
 

Well Child Check: 18 Month Visit 

Your Child’s Name:    

Please answer the following questions. It will help your clinicians spend more time discussing those 
specific issues that concern  you. PLEASE FILL OUT BOTH SIDES 
________________________________________________________________________________________ 

Does your child run? Yes No  
Does your child walk up stairs? Yes No  
Can your child kick a ball? Yes No  
Can your child feed himself with a spoon? Yes No  

Can your child take some of her clothes off? Yes No  
Can your child scribble? Yes No  
Can your child point to at least one body part when asked? Yes No  

Can your child use at least 4 to 10 words? Yes No  
Is your child beginning pretend play? (feed a doll, push a toy car) Yes No  

Does your child point out planes, birds or other objects to you? Yes No  
Does your child like to play with other kids? Yes No  
Does your child follow simple commands? (“get the ball”) Yes No  

________________________________________________________________________________________ 

Does your child usually drink more than 4 oz. of juice or sweetened drinks daily? No Yes  

How many ounces of milk does your child drink in 24 hours ______________oz. Whole 2 % 1 % 

Is your child completely weaned from the bottle?   Yes No  

Does your child eat meat (such as fish, chicken, beef, or pork)? Yes No  

________________________________________________________________________________________ 

Do you read to your child daily? Yes No  

Does your child show interest in the potty? Yes No  

Is your home child-proofed? Yes No  

Do you usually protect your child w/sunscreen/hats/other measures outdoors? Yes No  

________________________________________________________________________________________ 

How much time does your toddler watch TV/screen?       [ The AAP recommends none. ]    

________________________________________________________________________________________ 

Who provides day time care for your child? 

________________________________________________________________________________________ 

Is your child on any medications or supplements, including fluoride or vitamins? If so, please list below 

__________________________________________________________________________________________ 

Do you have any international travel plans prior to your child’s third birthday? If so, when and where? 

_______________________________________________________________________________________ 
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Well Child Check: 18 Month Visit 
________________________________________________________________________________________ 

 

Does your water contain fluoride? City water contains fluoride. Yes No  

Do you brush your child’s teeth twice a day with fluoridated toothpaste? Yes No  

Do you have any concerns regarding your child’s hearing? No Yes  

Do you have concerns regarding your child’s vision? No Yes  

    
_________________________________________________________________________________________ 
 

Have there been any major changes in your family since last visit? 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 
_________________________________________________________________________________________ 
 
 

 

 

Do you have any other concerns about your child’s development or any other concerns you would like to discuss 

with your provider? 

_________________________________________________________________________________________ 

 

_________________________________________________________________________________________ 

 

_________________________________________________________________________________________ 
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