



Making Healthy Families:           The           
     Program
One of the goals for this visit is to help you improve the health of your child.  These questions will help us evaluate some of the behaviors that we know put today’s children at-risk for future health problems.

	
	
	Your answers go here

	Diabetes

	
	Do you have diabetes that began as an adult?
	Yes:   ❐   No:  ❐   I don’t know: ❐

	
	Does anyone in your family have adult onset diabetes? (only include your parents, any brothers or sisters)
	Yes:   ❐   No:  ❐   I don’t know: ❐

	Heart Disease

	
	Do you have any heart disease?
	Yes:   ❐   No:  ❐   I don’t know: ❐

	
	Does anyone in your family have heart disease? 

(only include your parents, any brothers or sisters) 
	Yes:   ❐   No:  ❐   I don’t know: ❐

	High Blood Pressure

	
	Do you have high blood pressure?
	Yes:   ❐   No:  ❐   I don’t know: ❐

	
	Does anyone in your family have high blood pressure?

(only include your parents, any brothers or sisters)
	Yes:   ❐   No:  ❐   I don’t know: ❐

	Height and Weight   

	
	For child’s Mom
	Height: ______feet, _____inches  

Weight:  _____ pounds

	
	For child’s Dad
	Height: ______feet, _____inches  

Weight:  _____ pounds 

	Smoking

	
	Does anyone smoke who lives in (or often visits) your home?
	Yes:   ❐   No:  ❐   I don’t know ❐
If yes, who smokes?____________

	Television Watching

	
	How many hours of TV do you watch on most weekdays?
	   0-2   ❐    2-5   ❐    5+   ❐ hours 

	
	How many hours of TV do you watch on most weekend days? 
	   0-2   ❐    2-5   ❐    5+   ❐ hours

	
	How many hours of TV does your child watch on most weekdays?

	   0-2   ❐    2-5   ❐    5+   ❐ hours

	
	How many hours of TV does your child watch on most weekend days?     
	   0-2   ❐    2-5   ❐    5+   ❐ hours

	Physical Activity

	
	How many days per week does your child typically play outdoors for at least 30 minutes?
	  _____ days a week

	Meals

	
	How many times each day does your child drink milk? 

	_____ times a day

	
	What kind of milk is it?
	Whole:  ❐       2%:    ❐     1%:  ❐          Skim:   ❐       Soy:   ❐

	
	How many times does your child drink juice or soda on most days?
	_____ times a day

	
	How many meals did your child eat from fast food restaurants in the last week?   
	      _____ times last week

	
	How many times in the last week did your family eat dinner together (not in front of the TV)?  
	      _____ times last week

	

	FOR OFFICE USE ONLY

	Completed by staff
	Recorded ht & wt for child for whom this visit was scheduled
	     Height:  _____feet, _____inches

     Weight: _____pounds











