









	Childs name: 
	Childs date of birth: 
	Childs corrected date of birth if child is premature add weeks of prematurity to childs date of birth: 
	Todays date: 
	Person filling out this questionnaire: 
	What is your relationship to the child: 
	Your telephone: 
	Your mailing address: 
	City: 
	State: 
	z1P code: 
	List people assisting in questionnaire completion: 
	undefined_2: 
	Administering program or provider: 
	1  Do you think your child hears well: 
	2 Does your baby use both hands equally well: 
	3 When you help your baby stand are his feet flat on the surface most of the time: 
	4 Does either parent have a family history of childhood deafness or hearing impairment: 
	5 Do you have concerns about your childs vision: 
	6 Has your child had any medical problems in the last several months: 
	7 Does anything about your child worry you: 
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