
For us to provide you and your child with the best possible health care, we would like to know how things are going.
Please circle Yes or No for each question. Thank you. 

Talking and Feeling: Communication and Social Development

	 Do you help your child feel comfortable around new people?	 Yes	 No

	 Do you talk with others about parenting issues?	 Yes	 No

	 Do you take time for yourself?	 Yes	 No

	 Do you spend time alone with your partner?	 Yes	 No

	 Do you talk to, sing to, and look at books with your child every day?	 Yes	 No

	 Can your child tell you what she wants by pulling and pointing?	 Yes	 No

	 Does your child play actively for one hour or more a day?	 Yes	 No

	 Are you worried about your child’s weight?	 No	 Yes

	 How many hours per day does your child watch TV?		  	 hours

A Good Night’s Sleep: Sleep Routines and Issues

	 Does your child have a regular bedtime routine?	 Yes	 No

	 Do you let your child fall asleep on his own?	 Yes	 No

	 Does your child have a blanket, stuffed animal, or toy that she likes to sleep with?	 Yes	 No

Temper Tantrums and Discipline

	 If your child is upset, do you help change his focus to another activity, book, or toy?	 Yes	 No

	 Do you set limits for your child?	 Yes	 No

	 Do you and other caregivers set the same limits for your child?	 Yes	 No

	 Do you teach your child the right way to act?	 Yes	 No

	 Do you praise your child when she is being good?	 Yes	 No
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Healthy Teeth

	 Has your child been to a dentist?	 Yes	 No

	 Do you brush your child’s teeth with water 2 times a day, using a soft toothbrush?	 Yes	 No

	 Does your child use a bottle?	 No	 Yes

	 Does your child use a bottle in bed?	 No	 Yes

Safety

	 Do you always use a car safety seat in the back seat of the car?	 Yes	 No

	 Are you having any problems with your car safety seat?	 No	 Yes

	 Do you keep cleaners and medicines locked up?	 Yes	 No

	 Do you have the number for poison control near every telephone?	 Yes	 No

	 Do you keep cigarettes, lighters, matches, and alcohol out of your child’s sight and reach?	 Yes	 No

	 Does anyone smoke around your child?	 No	 Yes

	 If you smoke, would you like information on how to stop?	 Yes	 No

	 Do you keep your child away from the stove?	 Yes	 No

	 Do you have a working smoke and carbon monoxide detector on every floor of your home?	 Yes	 No

	 Do you have a fire escape plan?	 Yes	 No

	 Do you know if the temperature of your hot water heater is below 120°F?	 Yes	 No
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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
the AAP be liable for any such changes.
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