

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 6-month-old children (6 hónapos életkorban)
	
	Yes, regularly (often, mostly)
	Seldom (rarely, occasionally)
	Not yet
	
	The health visitor's experience: Experienced/Did not experience

	 1. Does he/she turn in both directions? (From belly to back, and from back to belly, that is.)       
	
	
	
	
	

	2. Does he/she play with both feet when lying on the back? (E.g. Does he/she catch them and even put them in the mouth?) 
	
	
	
	
	

	3. Lying prone, with chest lifted, can he/she support him/herself with both arms and straight elbows, together with both hand and palms open?
	
	
	
	
	

	4. Does he/she try to find the source of sounds by turning in their direction?       
	
	
	
	
	

	5.  Does he/she spot even tiny objects (e.g. fluff, morsel, raisin etc.)? (E.g. does he/she watch and observe them, touch with hand or grab them?) 
	
	
	
	
	

	6. Can he/she be involved in dialogue-like sound utterances? (In other words, does he/she listen and make sounds when the adult stops speaking?) 
	
	
	
	
	

	7. Does he/she take over a toy from one hand and grabs with the other?       
	
	
	
	
	

	8. Does he/she pick up in the hand the object he/she has dropped?       
	
	
	
	
	

	9. Does he/she tend to take off the kerchief covering his/her head when he/she is playing peek-a-boo?    
	
	
	
	
	

	10. Does he/she enjoy playing together with an adult by smiling or laughing?  (E.g. when playing peek-a-boo.)    
	
	
	
	
	

	11. Does he/she enjoy making sounds? Does he/she tend to play with his/her own voice for a longer time? (In other words, he/she produces melodies of syllables consisting of 2 or 3 different sounds, such as mba, abuu, pamaa, adu geee, gaaaj habuuu at a different volume etc.) 
	
	
	
	
	

	12. Does he/she understand the parent's invitation accompanied by some gesture? (E.g. in response to saying and showing ”come” the child suddenly turns his/her body and arms towards the adult.)
	
	
	
	
	






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:..........................................
