CARING CONNECTIONS (rev. 1/07)
12 Month Visit Form

OTTER TAIL COUNTY FAMILY Client ID #

SERVICES COLLABORATIVE

UNIVERSAL HOME VISITING PROGRAM FOR USE BY PUBLIC HEALTH ONLY
Child’s Name: DOB: Date of Visit:

Home Visitor: Agency:

IT this visit was not made during the 12th month, please indicate reason for delay:

CHANGE IN FAMILY INFORMATION (if any):
Change of Address:

Change of Phone #/Contact Information:

Change in living arrangement for parents: Married Separated Divorced Deceased

(circle one)

MEDICAL/HEALTH RELATED INFORMATION:

Did the child complete a full series of shots for 2, 4 and 6 months? Yes / No

Has child received/scheduled 12-month well-child exam by his/her doctor? Yes / No

Has the parent scheduled a 15-month well-child exam? Yes / No
Is child currently covered by health insurance? Yes / No
Does parent have any concerns about child’s overall development? Yes / No

General Health Concerns or Questions Noted by Doctor/Parent since time of last visit:

Was child breast-fed at any time during infancy? Yes / No |If yes, how would you
best describe child’s breast feeding:
Exclusive (no more than 1 or 2 mouthfuls of anything but breast milk in 24 hour)
For how long:
Nearly Exclusive (1 feeding or less per day of anything other than beast milk)
For how long:
Other (more than 1 feeding per day of anything other than breast milk)
For how long:

Why did mom discontinue breast feeding?

PARENT/CHILDCARE INFORMATION:
Is Mother currently employed outside the home? Y/ N Father currently employed

outside the home? Y/ N Note:

Is child currently enrolled in daycare? Y/ N |1f so, approximately how many hours
per week? Note:
Discuss Child Care Arrangements/Child Care Qualification/Suggestions (referral to
Child Care Resource and Referral, if necessary.

Notes:

Date:

Signature of Home Visitor




Client ID #

Child Name:

FOR PUBLIC HEALTH USE ONLY

Home Visitor checklist for 12 Month Visit: X

(Please check each i1tem discussed at visit)

Discuss Childhood Development appropriate for 12-18 mos. Encouraged use of
books, age-appropriate toys and parent/child activities for baby.

Temperament/moods Positive Discipline
Language Development Dressing/Eating Issues
Gross/Fine Motor Development Tooth Development

Discuss Safety Information (as appropriate for age 12-18 mos.):

___ Outlet covers/cupboard locks Stairways/Climbing

__ Plant & Pet Safety Stove/Cooking Hazards
Toilet/bathroom hazards Cleaning/Chemical Supplies

Share board book gift. How often do family members read to this child:

(Daily ) (1-3 times/week ) (Occasionally ) (Rarely ) (Never )}

Provide appropriate referral for family depending on needs, including local
ECFE offerings, PH, ECSE or Head Start. Give family Early Childhood
Resource Card for future reference.

1. Has this family enrolled in one or more ECFE Classes during the past 12
months? Yes / No

2. Did this family participant in Early Head Start or have older children
enrolled in Head Start? Yes / No

3. Has this family consulted with staff from OTC Public Health at any time
since the postpartum or transition visit? Yes / No

4. Does this family have any developmental concerns that may require
referral to Early Childhood Special Education? Yes / No

Discuss parent concerns and resources available for:
Physical/Emotion Health Concerns Family Crisis Issues
Family Planning Concerns Depression Issues

** |s this family aware of First Call for Help and their updated listing of
resources available to all families (soon to be “211” information referral?)

Provide Parent/General Resources and other information, as requested.

IMPORTANT — PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION:
Location of Visit: Single Family Home/Relative Home/Public Health Office/Other:

_ R R o (please specify)
List all persons present during this home Visit (please check all that apply): Father

Mother Others:

Are one or both parents interested in serving on the Caring Connections Parent
Advisory Board? Y/N Name:

Date:

Signature of Home Visitor

FOR COMPLETION BY HOME VISITOR: Please complete and return within 10 days of visit.

Preparation Time: Return completed form to:
Travel time to/from visit: Jane Patrick, Coordinator
Mileage incurred to/from visit: Caring Connections

Time spent at visit: P.0O. Box 394

Fergus Falls, MN 56538

N




