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  6. Do you have concerns about your baby’s vision? If yes, explain:                             O YES             o NO 

 

7. Has your baby had any medical problems in the last several months? If yes, explain:      O YES      o NO 

 

8. Do you have any concerns about your baby’s behavior? If yes, explain:                         O YES       o NO 

 

 

9. Does anything about your baby worry you? If yes, explain:                                          O YES             o NO 


