service (e.g., heat, electricity)

Maternal Basic Needs

[bookmark: Check425][bookmark: Check426][bookmark: Check427]Do you have difficulty paying bills?   |_|Yes 		|_|No 			|_|Refused

[bookmark: Check394][bookmark: Check395]Which ones?								Are you at risk for a utility shut off?		|_|Yes 	|_|No

Do you have access to the following?  
[bookmark: Check396][bookmark: Check397]	A working refrigerator?   |_|Yes  |_|No			A working stove?	  |_|Yes   |_|No     Clean running water?  |_|Yes  |_|No

Do you have working smoke detectors in the house?   	|_|Yes 	|_|No 

Do you live in a house built before 1978?   |_|Yes |_|No
 
Do you or others in your household have an occupation that involves lead exposure?   |_|Yes |_|No

Do you live in an old house with ongoing renovations that generate a lot of dust (e.g., sanding and scraping)? |_|Yes |_|No

To your knowledge, has your home been tested for lead in the water?   |_|Yes |_|No

       Were you told that the lead level was high?	|_|Yes 	|_|No

Maternal Basic Needs

Do you use any traditional folk remedies or cosmetics that are not sold in a regular drug store or are homemade, which may contain lead?  				 |_|Yes 	|_|No 

Do you or others in your household have any hobbies or activities likely to cause lead exposure?	   |_|Yes |_|No 

Do you use non-commercially prepared pottery or leaded crystal?				   |_|Yes |_|No
			
Food

In the last 12 months, did you (or other adults in your household) ever cut the size of your meals or skip meals because there was not enough money for food?									|_|Yes   |_|No	  |_|Refused

[bookmark: Check371][bookmark: Check372][bookmark: Check373]How often did this happen?	   |_|Almost every month		|_|Some months but not very much  |_|In only 1 or 2 months

Are you using WIC, SOM Food Assistance Program or other Food Assistance such as Food Pantries, Commodities or Churches?															|_|Yes   |_|No	  |_|Refused

Transportation

[bookmark: Check401][bookmark: Check402]Do you have access to routine transportation?  	|_|Yes 		 |_|No  

[bookmark: Check398][bookmark: Check399][bookmark: Check400]	If No, please check all concerns that apply:  	|_|Potential unavailability  	 	|_|Unreliable   		|_|Not affordable  

[bookmark: Check403][bookmark: Check404]Do you know how to get transportation assistance through your Medicaid Health Plan?  		|_|Yes 		|_|No  

[bookmark: Check405][bookmark: Check406][bookmark: Check407]Do you have a way to make appointments or access emergency assistance?  		|_|Yes		|_|No 			|_|Sometimes  

What is the best way to get ahold of you?  
[bookmark: Check408]	|_|Phone 
[bookmark: Check409]	|_|Text message 
[bookmark: Check410]	|_|Email 
[bookmark: Check411]	|_|Letter 
[bookmark: Check412]		|_| Other 		Explain: 

Maternal Basic Needs

Transportation
Comments: 

Parenting

When your baby is upset, what do you do to quiet him or her?  





Maternal Basic Needs

How do you usually discipline your child(ren) when they misbehave or act up?     (check all that apply)
	   |_|First time parent (na)
	    |_|Spank

	   |_|Shake
	    |_|Yell at (only)

	   |_|Time out
	    |_|Refused

	   |_|Other 		Explain: 
	

	
	



Parenting

Child Interaction Assessment

Complete this information from observation (check all that apply)

	|_| Baby east to console
	|_|Speaks endearingly to baby

	|_| Has pleasurable time with feeding
	|_|Seems confident about care giving

	|_| Touches baby frequently
	|_|Has eye contact with baby while holding

	|_| Smiles at baby frequently 
	|_|Responds to baby’s needs (in tune with baby)

	|_| Prepared at home for baby
	|_|Have realistic expections of baby

	|_| Baby sleeping at time of visit
	|_|None




Comments: 
	Infant Family Support, Parenting and Childcare Section

Are you currently attending school?   	 	|_|Yes   |_|No 

Do you currently work outside the home?  	|_|Yes   |_|No
	If Yes, how many hours do you work in a typical week?         

Are you planning to begin work or school in the near future?  		 |_|Yes   |_|No

Who cares or will care for your baby while you are at work/school                    |_|Don’t know             

Do you have any problems finding or paying for reliable child care? 	 |_|Yes   |_|No 

Would you describe the father of this baby as:  
|_|Involved in the baby’s life and supportive of the baby
|_|Involved in the baby’s life but not supportive’
|_|Aware of the baby but not involved with us
|_|Unaware that he is the father
|_|Refused



	Infant Family Support, Parenting and Childcare Section

Is there someone in your life you can count on to help you with the baby?   |_| Yes  |_| No
If Yes, who?
	|_|Partner and/or the baby’s father
	|_|Parent(s)

	|_|Other child or children
	|_|Other relative(s)

	|_| Friend(s)/Neighbor(s)
	|_|Clergy and/or people at my place of worship

	|_|Other         Explain: 
	

	
	


Who spends the most time with your baby?  
|_|I do						|_|My other children
|_|My partner or baby’s father			|_|My friend(s) neighbor(s)
|_|My parent(s) or the father’s parents		|_|Day care staff

Are you a first-time parent?  |_|Yes  |_|No
	If No: 
     	How many children?  
     
    What are their ages? 	 	 		
		 	 		
	 	 		

Comments: 
	
	Infant Birth Health Status

What was your baby’s expected due date?   	 	    |_|Don’t Know

What was your baby’s gestational age at birth?  	     Weeks 	
				Note:  calculate from expected due date and actual date of birth information if unknown.

How much did your baby weigh at birth?     Pounds  	 Ounces   	|_|Don’t Know

What was your baby’s height(length) at birth?    inches and  |_|¼   |_|½   |_|¾  inch	|_|Don’t Know

How much does your baby weigh now?     Pounds     Ounces      	|_|Don’t Know

What was your baby’s height(length) at now?    inches and   |_| ¼ |_| ½ |_| ¾		|_|Don’t Know 

	Infant Birth Health Status

Was the baby delivered by vaginal birth or C – Section?  		|_|Vaginal	|_|C-Section  

Did your baby stay in the hospital after you went home?		|_|Yes   |_|No
	How long did your baby stay in the hospital?           Days
	What was the reason for the stay?  		

Since coming home from the hospital, has your baby been seen by a doctor for problems he had in the hospital?   |_|Yes   |_|No
	If Yes:  please explain    

Has your baby had any new health problems since coming home from the hospital?    	|_|Yes   |_|No
	If Yes:  please explain  

Has your baby been diagnosed with any birth defects?  (congenital anomalies,etc)    	|_|Yes   |_|No
If Yes:  please explain  

Were you told that the baby needed an additional hearing test?  				|_|Yes   |_|No 
	If Yes:  please explain  
     
Did the baby have the additional test							|_|Yes   |_|No    
     If Yes, what was the result  
   
	If No, why not? 
    	|_|Didn’t have transportation	|_|Didn’t know who to call
	
	|_|Didn’t understand what you needed to do	|_|Physician/ medical care provider said to wait
	|_|Didn’t feel it was important	|_|Other   Explain: 

Were you told that the baby needed any follow-up to the heel poke   			|_|Yes   |_|No
(Newborn screening)  test done at the hospital? 
 If Yes:  please explain  
	Infant Birth Health Status

 Did the follow-up testing or appointment occur?  		|_|Yes   |_|No

	If Yes, what was the result  

		If No, why not? 
    	|_|Didn’t have transportation	|_|Didn’t know who to call
	
	|_|Didn’t understand what you needed to do	|_|Physician/ medical care provider said to wait
	|_|Didn’t feel it was important				|_|Other   Explain:  





Comments: 


	Infant Health Care
		
How old was your baby when he/she was first seen by their family doctor  (sometimes called a medical home)? 	               
	 Weeks 	 Days 	
[bookmark: Check133]|_| My baby hasn’t been seen by a family doctor and has an appointment.
[bookmark: Check134]|_| My baby hasn’t been seen by a family doctor and we don’t have an appointment.
[bookmark: Check135]|_| REFUSED

Has your baby been seen by a healthcare provider other then the family doctor (medical home) mentioned above?
	|_|Yes  |_|No

	If yes who?  (check all that apply)
	|_|Doctor’s office	|_|Emergency room
		|_| Health clinic	|_|Other         Explain: 

	|_|Readicare facility	|_|REFUSED

	|_|Hospital
	What was the reason?  
Here is a list of problems some women can have getting for their infants. For each item, please let us know if it has been true for you at any time since the birth of your baby. [READ LIST] 
(check all that apply)

|_| I couldn't get an appointment when I wanted one
|_| I couldn’t find a doctor or clinic that accepted Medicaid
|_| It is hard to communicate with the doctor or clinic staff
|_| It is hard to understand the information the doctor or clinic give to me
|_| I haven’t had enough money or insurance to pay for my visits  
|_| I’ve had no way to get to the clinic or doctor's office
|_| I couldn't take time off from work
|_| I’ve had no one to take care of my other children
|_| I have had too many other things going on in my life
|_| Other       Please explain  
|_| None
|_| REFUSED

Is your baby currently enrolled in Children’s Special Health Services (CSHCS)?   |_|Yes	|_|No

Did your baby receive a Hepatitis B immunization before leaving the hospital?  	|_|Yes 	|_|No      |_|Don’t Know

Is your baby up to date on immunizations?  		|_|Yes 	|_|No      |_|Don’t Know

	Infant Safety

Where does your baby usually sleep?    
[bookmark: Check287][bookmark: Check288]	|_|Crib     |_|In bed with someone     |_|On floor     |_|In a car seat   |_|Other   Explain: 

How often does your newborn sleep in the same bed with you or someone else?    

	|_|Never     |_|Sometimes	       |_|Most or every night
     
In what position do you lie your infant down to sleep?    |_|Front     |_|Back     |_|Side

Do you have a car seat for the baby?      |_|Yes     |_|No 

Do you smoke around the baby (the same room, same house, same car)?     	|_|Yes     |_|No

Is there a smoker in the home or someone that regularly visits that smokes?      	|_|Yes     |_|No

Is there someone in the home or someone who regularly visits that gets drunk around your baby?      |_|Yes     |_|No

Does anyone in your home own a gun or other weapon?		|_|Yes		|_|No
Is the gun loaded?						|_|Yes		|_|No
Is the ammunition kept with or near the gun?			|_|Yes		|_|No		
[bookmark: Check298]Is the weapon locked up?					|_|Yes		|_|No
Have you considered getting rid of the gun/weapon for the safety of your child?	|_|Yes	|_|No

Are you a first time parent?				|_|Yes	|_|No

What do you have for drinking water?   
[bookmark: Check302]|_|City water	
|_|Bottled water	
[bookmark: Text42]|_|Well water       
|_|Don’t know

	Infant Safety

Are you afraid of that you or anyone in your household who may hurt your baby?  |_|Yes      |_|No        |_|REFUSED

Are you afraid of that you or anyone in your household who may hurt your baby?  |_|Yes      |_|No        |_|REFUSED 	

		 	If Yes, who?
[bookmark: Check303]|_|Father of the baby	|_|Partner

|_|Roommate	|_|Self
|_|Caretaker	|_|Family member – Specify	
|_|Refused	|_|Other - Specify: 		

	Infant Feeding and Nutrition

How do you primarily feed your infant?
|_|Breastfeeding	|_|Formula
|_|Solid Foods	|_|Other:  please explain  
|_|Any concerns?  Please explain  
      
	Infant Feeding and Nutrition

Have you ever breastfed your baby?         |_|Yes  	|_|No

[bookmark: Check321][bookmark: Check322]	Are you breastfeeding now?                |_|Yes	|_|No
     If yes, how many times every 24 hours?  

If you are returning to work/school, do you have a plan to help you continue to breastfeed?	|_|Yes 	   |_|No 

Have you ever bottle fed your baby?	        |_|Yes 	|_|No

[bookmark: Check323][bookmark: Check324]Has your baby ever received formula?      	|_|Yes   	|_|No
     	If Yes: please explain  

At what age did your baby start taking formula?  	 
What is the name of your baby’s formula? 	 
How often does your baby eat?  		 
How many ounces per feeding?  		 

[bookmark: Check332][bookmark: Check333]Is your baby currently enrolled in WIC?     |_|Yes	|_|No
[bookmark: Check334][bookmark: Check335][bookmark: Check336][bookmark: Check337]         When was the last WIC appointment?     |_|  Last week     |_|This week     |_|Last month     |_|Two months ago
[bookmark: Check338][bookmark: Check339]          |_|Three months ago     |_|Have not been to WIC yet

	When is your next WIC appointment?    |_|This week     	|_|Next week    |_|Next month   |_|Two months from now 	|_|Three months from now     |_|Do not have an appointment

Do you hold your baby while you feed him/her a bottle?    |_|Yes      |_|No
	Infant Feeding and Nutrition
			
Does your baby receive anything else in the bottle besides formula or breast milk?	|_|Yes	|_|No
     	If yes, What?
[bookmark: Check325][bookmark: Check326][bookmark: Check327][bookmark: Check328]	|_|Cereal	|_|Sugar water	|_|Soda	|_|Kool-Aid/ fruit drinks
[bookmark: Check329][bookmark: Check330][bookmark: Check331][bookmark: Text51]	|_| Juice	|_|Herbal Teas	|_|Other:       

[bookmark: Text52]At what age do you plan to introduce solid foods to your baby?       months

In the past month, how often has your child gone to bed with a bottle of juice, formula, milk or other liquid besides water?
	|_|Often     	|_|Sometimes    	|_|Rarely   		|_|Never

At what age do you plan to first take your baby to the dentist?     ` Years

[bookmark: Check340][bookmark: Check341]Do you currently have any concerns or worries about how to care for your child’s teeth?      |_|Yes      |_| No




		General Infant Development
 
INSTRUCTIONS:  	Please proceed to the developmental section corresponding to the infant/ toddler’s age,
			as outlined in the tables below:

	IF INFANT/ TODDLER AGE IS
	Bright Futures

	Less than 3 weeks
	BF0*

	3 to 4 weeks
	BF1*

	1 month 0 days to 2 months 30 days
	BF2*

	3 months 0 days to 4 months 30 days
	BF4**

	5 months 0 days to 7 months 30 days
	BF6**

	8 months 0 days to 10 months 30 days
	BF9**

	11 months 0 days to 12 months 30 days
	BF 12**

	13 months 0 days to 15 months 30 days
	BF 15**



*  Infants with more than one “not yet” under the age of two months needs to be reevaluated in  2 weeks.  Use the ASQ-3 if the infant is at least one month old.  If less than one month, use the Bright Futures questions. 

 ** After 2 months of age, 2-3 Bright Futures questions have to be checked “not yet” for that age to trigger an ASQ and/or ASQ-SE at the completion of this risk identifier.


BF0 GENERAL INFANT DEVELOPMENT – Newborn (Less than 3 weeks)

1.  Does your baby respond to sound (for example, by blinking, crying, quieting, changing respiration, or showing a startle response)?			|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.  Does your baby focus on your face and follow it with his/her eyes?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.  Does your baby look at you and respond to your voice?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.  Does your baby lift his/her head momentarily?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.  Can your baby move his/her arms, legs and head?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

BF1 GENERAL INFANT DEVELOPMENT – Newborn (3 to 4 weeks)

1. Does your baby respond to sound (for example, by blinking, crying, quieting, changing respiration, or showing a 
[bookmark: Check342][bookmark: Check343]startle response)?     				|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.  Does your baby focus on your face and follow it with his/her eyes?
  								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.  Does your baby look at you and respond to your voice?
								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.  Is your baby’s body generally relaxed?
             							|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.  Can your baby move his/her arms, legs and head?
								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.  When lying on his/her tummy, can your baby lift his/her head momentarily?
								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.  When your baby is crying, can he/she be consoled most of the time by being spoken to or held?
								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.  Does your baby cry, coo, and smile?
								|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure



BF2 GENERAL INFANT DEVELOPMENT – 2 Months (1 month 0 days to 2 months 30 days)

1.  If you copy the sounds your baby makes, does your baby repeat the sounds back to you?
       	|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.  Does your baby seem to pay attention to voices around him/her?
			       	|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.  Does your baby show an interest in sounds and moving objects?
			       	|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.  When you smile at your baby, does he/she smile back at you?
			       	|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.  Does your baby seem to enjoy interacting with you and with other people that take care of him/her?
			      	|_|Yes        |_|Sometimes        * |_|Not yet        |_|  Not sure
6.  When lying on his/her tummy, can your baby lift his/her head, neck, and upper chest by using his/her 
	forearms for support?
					      	 |_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.  When your baby is in an upright position, can he/she control his/her head sometimes?
			       	|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

BF4 GENERAL INFANT DEVELOPMENT – 4 Months (3 months 0 days to 4 months 30 days)

1.    Does your baby smile and laugh?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.    Does your baby interact with you?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.    Does your baby have different cries for different needs (e.g.  hungry, wet, tired)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.    Does your baby like to look at and be with you?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.    Does your baby show you what he/she likes?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.    Does your baby babble (e.g. “aaa”, “eee”, “ooo”)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.    Does your baby have good head control?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.    Does your baby move both sides of his/her body equally?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
9.    Does your baby push his/her chest up when on his/her tummy?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
10.  Does your baby bat at objects?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
11.  Does your baby roll or try to roll from tummy to back?
					|_|Yes        |_|  Sometimes        * |_|  Not yet        |_|  Not sure
BF6  GENERAL INFANT DEVELOPMENT – 6 Months (5 months 0 days to 7 months 30 days)

1.    Does your baby smile, laugh, squeal?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.    Does your baby recognize familiar faces?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.    Does your baby enjoy taking turns “talking” with you?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.    Does your baby string sounds together (babbling “ah”, “oh”, “dada”, “baba”)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.    Is your baby beginning to recognize his/her name?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.    Can your baby sit with support?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.    Can your baby roll over?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.    Can your baby stand and bear weight when held in that position?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

BF6  GENERAL INFANT DEVELOPMENT – 6 Months (5 months 0 days to 7 months 30 days)

9.    Does your baby mouth objects he/she is interested in?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
10.  Does your baby shake, bang, throw and drop objects/ toys?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure


BF9  GENERAL INFANT DEVELOPMENT – 9 Months (8 months 0 days to 10 months 30 days)

1.    Has your baby developed concern about strangers?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.    Does your baby seek you for play and comfort?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.    Does your baby use a wide variety of sounds (babbles, “mama”, “dada”)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.    Is your child starting to point out objects?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.    Does your baby know that an object still exists if it is hidden or out of their sight?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.    Does your baby play games like “peek-a-boo” and “pat-a-cake”?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.    Is your baby crawling?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.    Does your baby sit without help?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
9.    Does your baby move him/herself into a sitting position?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
10.  Does your baby move him/herself to a standing position?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
11.  Does your baby feed him/herself food with his/her fingers?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

BF12  GENERAL INFANT DEVELOPMENT – 12 Months (11 months 0 days to 12 months 30 days)

1.    Does your baby play games like “peek-a-boo” and “so big”?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.    Does your baby repeat a game or activity that they see you or another child do?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

3.    Does your baby wave “bye-bye”?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.    Does your baby get upset when you leave him/her?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.    Does your baby point at a desired object and watch to see if you see it?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.    Does your baby use one to two words (e.g. “mama”, “dada”)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.    Does your baby jabber as if he/she is talking?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.    Does your baby follow simple requests (e.g. “give me the ball”)?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
9.    Does your baby stand alone?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
10.  Does your baby bang two blocks together?
				|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
11.  Does your baby eat a variety of foods?
				|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure



BF15  GENERAL INFANT DEVELOPMENT – 15 Months (13 months 0 days to 15 months 30 days)

1.    Does your toddler listen to a story?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
2.    Does your toddler pretend to feed a doll a bottle or move cars/trucks around?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
3.    Does your toddler show you what he/she wants by pulling, pointing or grunting?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
4.    Does your toddler bring you things to show you?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
5.    Does your toddler say 2-3 words (other than “mama” or “dada”) and use them correctly?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
6.    Does your toddler understand and follow simple commands?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
7.    Does your toddler scribble?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
8.    Does your toddler walk well, stoop/squat, and then, stand again?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
9.    Does your toddler crawl down steps backwards?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
10.  Does your toddler stack two blocks?
					|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure
11.  Does your toddler feed himself/herself with fingers/spoon and drink from a cup?
				|_|Yes        |_|Sometimes        * |_|Not yet        |_|Not sure

Finalize Screen

Beneficiary Name:				 	Medicaid Id:					Date of Birth 
																												(DDMMYYYY)
Comments: 
Completed by  
Screener Name: 	Date:  (MM/DD/YYYY)

[bookmark: Check415][bookmark: Check416]Professional’s Credentials 	|_|  RN		|_|  Social Worker
Entered by Name:  

Location: 
[bookmark: Check417]   |_|  Home
[bookmark: Check418]   |_|  Office
[bookmark: Check419]   |_|  Community
	If Community, where?   
[bookmark: Check420]  	|_|  I agree that, to the best of my knowledge, the information submitted for this Screening is correct.
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