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 15-month-old children (15 hónapos életkorban)
	
	Yes, regularly (often, mostly)
	Seldom (rarely, occasionally)
	Not yet
	
	The health visitor's experience: Experienced/Did not experience

	1. Can he/she stand alone, without clinging, with the heels down?      
	
	
	
	
	

	2. Can he/she walk alone, without clinging, with the heels down?       
	
	
	
	
	

	3. Does he/she climb onto furniture made for adults? (E.g. chairs, beds, couches)        
	
	
	
	
	

	4. Does he/she mumble, shake or rock to familiar melodies? (E.g. swing-swang, familiar rhythm)       
	
	
	
	
	

	5. Does he/she tend to say more and more words or fractions of words with the same meaning? (E.g. 'bow-wow' for dog, 'spoony' for spoon, 'baba' for bottle, 'wawa' for water, 'doggie' for dog, 'num nums' for food etc.) 
	
	
	
	
	

	6. Does he/she put or place different objects or toys in drawers, buckets, boxes or baskets?      
	
	
	
	
	

	7. Does he/she put objects onto one another? (Dices or cubes on top of each other, biscuit into a plate, toy onto the shelf, teddy bear onto the pillow, lid on top of a dish etc.) 
	
	
	
	
	

	 8. Does he/she like to play the fool? (Does he/she him/herself tend to laugh together with the 'audience'?)       
	
	
	
	
	

	9. Does he/she start to recognize which toy serves what purpose? (e.g. pushes a car, or cuddles a baby doll)    
	
	
	
	
	

	10. Does he/she try to imitate others? (He/she performs simple and humble movements with or without objects, e.g. drums with the feet, kicks a ball, throws things)    
	
	
	
	
	

	11. Does he/she try to take off the clothes? (e.g. socks, cap, shoes or gloves)   
	
	
	
	
	

	12. Does he/she try to eat with a spoon alone?
	
	
	
	
	



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 
.............................................. 	District health visitor's signature 
                                                  Place of stamp
                           Basic registration number:..........................................


