Patient Name: DOB:

2 YEAR CHECK UP
m or markers? No/Never tried
| Sometimes
Yes
n your child point to if you say, None
re is your nose?”... “feet?”... 1-2
; 3 or more
this?” and showed things like a None
on, cookie, chair, or light, how 1.3
ings does he or she say? 3-4
5 or more

Ceep Going!

Walks up on own

Holds rail or needs one hand held
Crawls or needs two hands held
Not around stairs

it is time to put No
' Sometimes
Most of the time

her such as taking a No
g & truc carry things, or Uses one toy at a time
P Yes, uses two toys together
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