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American Academy of Pediatrics

To provide you and your child with the best possible health care, we would like to know how things are going.  
Please answer all the questions. Autism Spectrum Disorder screening is also part of this visit. Thank you.

Check off each of the tasks that your child is able to do.
	Play with other children and express 

interest in their play.
	Take off some clothing.
	Scoop well with a spoon.
	Use 50 words.
	Combine 2 words into a short phrase  

or sentence.	

	Follow a 2-step command (such as “Pick it 
up and put it away”).

	Name at least 5 body parts.
	Speak so strangers can understand 50% 

of what he says.
	Kick a ball.
	Jump off the ground with 2 feet.

	Run with coordination.
	Climb up a ladder at a playground.
	Stack objects.
	Turn book pages.
	Use his hands to turn objects. 
	Draw lines. 

TELL US ABOUT YOUR CHILD AND FAMILY.

WHAT WOULD YOU LIKE TO TALK ABOUT TODAY?

Do you have any concerns, questions, or problems that you would like to discuss today?   No    Yes, describe:

YOUR GROWING AND DEVELOPING CHILD

Have there been major changes lately in your child’s or family’s life?   No    Yes, describe:

Have any of your child’s relatives developed new medical problems since your last visit?   No    Yes    Unsure  If yes or unsure,  
please describe:

What excites or delights you most about your child? 

Does your child have special health care needs?   No    Yes, describe:

Do you have specific concerns about your child’s development, learning, or behavior?   No    Yes, describe:

PATIENT NAME:                                                                                                                                          DATE: 	     
Please print.

Does your child live with anyone who smokes or spend time in places where people smoke or use e-cigarettes?   No    Yes    Unsure

https://brightfutures.aap.org/Pages/default.aspx


RISK ASSESSMENT

ANTICIPATORY GUIDANCE 

How are things going for you, your child, and your family?
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Anemia
Does your child’s diet include iron-rich foods, such as meat, iron-fortified cereals, or beans?  Yes  No  Unsure
Do you ever struggle to put food on the table?  No  Yes  Unsure

Dyslipidemia

Does your child have parents, grandparents, or aunts or uncles who have had a stroke or 
heart problem before age 55 (male) or 65 (female)?  No  Yes  Unsure

Does your child have a parent with elevated blood cholesterol level (240 mg/dL or higher) or 
who is taking cholesterol medication?  No  Yes  Unsure

Hearing
Do you have concerns about how your child hears?  No  Yes  Unsure
Do you have concerns about how your child speaks?  No  Yes  Unsure

Lead
Does your child live in or visit a home or child care facility with an identified lead hazard or a 
home built before 1960 that is in poor repair or was renovated in the past 6 months?  No  Yes  Unsure

Oral health
Does your child have a dentist?  Yes  No  Unsure
Does your child’s primary water source contain fluoride?  Yes  No  Unsure

Tuberculosis

Was your child or any household member born in, or has he or she traveled to, a country 
where tuberculosis is common (this includes countries in Africa, Asia, Latin America, and 
Eastern Europe)?

 No  Yes  Unsure

Has your child had close contact with a person who has tuberculosis disease or who has had 
a positive tuberculosis test result?  No  Yes  Unsure

Is your child infected with HIV?  No  Yes  Unsure

Vision

Do you have concerns about how your child sees?  No  Yes  Unsure
Do your child’s eyes appear unusual or seem to cross?  No  Yes  Unsure
Do your child’s eyelids droop or does one eyelid tend to close?  No  Yes  Unsure
Have your child’s eyes ever been injured?  No  Yes  Unsure

YOUR FAMILY’S HEALTH AND WELL-BEING

Intimate Partner Violence
Do you always feel safe in your home?  Yes  No
Has your partner, or another significant person in your life, ever hit, kicked, or shoved you, or physically hurt  
you or your child?  No  Yes

Living Situation and Food Security
Is permanent housing a worry for you?  No  Yes
Do you have the things you need to take care of your child?  Yes  No
Does your home have enough heat, hot water, electricity, and working appliances?  Yes  No
Within the past 12 months, were you ever worried whether your food would run out before you got money to buy more?  No  Yes
Within the past 12 months, did the food you bought not last, and you did not have money to get more?  No  Yes
Alcohol and Drugs
Does anyone in your household drink beer, wine, or liquor?  No  Yes
Do you or other family members use marijuana, cocaine, pain pills, narcotics, or other controlled substances?  No  Yes
Taking Care of Yourself
Do you take time for yourself?  Yes  No
Do you and your partner spend time alone together?  Yes  No
Do you and your family do activities together?  Yes  No
Do you have someone you can turn to if you need to talk about problems?  Yes  No

PATIENT NAME:                                                                                                                                          DATE: 	     
Please print.

https://brightfutures.aap.org/Pages/default.aspx


The information contained in this questionnaire should not be used as a substitute for the medical care and advice of your 
pediatrician. There may be variations in treatment that your pediatrician may recommend based on individual facts and 
circumstances. Original questionnaire included as part of the Bright Futures Tool and Resource Kit, 2nd Edition. 

The American Academy of Pediatrics (AAP) does not review or endorse any modifications made to this questionnaire  
and in no event shall the AAP be liable for any such changes.

© 2019 American Academy of Pediatrics. All rights reserved.
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YOUR CHILD’S BEHAVIOR

Is your child learning new things?  Yes  No
Do you spend time alone with your child doing something that he likes to do?  Yes  No
Do you encourage other family members and caregivers to be consistent, patient, and calm with your child?  Yes  No
Do you show your child how to be physically active every day by playing and being active with her?  Yes  No
Does your child play with other children?  Yes  No
How much time every day does your child spend watching TV or using computers, tablets, or smartphones?                 hours

TALKING AND YOUR CHILD
Does your child have ways to tell you what he wants?  Yes  No
Do you use simple words when asking your child a question or telling her what to do?  Yes  No
Do you give your child plenty of time to respond?  Yes  No
Do you sing songs and talk with your child about the things you do together?  Yes  No
Do you read to your child or look at books together every day?  Yes  No

TOILET TRAINING
Is your child interested in using the toilet?  Yes  No
Does your child tell you when he has a bowel movement?  Yes  No
Is your child dry for about 2 hours at a time?  Yes  No
Does your child know the difference between being wet and dry?  Yes  No
Do you help your child wash her hands after going to the bathroom?  Yes  No

SAFETY
Car Safety 
Is your child fastened securely in a rear-facing car safety seat in the back seat every time he rides in a vehicle?  Yes  No
Does everyone in the vehicle always use a lap and shoulder seat belt, booster seat, or car safety seat?  Yes  No
Outdoor Safety
Does your child always wear a bike helmet when she rides on a tricycle, in a towed bike trailer, or in a seat  
on an adult’s bicycle?  Yes  No

Do you keep your child away from moving machines, lawn mowers, driveways, and streets?  Yes  No
Do you live near any backyard swimming pools, hot tubs, or spas?  No  Yes
Gun Safety
Does anyone in your home or the homes where your child spends time have a gun?  No  Yes
If yes, is the gun unloaded and locked up?  Yes  No
If yes, is the ammunition stored and locked up separately from the gun?  Yes  No

PATIENT NAME:                                                                                                                                          DATE: 	     
Please print.

Consistent with Bright Futures: Guidelines for Health Supervision  
of Infants, Children, and Adolescents, 4th Edition

For more information, go to https://brightfutures.aap.org.

https://brightfutures.aap.org/Pages/default.aspx
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Person filling out questionnaire

Child’s information

Date ASQ completed:

Relationship to child:

Parent

Street address:

Names of people assisting in questionnaire completion:

Grandparent 
or other 
relative

Guardian

Foster 
parent

Teacher Child care 
provider

Other:

Ages & Stages
Questionnaires®

Month Questionnaire
23 months 0 days through 25 months 15 days

Please provide the following information. Use black or blue ink only and print
legibly when completing this form.

24

Child’s first name: Child’s last name:

Child’s date of birth:

First name: Last name:
Middle 
initial:

City:

Home 
telephone 
number:

State/
Province:

ZIP/
Postal code:

Other 
telephone 
number:

E-mail address:

Child’s gender:

Male Female

Middle 
initial:

Country:

Child ID #:

Program ID #:

Program name:
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Month Questionnaire24 23 months 0 days 
through 25 months 15 days

Important Points to Remember:

❑✓ Try each activity with your child before marking a response.

❑✓ Make completing this questionnaire a game that is fun for
you and your child.

❑✓ Make sure your child is rested and fed.

❑✓ Please return this questionnaire by _______________.

Notes:

____________________________________________

____________________________________________

____________________________________________

____________________________________________

On the following pages are questions about activities children may do. Your child may have already done some of the activities
described here, and there may be some your child has not begun doing yet. For each item, please fill in the circle that indicates
whether your child is doing the activity regularly, sometimes, or not yet.

At this age, many toddlers may not be cooperative when asked to do things. You may need to try the following activities with your
child more than one time. If possible, try the activities when your child is cooperative. If your child can do the activity but refuses,
mark “yes” for the item.

COMMUNICATION
1. Without your showing him, does your child point to the correct picture

when you say, “Show me the kitty,” or ask, “Where is the dog?” (She
needs to identify only one picture correctly.)

2. Does your child imitate a two-word sentence? For example, when you
say a two-word phrase, such as “Mama eat,” “Daddy play,” “Go
home,” or “What’s this?” does your child say both words back to you?
(Mark “yes” even if her words are difficult to understand.)

3. Without your giving him clues by pointing or using gestures, can your
child carry out at least three of these kinds of directions?

a. “Put the toy on the table.” d. “Find your coat.”

b. “Close the door.” e. “Take my hand.”

c. “Bring me a towel.” f. “Get your book.”

4. If you point to a picture of a ball (kitty, cup, hat, etc.) and ask your child,
“What is this?” does your child correctly name at least one picture?

5. Does your child say two or three words that represent different ideas
together, such as “See dog,” “Mommy come home,” or “Kitty gone”?
(Don’t count word combinations that express one idea, such as “bye-
bye,” “all gone,” “all right,” and “What’s that?”) Please give an ex-
ample of your child’s word combinations:

YES SOMETIMES NOT YET
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COMMUNICATION (continued)

6. Does your child correctly use at least two words like “me,” “I,” “mine,”
and “you”?

GROSS MOTOR
1. Does your child walk down stairs if you hold onto one of her hands?

She may also hold onto the railing or wall. (You can look for this at a
store, on a playground, or at home.)

2. When you show your child how to kick a large ball, does he 
try to kick the ball by moving his leg forward or by walking 
into it? (If your child already kicks a ball, mark “yes” for 
this item.)

3. Does your child walk either up or down at least two steps 
by herself? She may hold onto the railing or wall.

4. Does your child run fairly well, stopping herself without 
bumping into things or falling?

5. Does your child jump with both feet leaving the floor at the 
same time?

6. Without holding onto anything for support, does your child 
kick a ball by swinging his leg forward?

24 Month Questionnaire page 3 of 7
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YES SOMETIMES NOT YET

COMMUNICATION TOTAL

YES SOMETIMES NOT YET

GROSS MOTOR TOTAL

*If Gross Motor Item 6 is marked 
“yes” or “sometimes,” mark 

Gross Motor Item 2 “yes.”

*
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FINE MOTOR
1. Does your child get a spoon into his mouth right side up so that the

food usually doesn’t spill?

2. Does your child turn the pages of a book by herself? (She may turn
more than one page at a time.)

3. Does your child use a turning motion with his hand while trying to turn
doorknobs, wind up toys, twist tops, or screw lids on and off jars?

4. Does your child flip switches off and on?

5. Does your child stack seven small blocks or toys on top of each other
by herself? (You could also use spools of thread, small boxes, or toys
that are about 1 inch in size.)

6. Can your child string small items such as beads, 
macaroni, or pasta “wagon wheels” onto a string 
or shoelace?

PROBLEM SOLVING

1. After watching you draw a line from the top of the 
paper to the bottom with a crayon (or pencil or pen), 
does your child copy you by drawing a single line on 
the paper in any direction? (Mark “not yet” if your 
child scribbles back and forth.)

2. After a crumb or Cheerio is dropped into a small, clear bottle, does
your child turn the bottle upside down to dump out the crumb or
Cheerio? (Do not show him how.) (You can use a soda-pop bottle or
baby bottle.)

3. Does your child pretend objects are something else? For example,
does your child hold a cup to her ear, pretending it is a telephone?
Does she put a box on her head, pretending it is a hat? Does she use a
block or small toy to stir food?

4. Does your child put things away where they belong? For example, does
he know his toys belong on the toy shelf, his blanket goes on his bed,
and dishes go in the kitchen?

5. If your child wants something she cannot reach, does she find a chair or
box to stand on to reach it (for example, to get a toy on a counter or to
“help” you in the kitchen)?

24 Month Questionnaire page 4 of 7
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YES SOMETIMES NOT YET

FINE MOTOR TOTAL

YES SOMETIMES NOT YET

Count as “yes”

Count as “not yet”
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PROBLEM SOLVING (continued)

6. While your child watches, line up four objects like 
blocks or cars in a row. Does your child copy or 
imitate you and line up four objects in a row? (You 
can also use spools of thread, small boxes, or 
other toys.)

PERSONAL-SOCIAL
1. Does your child drink from a cup or glass, putting it down again with

little spilling?

2. Does your child copy the activities you do, such as wipe up a spill,
sweep, shave, or comb hair?

3. Does your child eat with a fork?

4. When playing with either a stuffed animal or a doll, does your child pre-
tend to rock it, feed it, change its diapers, put it to bed, and so forth?

5. Does your child push a little wagon, stroller, or other toy on wheels,
steering it around objects and backing out of corners if he cannot turn?

6. Does your child call herself “I” or “me” more often than her own
name? For example, “I do it,” more often than “Juanita do it.”

24 Month Questionnaire page 5 of 7
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YES SOMETIMES NOT YET

PROBLEM SOLVING TOTAL

YES SOMETIMES NOT YET

PERSONAL-SOCIAL TOTAL

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

1. Do you think your child hears well? If no, explain:

2. Do you think your child talks like other toddlers her age? If no, explain:

YES NO

YES NO
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OVERALL (continued)

3. Can you understand most of what your child says? If no, explain:

4. Do you think your child walks, runs, and climbs like other toddlers his age?
If no, explain:

5. Does either parent have a family history of childhood deafness or hearing
impairment? If yes, explain:

6. Do you have any concerns about your child’s vision? If yes, explain:

7. Has your child had any medical problems in the last several months? If yes, explain:

YES NO

YES NO

YES NO

YES NO

YES NO
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OVERALL (continued)

8. Do you have any concerns about your child’s behavior? If yes, explain:

9. Does anything about your child worry you? If yes, explain:

YES NO

YES NO



Child's Name 

Date of Birth 

Today's date 

Filled out by: _ _ _ _ _ _ _ _ _ _ _  _ 

Relationship to child 
- - - - - - - - - - --

M-CHAT

Please fill out the following about how your child usually is. Please try to answer every question. If the behavior 
is rare (e.g., you've seen it once or twice), please answer as if the child does not do it. Yes No 

1. Does your child enjoy being swung, bounced on your knee, etc.?

2. Does your child take an interest in other children?

3. Does your child like climbing on things, such as up stairs?

4. Does your child enjoy playing peek-a-boo/hide-and-seek?

5. Does your child ever pretend, for example, to talk on the phone or take care of dolls, or
pretend other things?

6. Does your child ever use his/her index finger to point, to ask for something?

7. Does your child ever use his/her index finger to point, to indicate interest in something?

8. Can your child play properly with small toys (e.g. cars or bricks) without just mouthing,
fiddling, or dropping them?

9. Does your child ever bring objects over to you (parent) to show you something?

10. Does your child look you in the eye for more than a second or two?

11. Does your child ever seem oversensitive to noise? (e.g., plugging ears)

12. Does your child smile in response to your face or your smile?

13. Does your child imitate you? (e.g., you make a face-will your child imitate it?)

14. Does your child respond to his/her name when you call?

15. If you point at a toy across the room, does your child look at it?

16. Does your child walk?

17. Does your child look at things you are looking at?

18. Does your child make unusual finger movements near his/her face?

19. Does your child try to attract your attention to his/her own activity?

20. Have you ever wondered if your child is deaf?

21. Does your child understand what people say?

21. Does your child sometimes stare at nothing or wander with no purpose?

23. Does your child look at your face to check your reaction when faced with something
unfamiliar?

©1999 Diana Robins, Deborah Fein, & Marianne Barton 
http://www.dbpeds.org/media/mchat 



Questions About Your Child and Tuberculosis (TB) 

Child’s Name  Date of Birth 

Your Name 

Today’s Date 

We need your help to find out if your child has been exposed to the disease tuberculosis, also known 
as TB. 

TB is caused by germs. It is usually spread to another person by coughing or sneezing. A person can 
have TB germs in their body but not have active TB disease. TB can be prevented and treated. Your 
answers to the questions below will let us know if your child might have been exposed to TB. If your 
answers show your child might have picked up the TB germs, we will want to give him or her a 
tuberculin skin test (TST). The skin test is not a vaccination. It will not prevent TB. It will only let us 
know if your child has the TB germs. 

Check the box that matches your answer: Yes No Do Not 
Know 

1. Has your child been tested for TB?
If yes, when? Please tell us the date ___ /___ /___ 
2. Have you ever been told that your child had a positive tuberculin skin test
(TST)? If yes, when? Please tell us the date ___ /___ /___ 
3. TB can cause fever that can last days or weeks. It can cause weight loss, a bad
cough (lasting over two weeks), or coughing up blood.  

a. Has your child been around anyone with any of these problems?
b. Has your child been around anyone sick with TB?
c. Has your child ever had any of these problems or do they have them now?

4. Was your child born in another part of the world like Mexico or Latin America, the
Caribbean, Africa, Eastern Europe, or Asia? 
5. Has your child been to Mexico or any other country in Latin America, the
Caribbean, Africa, Eastern Europe, or Asia for more than 3 weeks? 
Which country or countries did your child visit? ______________________________ 
6. Do you know if your child has spent more than 3 weeks with anyone who:

Uses needles for drug use? 
Has AIDS? 
Was or is in jail or prison? 
Has just come to the United States from another country? 

FOR THE PROVIDER: 
If the prior test was negative and the answer to #4 is yes, the child does not need a repeat skin test. 
If the prior test was negative and occurred at least 8 weeks after the situation described in #3a, 3b, 5, or 
6, the child does not need a repeat skin test. 
If the prior test was positive, the child does not need a repeat skin test; but a positive answer to #3c 
would indicate a chest x-ray as soon as possible. 

TST administered Yes  No 

If yes, Date administered /_ /____Date read ___/____/____TST reaction_ mm 

TST provider 
Signature Printed Name 

If chest x-ray done, date ________________________ and results ____________________________ 

Provider phone number_ _____________________City ____________County_ _____ 

If positive, referral to local/regional health department/specialist? Yes No_ 

If yes, name of health dept./specialist   

Contact your local or regional health department if assistance is needed. 

EF03-13635 REV 08/2013 
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3. ASQ SCORE INTERPRETATION AND RECOMMENDATION FOR FOLLOW-UP: You must consider total area scores, overall 
responses, and other considerations, such as opportunities to practice skills, to determine appropriate follow-up. 

If the child’s total score is in the area, it is above the cutoff, and the child’s development appears to be on schedule.
If the child’s total score is in the area, it is close to the cutoff. Provide learning activities and monitor.
If the child’s total score is in the area, it is below the cutoff. Further assessment with a professional may be needed.

Child’s name: ________________________________________________________

Child’s ID #: ______________________________________________________

Administering program/provider:

Month ASQ-3 Information Summary24 23 months 0 days through 
25 months 15 days

Communication

Gross Motor

Fine Motor

Problem Solving

Personal-Social

1 2 3 4 5 6

2. TRANSFER OVERALL RESPONSES: Bolded uppercase responses require follow-up. See ASQ-3 User’s Guide, Chapter 6.

1. SCORE AND TRANSFER TOTALS TO CHART BELOW: See ASQ-3 User’s Guide for details, including how to adjust scores if item
responses are missing. Score each item (YES = 10, SOMETIMES = 5, NOT YET = 0). Add item scores, and record each area total.
In the chart below, transfer the total scores, and fill in the circles corresponding with the total scores.

Communication

Gross Motor

Fine Motor

Problem Solving

Personal-Social

0 5 10 15 20 25 30 35 40 45 50 55 60
Total 

Area Cutoff Score

25.17

38.07

35.16

29.78

31.54

4. FOLLOW-UP ACTION TAKEN: Check all that apply.

______ Provide activities and rescreen in _____ months.

______ Share results with primary health care provider.

______ Refer for (circle all that apply) hearing, vision, and/or behavioral screening.

______ Refer to primary health care provider or other community agency (specify 
reason): __________________________________________________________.

______ Refer to early intervention/early childhood special education.

______ No further action taken at this time

______ Other (specify): ____________________________________________________

5. OPTIONAL: Transfer item responses 
(Y = YES, S = SOMETIMES, N = NOT YET, 
X = response missing).

1. Hears well? Yes NO
Comments:

2. Talks like other toddlers his age? Yes NO
Comments:

3. Understand most of what your child says? Yes NO
Comments:

4. Walks, runs, and climbs like other toddlers? Yes NO
Comments:

5. Family history of hearing impairment? YES No
Comments:

6. Concerns about vision? YES No
Comments:

7. Any medical problems? YES No
Comments:

8. Concerns about behavior? YES No
Comments:

9. Other concerns? YES No
Comments:

Date ASQ completed: __________________________________________

Date of birth: ______________________________________________
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