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Child’s name Date
Age Relationship to child

Please answer these questicns 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 pleass 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 ook at the toy or animal?)
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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?)
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7. Does your child paint 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)
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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 fo share? (FOR EXAMPLE, showing you a flower, a stuffed
animal, or a foy truck)
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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)

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*?)

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?)

Doss your child like movement activities
_(FOrR EXAMPLE, being swung or.bounced.on your.knee
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Risk Factors Assessment Questionitaire

1. Dées your ¢hild Tive in or often visita house that may have been'built before 19787

2. Dees your child live in or often visit a house, builf before 1978, that isbeing reinodeled or

. is having paint
removed?

3. Does yout child live with or often visit another ¢hild that liad or has an elevated blood lead

fevel?

4. Daes your child live with anyone that works at a job where lead may be found arhas a
hobby fhat uses lead?

5, Dpés Your ohild chew 6o of gat nofi-food itains like paint.chips or dirt?
6. Does your child live néér zn active.Jead smelter, battery recycling plant, erigther industry
jikely 1o refease [pad?

7, Does your child receive mediciés such as greta, kzardon, kahl, or pay-loo-gh?

When using the qpestiontiaire, bioed fead tests should be.doné immediately if the child i3 at
high

fisk (one or more “yes” or*T dow’t know™ answers or the risk assessroent questiotinaire) for
lead
EXDOSHre.
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Visit us on the web: www.easteobbpeds.com
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