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Well Child Check: 9 Month Visit 
Your Child’s Name: __________________________________________________ 
 
Do you have any concerns about your child’s behavior, learning, or development?  If yes, please describe: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Does your baby take any medications or supplements,   □ No  □ Yes:  __________________________ 
including vitamins?  
Does your baby have known allergies to foods/medicines?  □ No  □ Yes:  __________________________ 

Do your have concerns about your baby’s hearing/vision?  □ No  □ Yes:  __________________________  
Does you baby see any specialists outside of ORP?  □ No  □ Yes:  __________________________ 
Does your water contain fluoride? (City water contains fluoride) □ Yes  □ No 

Nutrition: 
Does your baby drink breastmilk, iron fortified formula, or both?  □ Breastmilk    □ Formula    □ Both    
If you are giving your baby bottles, how many ounces does your child take in 24 hours? _____________________ 
Has your baby tried soft lumpy textures of foods (ex. mashed, chopped)? □ Yes  □ No 
What allergens they have tried (circle):  dairy  egg  fish  wheat  peanut butter & nut butters 

Does your baby… 

 
 
 
 
 
 
 

Show several expressions like happy, sad, angry, surprised? Yes No 
Become shy, clingy or fearful around strangers? Yes No 
Look when you call his name? Yes No 
React when you leave? (Looks, reaches, or cries for you) Yes No 
Smile or laugh when you play peek a boo? Yes No 
Make different sounds like mamamamama or bababababa? Yes No 
Lift her arms to be picked up? Yes No 
Look for objects when dropped out of sight? (like a spoon or toy) Yes  No 
Bang 2 things together? Yes No 
Get to a sitting position by herself? Yes No 
Sit without support? Yes No 
Use his fingers to rake food towards himself? Yes No 
Move things from one hand to the other hand? Yes No 
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Who lives at home with your child? _____________________________________________________ 
Are parents: single   married  divorced  separated 
Who takes care of your child during the day? ________________________________________________________     
Have there been major changes lately in your baby’s or family’s life? 
__________________________________________________         
Do you have any international travel plans prior to your child’s first birthday with your child?  
If so, when and where?    ___________________________________________ 
 
Are you happy with your child’s sleep? Yes No 
Does anyone smoke or vape in your home? No Yes 
Is a TV, computer, tablet, or smartphone on in the background when your baby is in the 
room? 

No Yes 

Does your baby play on a tablet or smartphone or watch TV? No Yes 
Do you have a daily routine for feeding, naps, and bedtime? Yes No 
Is your baby learning to go to sleep by himself? Yes No 
Do you and your baby enjoy quiet activities such as reading, singing, or taking walks 
outside? 

Yes No 

Does your baby drink from a cup? Yes No 
Does your baby feed himself? Yes No 
Do you let your baby decide how much to eat?  Yes No 
   
Does the baby always sleep in a crib or bassinet? Yes No 
Is your baby fastened securely in a rear facing care seat in the back seat every time they 
ride in the car? 

Yes No 

Do you always stay within arm’s reach of your baby when on the changer, bed or in/near 
water? 

Yes No 

Do you keep household cleaner, chemicals, and medicine locked up and out of your baby’s 
sight and reach? 

Yes No 

Do you have a gate at the top and bottom of all stairs in your home? Yes No 
Is permanent housing a concern for you? No           Yes 
Do you have the things you need to take care of your baby, such as a crib, a car safety seat, 
and diapers? 

Yes No 

Does your home have enough heat, hot water, and electricity? Yes No 
Do you have health insurance for yourself and your baby? 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 

Has your partner or another significant person in your life, ever hit, kicked, or shoved you, 
or physically hurt you or the baby? 

No Yes 
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ASQ-3           9 Month Questionnaire  

OVERALL 

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

 

1. Does your baby use both hands and both legs equally well?       Yes              No          
If no, explain:       

 

 

2. When you help your baby stand, are his feet flat on the surface most of the time?     Yes           No 
If no, explain: 

 

 

3. Do you have concerns that your baby is too quiet or does not make sounds like other babies?         Yes                       No             
If yes, explain:  

 

 

4. Does either parent have a family history of childhood deafness or hearing impairment?          Yes                      No            
If yes, explain:  

 

 

5. Do you have concerns about your baby’s vision? If yes, explain:           Yes                    No             

 

 

6. Has your baby had any medical problems in the last several months? If yes, explain:             Yes                  No             

 

 

7. Do you have any concerns about your baby’s behavior? If yes, explain:              Yes           No           

 

 

8. Does anything about your baby worry you? If yes, explain:              Yes                   No             
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