
9 MONTH QUESTIONNAIRE 

Name of Patient  ____________________________    DOB __________________ 

1. Feeding History 

a.   Formula(name) ___________________ oz every________________  hours 

b.   Breastmilk_____minutes on each side, every__________hours. 

c. Juice:    Diluted       Undiluted           How much?____ oz per day. 

2. Solid Food         Y       N 

a. Solid Food(please circle) Cereal, Vegetable, Fruit, Meat, Finger Foods 

Other______________ 

3. Vomiting         Y       N 

4. Stools      Soft         Hard 

5. Has your baby been in contact with anybody who has active Tuberculosis   Y    N 

 

Development: 

1. Sits well      Y       N 

2. Crawls       Y       N 

3. Pulls to feet with support           Y       N        

4. Peekaboo       Y       N 

5. Patty-cake sounds                  Y       N 

6. Stranger anxiety       Y       N 

7. Feeds self       Y       N 

8. Pincer grasp                Y       N 

9. Bangs objects together     Y       N 

10. Responds to name      Y       N 

11. Waves bye bye      Y       N 

12. Imitates sounds      Y       N 

13. Plays by making sounds     Y       N 

14. Says dada        Y       N                    

 

Other comments/concerns 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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