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section 1 – child information


MDHHS-6117 (Rev. 5-24) Pilot 	1
	Child’s Name (Last, First, MI)
[bookmark: Text2]     
	
[bookmark: Check1]|_| Refugee	|_| Foster Care



	Date of Birth
     
	Sex
     



	Race
|_| American Indian/Alaskan Native
|_| Asian
|_| Black or African
|_| Native Hawaiian/Pacific Islander
|_| Other
|_| Refused to Answer
|_| White
	Ethnicity
|_| Hispanic or Latino
|_| Non-Hispanic or Latino
|_| Unknown 



	Child’s Primary Address
     
	City
     
	Zip Code
     



	County
     
	Years Child has Lived at Address
     



	Medicaid Number
     
	Healthcare Plan
     
	MiCLEAR ID Number
     



	Primary Care Provider Name
     
	Address
     
	Phone Number
     



	Primary Guardian Name
     
	Address
     
	Phone Number
     



	Alternative Contact
     
	Address
     
	Phone Number
     



	Status of primary residence and owner’s information
|_| Own
|_| Land contract
|_| Rent – if rented, provide property owner name, phone number and address
|_| Section 8 or Housing Choice Voucher



	Property Owner Name
	Phone Number
	Address



	     
	     
	     



	     
	     
	     



section 2 - CAREGIVER AND RESIDENT BEHAVIOR INFORMATION
	1. Person interviewed name.	     



	2. Primary language of household.	     



	3. Was an interpreter used?	|_| Yes	|_| No



	4. List all the people that live in the home. 



	Name (Last, First)
	Relationship to Child (ex. Mother, sibling)
	Age
	Contact Phone Number
	Email Address
	Preferred method of contact? (phone or email)
	Okay receiving text messages? (yes or no)
	Date of last blood lead test (for children under age 19)
	Blood lead test result (for children under age 19)



	[bookmark: Text13]     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	     
	     
	   
	     
	     
	     
	    
	     
	     



	5. Does anyone living in or regularly visiting the household do any of the following as hobby or occupation? (Select all that apply.)
· If yes, educate about the importance of changing out of their work clothes as soon as they get home.




	[bookmark: Check2]|_| Home renovation (HVAC, plumbing, painting)
|_| Glass, metal, or electronic soldering
|_| Stained glass making
|_| Landscaping/gardening
|_| e-recycling
|_| Jewelry making/crafts
|_| Fishing, hunting, making bullets, slugs, or fishing sinkers
|_| Other      
	|_| Furniture refinishing
|_| Glazed pottery making/ceramics
|_| Artistic painting
|_| Welding
|_| Auto repair (radiator or body work)
|_| Target shooting
|_| Construction
|_| None of the above



	6. Does anyone in the household smoke?	|_| Yes	|_| No



	· Second-hand smoke could be associated with increased blood lead levels.



	7. Does the family receive or participate in (select all that apply)
|_| Children’s Special Health Care Services
|_| WIC
|_| Mi Child
|_| Home visiting program (i.e., MIHP, NFP, Healthy Start)
|_| Medicaid/Medicare/SSI/SSDI
|_| Housing Choice Voucher/Public Housing
|_| Transportation Assistance
|_| MI Bridges (select all that apply)	|_| Food Assistance	|_| Childcare	|_| Cash Assistance
[bookmark: Text15]|_| Other social service programs      
|_| None of the above



	8. In the last year, has the child regularly spent time in another home or location? (Type of care includes homes related to shared custody or foster care, preschool and/or childcare at a center, or with a friend or relative.)	|_| Yes	|_| No



	If yes, where (document in the table)?



	Type of Care
	Hours/Week
	Location of Care/Address



	     
	     
	     



	     
	     
	     






	


section 3 – child’s health history
	Blood lead test history [Obtain from NCM database before interview.]
1. List the child’s blood lead test history by providing blood draw dates, type of draw, and lead level.



	Date of Blood Draw
	Type (capillary or venous)
	Lead Level



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	     
	     
	     



	Health History



	2. When was the last time your child was seen by their doctor?
     



	3. Do you have any concerns about your child’s health?	|_| Yes	|_| No



	If yes, explain
     



	4. Does your child have a history of: (select all that apply)
|_| Premature delivery	|_| Autism spectrum disorder
|_| ADHD	|_| Cognitive impairment
|_| Renal condition	|_| GI condition
|_| Sickle cell	|_| Seizures
|_| Iron deficiency anemia 	|_| Other:      
|_| None of the above



	5. Is your child currently taking prescription medications?	|_| Yes	|_| No	|_| Unsure



	If yes, list medications
     



	6. Child’s hemoglobin level
[bookmark: Text3]     
	Level and date of blood draw
     
	
|_| Unsure



	7. Does your child bruise easily? 	|_| Yes	|_| No	|_| Unsure



	· Encourage caregiver to follow-up with provider to discuss hemoglobin and iron level, if necessary.



	8. Is your child current with immunizations?	|_| Yes	|_| No	|_| Unsure



	· If no, assess barriers and provide education.



	9. Have you discussed your child’s blood lead history with their primary care provider?
		|_| Yes	|_| No



	· If yes, ask what was discussed to determine if additional follow-up is required.





	10. Has your child ever been hospitalized for lead poisoning?	|_| Yes	|_| No



	If yes, specify dates
     



	11. Has your child ever received chelation therapy?	|_| Yes	|_| No



	If yes, specify dates
     



	12. Barriers to obtaining medical care: (select all that apply)
· Provide appropriate referral, as needed.




	|_| Lack of medical insurance
|_| Transportation
|_| Language barrier
|_| Cost
|_| Other      
	|_| Cannot find childcare for other children
|_| Literacy
|_| Not convenient for work schedule
|_| Trouble connecting to health services
|_| None of the above




	Focused review of systems



	13. Child’s height and weight
· Estimated height and weight are acceptable.




	|_| Height in inches (in)      
|_| Weight in pounds (lbs.)      
|_| Healthy weight	|_| Overweight	|_| Underweight



	14. Level of attention
|_| Appropriate	|_| Somewhat distractible
|_| Very distractible	|_| Other      



	15. Interest in surroundings
|_| Alert	|_| Somewhat disinterested
|_| Very disinterested	|_| Other      



	16. Behavior
· If “other” behavior is selected, DESCRIBE any instances of impulsivity, difficulty following instructions, or aggressiveness toward others observed during visit.




	|_| WNL for age
|_| Difficulty sleeping
	|_| Irritability
|_| Other      




	17. Does the caregiver have concerns about any of the following developmental milestones?
· If yes, refer to Early On as needed and visit CDC.gov/ncbddd/actearly/milestones/index.html for developmental milestones by age.



	|_| Gross motor skills
|_| Cognitive skills
|_| No concerns
	|_| Fine motor skills
|_| Social and emotional skills
	|_| Speech and language skills
|_| Other      




	18. Current symptoms child is experiencing
· Guidance on the impact of iron supplements and bowel patterns as necessary. If care giver reports constipation, encourage caregiver to discuss with primary care provider. Lead is excreted through the feces and urinary tract, therefore, educate on the importance of noting changes in elimination patterns and dietary habits to encourage proper elimination.



	|_| Abdominal pain
|_| Change in appetite
	|_| Vomiting
|_| None of the above
	|_| Constipation





	19. What is your child’s typical bowel movement pattern?
· Reminder, regular bowel movements can help excrete lead from the body.




	Describe
     



	20. Has their bowel pattern changed recently? 	|_| Yes	|_| No



	If yes, describe and include frequency, color, consistency.
     



	21. What is your child’s typical urination pattern? 
· If child is wearing diapers, note how many wet and dirty diapers is normal for the child.



	Describe
     



	22. Comments about child’s health history
     



section 4 – nutritional assessment
	Dietary Intake



	1. Does your child drink adequate fluids throughout the day?	|_| Yes	|_| No



	· General rule is half an ounce per pound the child weighs.



	2. Does your child take vitamins or dietary supplements like calcium or a multi-vitamin?
		|_| Yes	|_| No



	3. Does your child take any nutritional supplements, herbal preparations, or remedies from another country?	|_| Yes	|_| No



	4. Does anyone in the household use or have access to imported cosmetics, folk medicine, holistic/ayurvedic (ai-ur-vay-duhk) medicine, ethnic foods, or bulk spices?
	|_| Yes	|_| No	|_| Unknown



	(Select all that apply in table below.)



	Ethnicity
	Cosmetics
	Foods
	Remedies



	Latino
	|_| Ceruse
	|_| Tamarind Candy
|_| Chocolate covered grasshoppers
|_| Chile flavored candies
	|_| Alarcon
|_| Albayalde
|_| Azarcon
|_| Coral
|_| Greta
	|_| Liga
|_| Litargiri
|_| Maria Luisa
|_| Rueda



	Middle Eastern, Indian, Pakistani, African
	|_| Alkohl
|_| Henna
|_| Kohl
|_| Kum
|_| Saoot
|_| Sindoor
|_| Surma
	|_| Lozeena
	|_| Al Murrah
|_| Ayurvedic
|_| Balguti
|_| Bali Goli
|_| Bint Dahab
|_| Bokhoor
	|_| Cebagin
|_| Deshi Dawa
|_| Ghasard
|_| Kandu
|_| Kushta
|_| Santrinj



	Southeast Asian, Chinese
	     
	|_| Ba-Baw-San
|_| Chuifong Tokuwan
|_| Jin Bu Huan
|_| Pay-Loo-Ah
	|_| Po Ying Tan
|_| Ginger candy
|_| Plum candy
	|_| Cordyceps (Mushroom)
|_| Hai Ge Fen
|_| Ju Hua
|_| Litharge



	Other
	     
	     
	     



	4b. If any of the above are used, please specify when it was last used, the frequency of use, how it is used, and where it was purchased (location).



	Item Name
	When last used
	Frequency of use
	How it is used
	Where it was purchased or obtained



	     
	     
	     
	     
	     



	     
	     
	     
	     
	     



	     
	     
	     
	     
	     



	5. Complete the following table by identifying the child’s intake frequency for their favorite food or typical selection. Daily intake is food that is eaten every day and is a regular selection. Frequent intake is food that is a common option and is eaten a few times each week. Sometimes intake is food that is eaten once a week or less. Include information regarding meals regularly eaten outside of the home, for example at a daycare or relative’s home. 



	Food high in iron
	Intake frequency 
(D = Daily; F = Frequently; S = Sometimes; X= Never)
	Child’s favorite food or typical selection



	Dried fruit
	     
	     



	Green or leafy vegetables
	     
	     



	Animal proteins
	     
	     



	Meat obtained through hunting
	     
	     



	· Regular consumption of wild game harvested by leaded bullets increases serum lead levels.




	Eggs
	[bookmark: Text1]     
	     



	Beans or lentils
	     
	     



	Whole grain cereal, bread, or pasta
	     
	     



	Food high in calcium
	Intake frequency 
(D = Daily; F = Frequently; S = Sometimes; X= Never)
	Child’s favorite food or typical selection



	Dairy or dairy alternatives
	     
	     



	Breast milk 
	     
	     



	· Lead can be passed through breast milk; consider venous blood draw for lactating parent.



	Formula
	     
	     



	Food high in vitamin c
	Intake frequency 
(D = Daily; F = Frequently; S = Sometimes; X= Never)
	Child’s favorite food or typical selection



	Fruits, fruit juice
	     
	     



	Other colorful vegetables
	     
	     



	Other nutrient rich foods
	Intake frequency 
(D = Daily; F = Frequently; S = Sometimes; X= Never)
	Child’s favorite food or typical selection



	Starchy vegetables, potatoes
	     
	     



	Fiber rich
	     
	     



	Non- nutrient dense foods
	Intake frequency 
(D = Daily; F = Frequently; S = Sometimes; X= Never)
	Child’s favorite food or typical selection



	Candy, sweets, baked goods
	     
	     



	Non-fruit juice drinks or soda
	     
	     



	Fatty or fried foods
	     
	     



	Intake Patterns



	6. Is your child a picky eater?	|_| Yes	|_| No



	7. How often and how much does your child eat throughout the day?
|_| How often?      
|_| How much? (i.e., snacks, meals)      
|_| Unsure



	8. Does your family have food available to them every day?	|_| Yes	|_| No



	· If no, refer to WIC or MI Bridges.



	9. Does your family have access to fresh fruits and vegetables, and other nutrient rich foods?
		|_| Yes	|_| No



	10. Does your child eat produce grown at home or in a community garden?	|_| Yes	|_| No



	Preparation and Serving



	11. Does everyone wash hands before eating?	|_| Yes	|_| No



	12. Where does your child sit while eating?
     



	13. Is produce thoroughly washed prior to use?	|_| Yes	|_| No



	14. Are any pots, serving, or storage containers made from glazed ceramics or leaded crystal or imported aluminum cookpots?	|_| Yes	|_| No



	15. Is a lead service line or are older plumbing fixtures present?	|_| Yes	|_| No	|_| Unknown



	· Visit Michigan.gov/MiLeadSafe/learn/water to learn more about lead in drinking water.



	If yes, describe, answer a thru d. 



	a. Do you run the water through the pipes prior to use for cooking and drinking?	|_| Yes	|_| No



	b. Do you use the hot water tap for cooking or drinking?	|_| Yes	|_| No



	c. If applicable, is formula made from tap water?	|_| Yes	|_| No



	d. Do you use a water filter (either faucet or pitcher)?	|_| Yes	|_| No	|_| N/A



	16. Comments about nutritional assessment
     



section 5 – child behavior information
	1. Where does your child like to sleep, eat, and play? (For outdoor play areas, specify locations including bare soil areas.)



	a. Sleeps
     



	b. Eats 
     



	c. Plays indoors
     



	d. Plays outdoors
     



	e. Plays away from home (ex. Playground)
     



	2. Does your child wash their hands before eating snacks or meals, after playing outside, at bedtime, and naptime?	|_| Yes	|_| No



	3. Has your child ever been diagnosed with pica?
	|_| Yes	|_| No	|_| Undiagnosed, but exhibits pica behavior



	4. Does your child do any of the following?
|_| Sucks fingers
|_| Picks at painted surfaces
|_| Puts painted objects in mouth
|_| Puts soft metal objects in mouth (i.e., jewelry, keys, toys)
|_| Sucks on or eats other non-food items
|_| Eats/chews paint chips
|_| Eats soil
|_| None of the above



	5. Comments about child behavior
     



section 6 – PROPERTY ASSESSMENT [ For questions 9-12, best answered by observation, but ask interviewee if not possible to view.]

	1. Do you suspect this home was built before 1978?	|_| Yes	|_| No



	2. Are there vinyl mini blinds in the house?	|_| Yes	|_| No



	· If yes, educate regarding how imported vinyl blinds can become deteriorated by sunlight or heat and may release lead contaminated dust.



	3. Has the property ever had any of the following testing for the presence of lead?
|_| Paint testing	|_| Soil testing	|_| Water testing
|_| None of the above	|_| Unknown



	4. Does the family wear shoes in the house?	|_| Yes	|_| No



	· If yes, educate about removing shoes at the door to prevent tracking lead contaminated soil/dust inside.



	5. Does the family have a pet that could track lead contaminated soil/dust from outside?	
		|_| Yes	|_| No



	Where does the pet sleep?
     



	6. Is any part of the home currently being renovated or repaired or has it been in the last six-months?
		|_| Yes	|_| No



	· If yes, educate about using lead-safe work practices and hiring a certified lead professional to assist.



	7. Are you planning any renovation work?	|_| Yes	|_| No



	8. Are nearby buildings or structures being renovated, repaired, or demolished?	|_| Yes	|_| No



	· If yes, educate about reducing lead-contaminated dust from entering the home (keeping windows closed, removing shoes at the door, etc.).



	9. Is there evidence the child chews on
· If yes, educate about restricting access to those items.



	|_| Windowsills	|_| Painted woodwork	|_| Painted toys
|_| Painted furniture	|_| None of the above



	10. Are there any areas of peeling or chipping paint where the child spends time indoors?
		|_| Yes	|_| No



	· If yes, educate about restricting access to those areas and disposing of debris if possible.



	11. Is there peeling paint on
· If yes, educate about restricting access to those areas and disposing of debris if possible.



	|_| Woodwork	|_| Toys
|_| Furniture	|_| None of the above



	12. Is there peeling or chipping paint on outside fences, garages, play structures, railings, building siding, windows, trims, or mailboxes?	|_| Yes	|_| No



	· If yes, educate about restricting access to those areas and practicing hand washing after playing outside.



	13. Are there visible paint chips on the ground surrounding the house, fences, garage, or play structures?
		|_| Yes	|_| No



	· If yes, educate about restricting access to those areas and practicing hand washing after playing outside.



	14. Additional concerns regarding areas where the child spends time
     



	15. Comments about the property assessment
     



	Nurse’s Name
     
	Nurse’s Signature

	Signature Date
     



	Local Health Department assigned to case
     



	Person Interviewed Name
     
	Person interviewed Signature

	Signature Date
     




	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group on the basis of race, national origin, color, sex, disability, religion, age, height, weight, familial status, partisan considerations, or genetic information. Sex-based discrimination includes, but is not limited to, discrimination based on sexual orientation, gender identity, gender expression, sex characteristics, and pregnancy.
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