
Name of the health visitor service: .......................................................................................................
Address:......................................................................................................Phone: ...........................................E-mail: ................................................ 
District health visitor's name (printed letters): ..........................................................District identification number ………………………………………………………………………
PERSONAL DATA: 
Child's name: .............................................................Place and date of birth: ......................... …………….Social security (TAJ) number: .................... 
Mother's name:…………………………………..Place of living/residence (including zip code):....................................................................................................
[bookmark: _GoBack]Parental questionnaire for 4-month-old children (4 hónapos életkorban)
	
	Yes, regularly (often, mostly)
	Seldom (rarely, occasionally)
	Not yet
	
	The health visitor's experience: Experienced/Did not experience

	1. If he/she is put down lying on the belly, does he/she support him/herself with his/her lower arm, with the head held high?       
	
	
	
	
	

	2. Does he/she turn from the back to the side?      
	
	
	
	
	

	3. Lying prone, does he/she tend to reach for the toys around him/her similarly with the right or the left hand?       
	
	
	
	
	

	4. Does he/she follow moving objects with the eyes or with the movement of the head in all directions? (In other words, is he/she capable of doing this both to the sides, and up and down?)  
	
	
	
	
	

	5.  Does he/she tend to put his/her hands to the mouth, with both hands holding tight in the middle?       
	
	
	
	
	

	6. Lying on the back or in a semi-sitting position, does he/she tend to reach for objects held out to him/her in the middle similarly with both hands? 
	
	
	
	
	

	7. Does he/she grasp similarly with both hands? (e.g. hair, clothes or blanket)       
	
	
	
	
	

	8. Does he/she hold the rattle put into his/her hands? Can both hands let  is loose after a time?       
	
	
	
	
	

	9. Does he/she smile or produce a sound in order to get attention?    
	
	
	
	
	

	10. Does he/she play alone for 10-15 minutes when lying on the belly?   
	
	
	
	
	

	11. When awake and calm, does he/she often shake or tremble to external impulses (e.g. sudden noise, quick and close movement, touch)? 
	
	
	
	
	

	12. Lying prone, does he/she reach for a toy handed to him/her on one side with the hand on the other side? (In other words, does he/she grab an object handed to him/her from the right with the left hand only and vice versa?)
	
	
	
	
	



Based on parental and/or on the health visitor's findings or examination, extraordinary service by the paediatrician/general practitioner is recommended: 
 yes          no 

Date:............. day .......................... month ........ year 
.............................................. 
Place of stamp 	district health visitor's signature 
             Basic registration number:..........................................
