
2 Year Well Child Check 
 
Name: ______________________      Date: ___________ 
 
Diet: 
Does child get Calcium 700mg/day and Vitamin D (600 IU/day)? ___________________ 
 
Does child get a variety of solids? ____________________ 
 
Does the family eat meals together at the table? ____________________ 
 
Does child drink milk and water to drink?  _____________________ 
 
How much juice and sweet drinks is your child drinking? _____________________ 
 
Dental:   
Does child brush his/her teeth? ________________ 
 
Have you had fluoride treatments done? ____________________ 
 
Has the child been to the dentist? __________________ 
 
Does child use fluoride toothpaste twice daily? _______________ 
 
Does child sleep with a bottle or breastfeed during the night? _________________ 
 
Does child use a pacifier? ______________________ 
 
Elimination: 
Has the child started toilet training? ______________________ 
 
How many voids a day? _______________________ 
 
How many stools a day? _______________________ 
 
 
 



Sleep: 
Is your child getting 11-13 hours of sleep? _______________________ 
 
How many naps taken in a day? _____________________ 
 
Behavior/Temperament 
Do you have any concerns?  
____________________________________________________________________________ 
 
Development: 
Do you have any concerns about your child’s development, behavior, or learning?   yes   no 
If yes, please describe:  
_____________________________________________________________________ 
 
Children at 2 years almost all will (please circle yes or no) 

- Feed doll      yes  no 

- Remove garments     yes  no 

- Tower of 4 cubes     yes  no 

- Knows 6 body parts     yes  no 

- Uses 2 words together    yes  no 

- Can point out 2 words together   yes  no 

- Can say at least 50 words    yes  no 

- Is understandable by strangers 50% of time  yes  no 

- Runs well and walks up steps   yes  no 

- Can throw a ball overhead    yes  no 

Some children can 
- Brush teeth with help     yes  no 
- Wash and dry hands     yes  no 
- Make a tower of 6 cubes    yes  no 
- Can name 4 objects      yes  no 
- Jump up      yes  no 
- Get dressed with help     yes  no 

 

Social: 
Any changes at home or new stressors? ___________________________________________ 
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Please answer these questions about your child. Keep in mind how your child usually behaves. If you have seen your 
child do the behavior a few times, but he or she does not usually do it, then please answer no. Please circle yes or no 
for every question. Thank you very much. 

1. If you point at something across the room, does your child look at it?  Yes No  
(FOR EXAMPLE, if you point at a toy or an animal, does your child look at the toy or animal?) 

2. Have you ever wondered if your child might be deaf?  Yes No 

3. Does your child play pretend or make-believe? (FOR EXAMPLE, pretend to drink Yes No  
from an empty cup, pretend to talk on a phone, or pretend to feed a doll or stuffed animal?) 

4. Does your child like climbing on things? (FOR EXAMPLE, furniture, playground Yes No  
equipment, or stairs) 

5. Does your child make unusual finger movements near his or her eyes?  Yes No  
(FOR EXAMPLE, does your child wiggle his or her fingers close to his or her eyes?) 

6. Does your child point with one finger to ask for something or to get help?  Yes No  
(FOR EXAMPLE, pointing to a snack or toy that is out of reach) 

7.   Does your child point with one finger to show you something interesting?  Yes No  
(FOR EXAMPLE, pointing to an airplane in the sky or a big truck in the road) 

8.   Is your child interested in other children? (FOR EXAMPLE, does your child watch Yes No  
other children, smile at them, or go to them?) 

9.   Does your child show you things by bringing them to you or holding them up for you to Yes No    
see – not to get help, but just to share?  (FOR EXAMPLE, showing you a flower, a stuffed  
animal, or a toy truck) 

10. Does your child respond when you call his or her name? (FOR EXAMPLE, does he or she Yes No  
look up, talk or babble, or stop what he or she is doing when you call his or her name?) 

11. When you smile at your child, does he or she smile back at you?  Yes No 

12. Does your child get upset by everyday noises? (FOR EXAMPLE, does your Yes No  
child scream or cry to noise such as a vacuum cleaner or loud music?) 

13. Does your child walk?  Yes No 

14. Does your child look you in the eye when you are talking to him or her, playing with him Yes No  
or her, or dressing him or her? 

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or Yes No  
make a funny noise when you do)    

16. If you turn your head to look at something, does your child look around to see what you Yes No      
are looking at? 

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child Yes No  
look at you for praise, or say “look” or “watch me”?) 

18. Does your child understand when you tell him or her to do something?  Yes No  
(FOR EXAMPLE, if you don’t point, can your child understand “put the book  
on the chair” or “bring me the blanket”?) 

19. If something new happens, does your child look at your face to see how you feel about it? Yes No  
(FOR EXAMPLE, if he or she hears a strange or funny noise, or sees a new toy, will  
he or she look at your face?) 

20. Does your child like movement activities?  Yes No 
(FOR EXAMPLE, being swung or bounced on your knee) 



Revised 04.2016 

Screener: ___________________________________________________ Date: __________________ 
PLEASE NOTE PROVIDERS ARE REQUIRED TO INTERPRET  

AND INITIATE CARE WHEN INDICATED. 
Excerpted from Hearing Screening Guidelines and Resource Manual (January 2004) 
 

Risk Indicators for Hearing Loss Checklist 
(To be used with the Developmental Scales form when performing KBH screens for birth through four years of age.) 

Child’s name: ______________________________________________  Birthdate: _______________ 

What was your child’s birth weight? ________ Premature? _________  By how many weeks? _______ 

Was the child’s hearing screened as a newborn?  Yes ____    No ____  Unknown ____ 

Results of the testing/screening: ___________________________________________________ 

Has your child’s hearing been tested or screened since birth?  Yes ____  No ____  Unknown ____ 

Results of the testing/screening: ___________________________________________________ 

Directions: Mark an X in the appropriate column. If an indicator exists but has been referred in a 
previous screening, note to whom the child was referred and note the follow-up recommendations. 

{N = indicator for infants birth through 28 days old who did not have newborn hearing screening; for children older than 28 
days, answer all questions.} 

YES  NO  

____ ____ 1. Do you have a concern about your child’s hearing, speech, language or other development delay? 

List concerns:___________________________________________________________________ 

____ ____ 2. N As a newborn, did your child have an illness/condition requiring 48 hours or more in the NICU? 

Explain: _______________________________________________________________________ 

____ ____ 3. N Was your child exposed to any of the following during the mother’s pregnancy? Check all that apply: 

toxoplasmosis        syphilis          rubella         cytomegalovirus           herpes             unknown 

____ ____ 4. N Does your child have any abnormal features of the outer ear, ear canal, mouth, nose, neck  
or head? 

Explain: _______________________________________________________________________ 

____ ____ 5. N Have any of your child’s relatives had a permanent hearing loss before the age of 5? 

Explain: _______________________________________________________________________ 

____ ____ 6. N Was your child diagnosed at birth as having a syndrome or condition known to include a sensorineural or 
conductive hearing loss or eustachian tube dysfunction? 

Explain: _______________________________________________________________________ 

____ ____ 7. Has your child been diagnosed as having any syndromes associated with progressive hearing loss such as 
Down, Usher, Waardenburg; a neurodegenerative disorder such as Hunter syndrome; or sensory motor 
neuropathies such as Friedreich’s ataxia or Charcot-Maire-Tooth Syndrome?  

Explain: _______________________________________________________________________ 

____ ____ 8. Has your child had bacterial meningitis (or other postnatal infections) associated with hearing loss?                
If yes, at what age? _________________  Hearing testing since then? ______________________ 

____ ____ 9. Has child ever had any head trauma?  

Explain: _______________________________________________________________________ 

____ ____ 10. As a newborn, did your child need an exchange transfusion because of hyperbilirubinemia, or have the need 
for mechanical ventilation, or conditions requiring ECMO?  

Explain: _______________________________________________________________________ 

____ ____ 11. Has your child had otitis media with effusion that lasts for more than 3 months? Yes ___  No ___ 

If yes, were tubes placed? Yes ___  No ___  If yes, when? ___________ Are they in place now? Yes ___ No ___ 
Note: The presence of any risk indicator denotes need for screening every six months up to three years of age or as otherwise 
indicated by an audiologist. 

Pass = All “NO” responses.  Refer = One or more “YES” response(s).  Check One: Pass       Refer          
If other, explain: _______________________________________________________________________________ 



Revised 04.2016 

Screener: ___________________________________________________ Date: __________________ 
PLEASE NOTE PROVIDERS ARE REQUIRED TO INTERPRET  

AND INITIATE CARE WHEN INDICATED. 
Excerpted from Hearing Screening Guidelines and Resource Manual (January 2004) 
 

 

Developmental Scales 
(To be used with Risk Indicators for Hearing Loss Checklist when performing KBH screens for birth through four years of age.) 

Name: _________________________________________________________ Date of birth: ____________ 

Child’s chronological age _______________  Premature ______ months    Adjusted age __________________ 

Does your child: (Please check questions in the appropriate age category – use adjusted age) 

Birth to 4 months Yes  No  Yes  No 

Startle or cry to loud noises?   Respond to a familiar voice?   

Awaken to loud sounds?   Stop crying when talked to?   

Stop moving when a new sound is made?   

4 to 8 months Yes  No  Yes  No 

Stir or awaken when sleeping quietly and 
someone talks or makes a loud noise? 

  Cry when exposed to a sudden or loud 
sound? 

  

Try to turn head toward an interesting 
sound or when name is called? 

  Make several different babbling sounds?   

Listen to a soft musical toy, bell, or rattle?   

8 to 12 months Yes  No  Yes  No 

Respond in some way to the direction “no”?   Stir or awaken when sleeping quietly and 
someone talks or makes a loud sound? 

  

React to name when called?   Try to imitate you if you make familiar 
sounds? 

  

Turn head toward the side where a sound 
is coming from? 

  Use variety of different consonants and 
vowels when babbling (cononical 
babbling*)? 

  

12 to 18 months Yes  No  Yes  No 

Say “mama” or “dada” and imitate many 
words you say? 

  Turn head to look in the direction where 
the sound came from when an interesting 
sound is presented? 

  

Respond to requests such as “come here” 
and “do you want more”? 

  Wake up when there is a loud sound?   

18 to 24 months Yes  No  Yes  No 

Try to sing?   Speak at least 20 words?   

Point to several different body parts?   Request by name items such as milk or 
cookies? 

  

Respond to simple commands such as “put 
the ball in the box”? 

  

2 to 5 years  Yes  No  Yes  No 

Point to a picture if you say “Where’s the 
_________”? 

 

 
 Listen to TV or radio at same loudness 

level as other family members? 
  

Talk in short sentences?   Hear you when you call child’s name from 
another room? 

  

Notice most sounds?      
(*Cononical babbling is defined as nonrepetitive babbling using several consonant and vowel combinations, such as “itika,” “dabata,” 
“omada.” It is quite different from common babbling such as “dada,” “mama,” or “baba.”) 
 
Pass = All “YES” responses or only one “NO” response.   Refer = Two or more “NO” responses. 

Check one:  Pass        Refer         If other, explain: ______________________________________________ 



KBH - EPSDT Blood Lead Screening Questionnaire  
To be completed at each KBH screen from 6 to 72 months 

 

P a t i e n t  n a m e :           I D  n u m b e r :                   
Revised 06.2016 

 

 

Staff signature 

   
   
 

Does your child: (circle response received)  DATE:  
(MM/DD/YYYY) 

      

1) Live in or visit a house or apartment built before 1960?  
This could include a day care center, preschool, or the home of a babysitter or relative. 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

2) Live in or regularly visit a house or apartment built before 1960 with 
previous, ongoing, or planned renovation or remodeling? 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

3) Have a family member with an elevated blood lead level? Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

4) Interact with an adult whose job or hobby involves exposure to lead? 
Furniture refinishing, making stained glass, electronics, soldering, automotive repair, making 
fishing weights and lures, reloading shotgun shells and bullets, firing guns at a shooting 
range, doing home repairs and remodeling, painting/stripping paint, antique/imported toys, 
and/or making pottery 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 

No 

 

Yes 

 
No 

 

Yes 

 
No 

 

5) Live near a lead smelter, battery plant, or other lead industry? 
Ammunition/explosives, auto repair/auto body, cable/wiring striping, splicing or production, 
ceramics, firing range, leaded glass factory, industrial machinery/equipment, jewelry 
manufacturer or repair, lead mine, paint/pigment manufacturer, plumbing, radiator repair, 
salvage metal or batteries, steel metalwork, or molten (foundry work) 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 
No 

 

Yes 

 
No 

 

6) Use pottery, ceramic, or crystal wear for cooking, eating, or 
drinking? 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

One positive response to the above questions requires a blood lead 
level test. Remember blood lead levels tests are required at 12 and 24 
months, regardless of the score. Was blood drawn for a blood lead 
level test? 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Yes 

No 

Interviewing staff initials       



It is recommended at 24 months for your child to have a Lead level checked. We can 
order these during this visit today (if not already done at 24 months). 

 

_____ I consent to labs for my child. 

 

_____ I decline labs for my child. 

 

 

 

______________________________________ __________________________ 

Parent Signature      Date 


	24 mo 2 year Well Child Check.pdf
	ASQ 27 mos.pdf
	24mos MCHAT.pdf
	Hearing Loss - Risk Indicators checklist 0-4 yrs en.pdf
	Hearing Developmental Scales 0-4 yrs en.pdf
	Blood_Lead Screen en 6-72 mths.pdf
	27 month labs.pdf

