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BASELINE PART II - FOR PARENTS WITH POSITIVE SPT

Again, who is filling out this questionnaire, your baby’s biological mother or father?
® Mother - T
@ Father Ll ae et
® Both parents

I',t*" :i,“...

I. Questions About Your Baby
1. Since birth, has your baby taken any of the following? If you don’t know mark ‘“No”.

No Yes
M _0lEARS @ ®  Ear Drops | ' e
QI_OINSE @© ® Nose Dr[i}ps L ."LLEA% / 'ani A A~
Q\ COPH @© ®  Cough Syrup
x RASH @ ®  Skin Cream (for rashes other than diaper)
(o0 @ ® Cold Remedy/Decongestant
A ® ®  Antibiotics N
HWR @ @ Other _§1_01SVL!

2. Since birth, mark each of the following shots your baby was given. If you don’t know
mark *“No”.

No Yes

HEPe @© ©@  Hepatitis B

) ® ®  DTP (Diptheria, Tetanus, and Pertussis vaccine)

\ Y WMIBH © ®  Hib (Haemophilus Influenza Type B-Menengitis vaccine)
| Lo\ ® ® TPV (Inactivated poliovirus vaccine)
OCNY © ®  PCV (Pneumococcal Conjugate, Prevnar)
® ® MMR (Measles, mumps, and rubella vaccine)
O, ®  Var (Varicella or Chicken Pox vaccine)
3. ““Was your baby born with any of the following conditions?
No Yes |
U105 vnnT @ @ Birth defect of the heart Vlll')ﬁr"l oS (™ F('F” 7
\ LA ® @ Birth defect of the lungs L :
M ® @ Birth defect of the stomach/intestine
| LUy @ @ Bladder or genital birth defects (defects in the bladder, genital or reproductive organs)

® @ Spina bifida (embryologic failure of fusion of one or more vertebral arches)

0\ ® @ History of bleeding diathesis (spontaneous bleeding from trivial trauma caused by a

detect in clotting or a flaw in the structure of blood vessels)
o @ ® Hemophilia
| ® @® Sickle cell
A ®©® @® Other Q\_ D55 VS

4. How many times since birth has your baby seen a doctor or nurse for a check-up that
was a well-baby visit?

ety © ® ® ® ® ® ﬁl \;"\"1_
R 2 3 4 5 6ormore -7 ' ¢ VI'!=2>'17

Symbol Key: @ Allows only one option to be selected [ Allows all that apply to be selected & Allows selection of response
| Open text box
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S. How many times since birth has your baby seen a doctor or nurse because he/she was
sick?
Q). Un'S1 OUW ® ® ® ® ® ® .'#\ e
1 2 3 4 5 6 or more i Lis' {

-

6. How many rooms (not counting bathrooms and hallways) are in your baby’s home?
O\ _ORuumBl 1-200rmore  Hopose Cher coCter s +?fj

7. In a typical day what is the average number of hours per day that your baby spends in
| YTS the same area as someone else who is smoking? Include time your baby is at someone
¥

else’s house, daycare or in public places around smokers. (Note: Area does not have to
be the same room) [210-24 hours/day ©\_ )5, (0 %

8. How many hours a day does your baby spend in the car?
[2]14 or more hours/day

3 hours/day p OR QT O
(\(ﬂ P 2 hours/day L s iy & o
| |1 hour/day
<1 hour/day

9. When your baby is riding in the car, how often does someone smoke in the car?

® Most of the time L \ \ =\ ( \
f\% ® Occasionally

'~ @ Hardly ever
® Never
10. Since your baby was born, how many total colds or chest infections have your baby’s
brothers and sisters had? . g
{\L" VA / () |
g W ~L/
7Y \Zj: ® No brothers or sisters OR [&] 0 — 13 or more
11. Fill in the chart below for any of the listed foods that your baby has started eating.
Please mark how old your baby was the first time he or she ate that kind of food. If your
baby does not eat any of the listed foods check the box under the chart to go to the next
section. . - T Y
Cold Tabrne by / Tood 4leree—
Has the baby eaten... When did the baby first have this food?
L] Rice cereal? Qi _ VW RIC| [&] 1-6 months Q| _ 1\ TIMA
Oatmeal cereal? O\ |OETS [&] 1-6 months ¢ _ (17T 2
NVEGS & Pureed vegetables (in a jar or made at home)? -6 months () 1y T1L00 3
(- uy 2| L Pureed fruit (in a jar or made at home)? -6 months G\ Ty
L] Eggs? G\ _ || EGGS [A] 1-6 months @1y 110y

B Click on this box when you have finished.

Symbol Key: © Allows only one option to be selected [J Allows all that apply to be selected & Allows selection of response
| Open text box
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12. Please list the places where your baby spends his or her time. You should include all
babysitters, daycare providers or relatives if your baby spends more than 8 hours per
week at an address different from his/her home. Start with your home first. Provide
information for each category for each place. When counting the number of hours the
baby spends at each place include both the time the baby is awake and asleep. We would
also like to know about how many other children are usually around your baby at each
location. If you are not sure give your best guess.

# _
Lotatior decti | Crpo. > BE 4

| L\ |
LN 1| \ ' : ' 'l ' L P I'|

2

Place Hours/week # Children
Place +address with zip code AINumber of | [AINumber of
(For exz«?mple: Home Q112 LOC ) D) ) H OO hours baby other children
123 Main Street ™'~ 14L1 ¥, W-A4017 3 spends there there at the
Cincinnati, OH 45251) “'~1a iy per week same time
Place +address with zip code ; | [AINumber of | [AINumber of
(For example: Babysitter ¢ % - .1 - :'J IO hours baby other children
(1223 Main Sgeet 525 1aliyd } - \ «'spends there there atthe Q\.. \o 11N\ <

incinnati, OH 45251) "'~ '=® &4 v AN per week same time
Place +address with zip code 5 4 @ _1aon0s | BINumber of | [AINumber of
(For example: Daycare center e hours baby other children
123M - Stl‘ | 1-14L) - T, e ’ Qi o VL VN) .
Cincin?:;:i, OH 45251) 3ELVI QW hl.”t;z?ﬁ;etl?ﬂrﬂ Ezii ?::3: |
Place +address 1..=~.‘rith zip code € a1 o0y Ojannod | [BINumber of | [AINumber of
(For exgmple: o adivy | Y STi hours baby other children
12.3 MalniStreet G\ 22T ¢ e spends there there at the v
Cincinnati, OH 45251) Q\\e 7| per week same time

I1. Family Questions
1. Have you had an itchy or stuffy nose or sneezing...
NO YES |
HI.03uLy @ @ during the summer months? '(\, Q
QO nene ® @  when near grass, trees or flowers? \{ ) oY
0P ® ®@  when near animals? /A { — \ i \
r/’j ] (N Yﬂf w
2. Have you had shortness of breath... /
NO YES 'E

LONAY ® @  when near grass, trees or flowers?

® @®  when near animals?
L2060V . @ @ when cleaning rooms, making beds, or when in bed?
W @ @  when hurrying on level ground or walking up slight hills?
| 3. Have you ever been, as an adult or child, diagnosed or treated for ...
i : | NO YES ‘_;"'
WE-WLUNR@® @ eczema? 4

WLUNG @ @ reactive airways?
sl ® @ asthma?

Symbol Key: ® Allows only one option to be selected [] Allows all that apply to be selected & Allows selection of response
| Open text box
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POP-UP QUESTIONS IF THEY MARK YES TO ANY OF 1, 2, OR 3.
Did you have this symptom when you were... (Check all the tlmes that apply )

YL Jula (G2 nniege U Under the age of S 17 - 21 years old? “- “'P%”

_ 5 — 11 years old? Over 21 years old? ¥4- P51 G2 268U

W2-Bduly 1162 45WAL] 12 - 16 years old? -1 FETS | W2-20nER "L oL WED | 2L ISiEEmA |
' l':.:“-"h ) | U4 LONEHE UL ZHYL %'*'J"_ 0. D9LANH oy

The following questions are to give us a better idea of possible conditions and exposures of your baby
while you were pregnant. If there are any questions you not wish to answer just mark “Refuse”.

4. Did you (your baby’s mother) have prenatal care?

| ® NO

LWl M URKE @ YES # - - (
® REFUSE % | e fft
POP UP IF YES

About how many times did you (your baby’s mother) see a health care provider (for example a
doctor, nurse or midwife) prior to delivery?

10 or more

5—-9times QA_YI1WHEN P (
I —4 times [ e { -
None

5. How mucP welght did you (your baby’s mother) gain during pregnancy? [2] 1bs (include refuse)
<

j‘ll. II"-"IE'I

6. How many cigarettes did you (your baby’s mother) smoke per day for the:

-Abol TS 3 months before pregnancy Refer to Smoking Pop-Up Section on Part I
Wi BMTS First three months of pregnancy Refer to Smoking Pop-Up Section on Part 1
CABOTS Second three months of pregnancy Refer to Smoking Pop-Up Section on Part I

). \ ‘;i‘ "' Last three months of pregnancy Refer to Smoking Pop-Up Section on Part I
Y/ ® REFUSE @3 _wH»RYLS
o/
Q\g“}‘ /7. How many alcoholic beverages did you (your baby’s mother) drink per week for the:
\i 3 months before pregnancy A 0-35 drinks Gad —~ 1YAMTS
\ First three months of pregnancy 0-35 drinks @2 - 13HMIS
Second three months of pregnancy 0-35 drinks Qo 13RS
Last three months of pregnancy 0-35 drinks Ga_ 14AMTS
® REFUSE

; o1 044

Symbol Key: @ Allows only one option to be selected [J Allows all that apply to be selected & Allows selection of response
| Open text box
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8. Did you take any of the following during pregnancy?
[IF YES TO ANY OF THE FOLLOWING POP-UP QUESTION WILL APPEAR]

No Yes Refuse

Antibiotics

Marijuana (Hashish)

Narcotics (opium, morphine, heroine)
Depressants-downers: (barbitrates, tranquilizers)

Hallucinogens (PCP, LSD, Ecstacy)
Steroids

other_¢.

other_GJ 84SV

PPPOPOO®O O ®
PPOPPOO®O®®
PPPPPOO®O®®

Stimulants-uppers:(cocaine, crack, crank, amphetamines, methamphetamines)

POP-UP QUESTIONS
FOR ANTIBOTICS: How many times did a doctor prescribe you antibiotics while you were

pregnant? [&l1 — 10 ormore (.0 5|11 o0

FOR ALL OTHER DRUGS: About how often did you take this while you were pregnant"

First three months of pregnancy [2] Option list below <2
Second three months of pregnancy [2&] Option list below ¢
Last three months of pregnancy [&] Option list below
@ REFUSE Qa-83Q¢c}
Option List
More than 1 time/ week
|l time/week A

2 — 3 times/month
| time/month
[ess than 1 time/month

Symbol Key: @ Allows only one option to be selected L1 Allows all that apply to be selected [& Allows selection of response

| | Open text box
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or the following questions mark “No” if you don’t know.

F) Ne. l"I;L"“?.’L(
C‘L'{'. . E,,"‘r :

ey _1 industries?
C7ye Baby’s Mother
Industry / Job Before baby’s birth  Currently Baby’s other caregivers
W W L1030\
Animal Breeding/ Handlmg{ Y1, ®No ® Yes ‘®No @ Yes ©®@ No ®© Yes G2-113@0}
Veterinarian LV WWWH @ No © Yes @2-008® No @ Yes @ No © Yes G2 113804
Baking YRS @ No @ Yes @ No @ Yes @ No ® Yes G2 113003
Coffee Processor e UHIBOH @ No @ Yes o+ @ No @ Yes ®@No ®© Yes 2 113304
Grain handler Wa  UMAYCH @ No @ Yes S ®@No @ Yes @ No ®© Yes (2 1y 364
Grain milling 22 00730l @ No @ Yes Oo@No @ Yes @No @ Yes@2_-\\JT
Vegetable oil production®. Hu' '@ No @ Yes o1 @No @ Yes @No © Yes Gz 113807
Detergent enzyme production " " ® No @ Yes -+ @No ® Yes @ No @ Yes 2111y
Laboratory worker /% ' U'l ® No @ Yes 7@ No @ Yes @ No @ Yes @2-113509
Leather maker SO @ No @ Yes @ No @ Yes @No @ Yes @z 113831
Woodworking ) UHIGY) @ No @ Yes - ®@No @ Yes @No @ Yes G2 WH&
| Pharmaceutical production®. 52® No @ Yes : ®@No @ Yes @ No © Yes 2. \\3813
| Plastic processing ~ “4-" B 1p ®No © Yes 1 @ No @ Yes @©No © Yes @2 1 3H)3
| Printing Q1 O M,L‘ ® No @ Yes “4“®No @ Yes @No © Yes @2 _WJIRIY
;F
( 12. Does anyone living in your baby’s home have any of the following hobbies?
X Woodworking? © No ®© Yes @2 -\2\
\ Horseback riding? ©No @ Yes Q2 _1apme AW
“w\ Animal raising or breeding? ® No ® Yes ¢, 3\,

Symbol Key: @ Allows only one option to be selected

. During the two years prior to your baby’s birth, did your baby’s mother work in any of the
~following industries?
- 10. Does your baby’s mother now work in any of the following industries?
? 11. Do any of your baby’s other caregivers (such as biological father, step-father / step-mother,
grandparent, or your significant other) who live with your baby work in any of the following

Open text box

Allows all that apply to be selected
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