Nurse’s Lead Case Management Questionnaire









District _______________________









County _______________________









City _________________________









Questionnaire Date ___/____/______

Missouri Department of Health and Senior Services 

Childhood Lead Poisoning Prevention Program

(Base Questions on Past 90 Days Activities)

1. Child’s Name ________________________________________________________________________

                                                 Last

       First


Middle

2. Name of Parent/Guardian:_______________________________________________________________


Medicaid # _________________Insurance # __________________ MC+ Health Plan_______________

3. Current Address: ______________________________________________________________________





Street



City

Zip Code

4. How long at this address? ___________________________Phone Number (____)______-___________

5. Previous Address: _____________________________________________________________________

6. How long at this address? ____________________

7. Child’s Date of Birth _______/________/________

8. Blood Lead Level ____________µg/dL  Date sample obtained ____/_____/______

9. Gender: 
Male    Female

10. Child’s Race:
White
Black
Asian or Pacific Islander
Native American.
Child’s Ethnicity:
Hispanic Non-Hispanic

Unknown.


11. Are there any pregnant women in this household?
Yes
No

12. How many other children in the household?


Name



Date of Birth

Lead Level
When Tested

            _______________________
___/__/____

______µg/dL
___/__/____


_______________________
___/__/____

______µg/dL
___/__/____


_______________________
___/__/____

______µg/dL
___/__/____


_______________________
___/__/____

______µg/dL
___/__/____

13. Was your home/apartment built? (circle one)   Before 1950
1950-1979
1980 or After

14. Do you: (circle one)  Own your home   Rent your home/apartment

15. If renting, please give name and address of owner:


Name _______________________________________________________________________________


Address _____________________________________________________________________________


Phone No. (___)______-___________

16. Where does your child spend most of his/her time when away from home?



Day Care Home
Child Care Center    Head Start
Preschool    Relative/Friend      School


Amount of time at location from #16 (hours per day) _______________

 17. The name and address (if applicable) of your choice in #16 above


Name _______________________________________________________________________________


Address _____________________________________________________________________________

 18. Does your child have any of the following symptoms?

	
	Yes
	No
	
	Yes
	No

	Restlessness
	
	
	Diarrhea
	
	

	Severe Restlessness
	
	
	Constipation
	
	

	Restless Sleep
	
	
	Vomiting
	
	

	Difficulty Going to Sleep
	
	
	Stomachache
	
	

	Joint Pain
	
	
	Appetite Loss
	
	

	Concentration Difficulty
	
	
	Weight Loss
	
	

	Unusual Behavior
	
	
	
	
	

	Headache
	
	
	
	
	

	Paralysis
	
	
	
	
	

	Irritability
	
	
	
	
	

	Weakness
	
	
	
	
	

	Tiredness
	
	
	
	
	

	Dizziness
	
	
	
	
	

	Fainting
	
	
	
	
	

	Staggering Gait
	
	
	
	
	

	Clumsiness
	
	
	
	
	

	Convulsions
	
	
	
	
	

	Blindness
	
	
	
	
	


 19. Have you consulted your family physician regarding any of these symptoms? (circle one)   Yes    No

 20. The Name, Address, and Phone Number of your family physician.


Name ________________________ Address __________________________Phone ______________

Pica Tendencies:
 21. Does your child chew/suck on any of the following non-food substances? (check all that apply)

	
	Yes
	No
	
	Yes
	No

	Hands/Feet
	
	
	Railings
	
	

	Thumb/Finger
	
	
	Moldings
	
	

	Pacifiers
	
	
	Magazines
	
	

	Toys/Blankets
	
	
	Newspapers
	
	

	Furniture
	
	
	Dirt/Clay
	
	

	Windowsills
	
	
	Chalk
	
	

	Doors
	
	
	Glue
	
	

	Paint Chips
	
	
	Imported Crayons
	
	

	Metal Based Jewelry
	
	
	Other-
	
	


Eating Habits







     Yes
   
      No

22. Is food stored in original cans, ceramic ware, pottery or pewter? 
 ________
________

23. Is food eaten from cans, ceramic ware, pottery or pewter?

 ________
________

24. Does your child take a bottle?                                                                    ________            ________


25. If so, what and how often ______________________________

26. Does your child take a vitamin supplement?
               

 ________             ________

27. Do you use hot tap water for cooking/drinking or formula making?
 ________             ________

28. Do you use traditional/folk remedies?



 ________
 ________


       (Examples:  Asian-Chuifong Tokuwan, pay-loo-ah, ghassard, bali,goli, and kandu.  

Mexican-azarcon and greta also known as liga, Maria Luisa, alarcon, coral and rueda.  Middle      Eastern-alkohol, khol, surma, saoott, cebagin.)

Interior Environment
29. Has the home/apt been remodeled in the last two years?
Yes
No

30. If yes, describe the extent of remodeling: _______________________________________________

31. In what rooms of the house does your child spend the most time?


Nursery
Bedroom
Playroom
Family Room
Kitchen
     Living Room


Dining Room
Other (specify) ____________________

32. Where does he/she play when playing outside? (list type of surfaces; grassy, asphalt etc)


Playground _______________

Park ______________________


Front Yard _______________

Back Yard _________________


Neighbors Yard ___________

Other (specify) ______________

33. Does he/she put dirt, rocks, plants, etc., in his/her mouth?
    Yes
No

34. Does he/she play with non-toys, i.e. pieces of pipe, etc.?
    Yes
No
Explain_____________

General Home/Apartment Information
35. Any plumbing work done on the home in the last year?
Yes
No

36. What type of plumbing is in the home?


Plastic (PVC)     Galvanized
Copper
   Lead
   Mixture       Unknown

37. Is your home located in or near an industrial area or toxic waste site? (include both former and/or 
current industrial operations)  Yes     No    Don’t Know

38. Is your home/apartment located near a bridge, water tower or other steel structure?    Yes   No

39. Is your home located near a heavily traveled street/highway?      Yes       No

40. Has the use of the adjacent roads changed significantly? (e.g. bypass built which lessened traffic 
on a street)      Yes        No

41. What are the occupations of the members of the household?


____________________________________________________________________________

42. List household members hobbies. (relevant to possible lead exposure)


____________________________________________________________________________


____________________________________________________________________________

These next two questions are to be based upon a reasonable estimate of the Case Manager.

43. How would you judge the housekeeping practices of the family?
Good       Fair       Poor

44. Comments: _______________________________________________________________________

45. What is the overall condition of the home?
Good           Fair         Poor


Comments: _______________________________________________________________________

Person(s) Interviewed:







Relationship

Questionnaire Completed By: (Please Print) ________________________________________________________

Comments/Notes: ____________________________________________________________________________
_________________________________________________________________
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________







Signature:________________________________________
