
24-Month-Old Well Child Visit 

Child’s Name        Child’s Age  Date  

Person completing the form      Relationship to the patient  

Has your child had any illnesses, hospitalizations, or surgeries since last visit here?    (YES)   (NO) 

Nutrition: Yes No 
Is your child drinking whole milk, limited to no more than 20 ounces per day? (   ) (   ) 
Have you weaned your child from the bottle? (   ) (   ) 
Is juice or sugary drinks limited to 0-1 servings per day? (   ) (   ) 
Does your child eat a variety of fruits/vegetables/dairy/meat? (   ) (   ) 
Does your child regularly take a supplement that contains vitamin D? (   ) (   ) 
On average, does your child eat fast food one or more times per week? (   ) (   ) 

Family and Social History: Yes No 
Are there any major illnesses in the family that we are not already aware of? (  ) (  ) 
Are there any major stressors in the family (illness, moves, death, separation)? (   ) (   ) 

Preventative Health/Risk Factors: Yes No 
(  ) (  ) 
(   ) (   ) 
(   ) (   ) 
(   ) (   ) 

(   ) (   ) 

How many hours of TV or videos is your child exposed to per day?  
Does your child always ride in a car seat, in the back seat, facing backwards? 
Do you, anyone in your home, or anyone who cares for your child smoke?
Do any family members work with lead (car batteries, stained glass, lead solders etc.)?
Do you live in a house built before 1978?
Has your child had close contact with anyone who has tuberculosis (TB), or is at high risk 
for TB (visited Africa, Asia, Latin America, Caribbean Country, been homeless or jailed, IV 
user, HIV positive)? 
Does your child have at least one hour of active play per day? (   ) (   ) 

Oral Health: Yes No 
Have you found a dentist for your child yet? (   ) (   ) 

Behavioral/Mental Health: Yes No 
Does your child have a regular sleep routine? (  ) (  ) 
Does your child sleep well, without snoring? (  ) (  ) 
Do you have any concerns about how your child is learning, developing and behaving? (  ) (  ) 
Are you interested in enrolling your child in daycare, early head-start, or preschool? (   ) (   ) 

• If yes, do you need assistance to find a suitable program? (   ) (   ) 

















Modified Checklist for Autism in Toddler, Revised with Follow Up (M-CHAT-R/F) 
 

Name:  _______________________________________________________            Age: __________                   Date: _____________ 
 
Person filling out form: _________________________________________    Relationship to patient: __________________________  
 

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.                       Yes      No 

1. If you point at something across the room, does your child look at it? (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? (   ) (   ) 

3. Does your child play pretend or make-believe? (FOR EXAMPLE, pretend to drink 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 equipment, or stairs) (   ) (   ) 

5. Does your child make unusual finger movements near his or her eyes? (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? (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? (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 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 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 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? (   ) (   ) 

12. Does your child get upset by everyday noises? (FOR EXAMPLE, does your child scream or cry to noise 
such as a vacuum cleaner or loud music?) 

(   ) (   ) 

13. Does your child walk? (   ) (   ) 

14. Does your child look you in the eye when you are talking to him or her, playing with him or her, or 
dressing him or her? 

(   ) (   ) 

15. Does your child try to copy what you do? (FOR EXAMPLE, wave bye-bye, clap, or 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 are looking at? (   ) (   ) 

17. Does your child try to get you to watch him or her? (FOR EXAMPLE, does your child 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? (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? (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? (FOR EXAMPLE, being swung or bounced on your knee) (   ) (   ) 
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