(1 5% 6 7 A Vi) Questionnaire on Health Checkup for One-Year-and-A-Half-Month-Old Infants

No. Inzai city
© Fill out the following by writing strong pressure due to carbon copy. Date of Checkup: / /
Guide Book No. Sex Date of Birth Born on / /
Furigana Male %5 AH Completed -Year-and- Month-Old
Name of Child Female Birth Order Child
Address TEL
Family Relationship | Name Age | Occupation | Condition | Relationship | Name Age | Occupation Condition
Structure | ¥EH i | R of Health | #%i# FER | RS of Health
E 93 101 f@miknE RmiARE
Main Care Giver in Daytime | Mother f/ Father &/ Grandmother 8/ Grandfather #25/ ( ) Nursery School fRE B/ Others FDfth( )
BROEXLEEE
Filled out by @2 E%8@ALA | Mother B/ Father 3/ Grandmother 88/ Grandfather 83/ Others FDfth( )
Accompanied by HEEIC—#8ICR7A | Mother B}/ Father 3/ Grandmother 488}/ Grandfather $838/ Older Brother J&/ Older Sister 3ili/ Younger Brother B8/ Younger Sister J&/ Others TR )
I . We will ask you some questions regarding the condition of your infant’s health.
1. Condition of Birth &%nh7-KnikEE: Weight ( )g Weeks of Pregnancy ( ) weeks Name of Facility for Childbirth HEERE® ( )
2. Was you feeling all right regarding your pregnancy/childbirth? k- HEZIEATLED. Yes / No
3. Has your infant ever suffered from any serious illness? gcichsorikztmaiksWEss. No / Yes Name of Illness && ( )
4. Is your infant suffering from any illness and currently being treated? BEaBhomERsIETH. No/Yes Name of Illness %% ( )
5. Does your infant any family doctor? H»HWDFERRLETH. Yes Name of Medical Institution E# & ( ) /No
6. Type of having already got a vaccination $¥TI-ZHFhEE Hib (D2®@ Addition) Pediatric pneumococcal vaccine(D@@ Addition) v F g ik
DPT-IPV (D@® Addition) MR (D) Chicken pox k& (D@) Others ( )
II. We will ask you some questions regarding the condition of your infant’ s nutrition and teeth.
1. Does your infant have three meals every day at almost same hour? BERIFIFRE-LEREIC 3 BRATLETH., Yes / No ( )

2. Does your infant have a meal with any principal food and main/side dish?*! &¥ElE, B, 3}, BIEAETZO>TLETH,
Yes, every time BREBDZTULVB. / Yes, at least twice every day. 1 B 2 EIIFFAZTLVD /Yes, at least once every dayl H 1 EIEEAZATULVB. / No, almost. (FEAEFADEL

3. Does the guardian have a meal with your infant 72 {(REBISFIEE—RICREBELDLSICLTVETD.
Yes, almost every time. IZIFETR/ Yes, at least twice every day. 1 B 2 [/ Yes, at least once every day. 1 H 1 @/ No, almost. IFEAELL

4. Does your infant eat any vegetables at each mealtime every day? Yes / No (at least twice every day2 B/ B/ at least once every day1 B/ B/ No BNELY)
1 H 3 RERHEZRATLETD.
5. How many times does infants have any snack every day? Once or twice1~2 [/ Three times or more3 ERl_E/ Never has any snack. BN

FAR(&PD)E. 1 HABRRATVWETH,

6. What does your infant often eat for snacks? Circle any of the applicable items as follows: FIRB(&EPD)RFEAZBATVETH, LSBATNBRENDICOEDIFTTLEELY,
a. Candy / Gummi candy / Caramel candy, etc. & +*FZ+F+FXIVER b. Chocolate, etc. FadL—MA c. Cookie, etc. ZVF—58 d. Junk food RFYIEF e. Ice cream LAYV —L f. Dairy foods FLEm

g. Juice, etc. ¥a—2A% h. Fruit £# 1. Rice, etc. 8% j. Bread, etc. /5% k. Japanese cookie (Senber) ANl 1. Gum Hi m. Others Zoft( )

7. What does your infant often drink? (In the case of drinking 5 times or more per week, write the amount of each time and the number of drinking. In other cases, circle any of the applicable items as

follows.) ERAMIIFZIMATHETH . GA 5 EELDFEE 1 AEEEBEMFTERAL. ThUNMIZLITIABICOEZDIITEEW)
a. Milk &3 5 times or more per week @ 5B E: () mlx () times per day E/H/ 2-3 times per week il 2~3 [/ Rarely drink I AERELL
b. Milk for child-care (including “Follow-up milk”) BREAINI(74+0-7YTEE) 5 times or more per week: () mlx () times per day / 2-3 times per week / Rarely drink

c. Juice, etc.”s Y1—R%§ 5 times or more per week: ( ) mlx () times per day / 2-3 times per week / Rarely drink.

8. Does your infant has a habit of drinking tea and water?  HRPKEREBIBHHVET D, Yes / No ( )

9. Does your infant try to use a spoon, etc. to eat something? A7—=LHRERIFOTRANELSELETD. Yes / No ( )

10. Is your infant good at using a cup.? V72 EFICEATTH. Yes / No ( )

11.Do you give your infant breast milk? BHESXTLETH. No / Yes: When do you give him/her it? EAB( )

12. Does your infant use a baby bottle?HILUA%ERALTLETH. No / Yes : When does your infant use it? EA % )
What is in the bottle? g ( )

13. Does your infant suck his/her thumb or use a pacifier? fEL»AUPELeSsVELETS. No/ Yes:
When does your infant suck his/her thumb, etc.? EA%E( )

14. Does your infant brush his/her teeth (by himself/herself)? #F&%is, liAHHEELTVETH . (AFBET) Yes / No

15. Do you brush your infant’s teeth as finishing? {R#E&ICL2H EIFAHERZTDODRATVETH.
Yes, at least three times. 1 H 3 [El/Yes, at least twice every day. 1 B 2 El/Yes, at least once every day. 1 B 1 B/ No.

1 6 MHEZ—1



16. Has your infant ever received any treatment at a dental clinic? EHEREZBLECLIBVETH. Yes (due to any health checkup B85S/ dental treatment 4% / No

17. Do you ask a dentist regularly to paint fluoride on your infant’s teeth? 7{E¥(7v % ) EMMICE>TLETH, Yes / No

18. Does your infant use any toothpaste including fluoride? 7{t¥(7vR)AVDEAHHEFZFERALTVETH, Yes/ No

19. Write something about your infant’s nutrition and teeth, if any: Z0OfttEsFEENRBEPEICDOIT, RIChBI S HNIETTBALZEL,

1. We will ask you some questions regarding your infant.

1. We will ask you about your infant’s life-style. *Add your infant’s time schedule to the following list (regarding eating snacks, playing, taking a bath,
sleeping(taking a nap), etc)BEFEED 1 BEVATEEL, X TORIC, FR(EPD). BU., 43, BIR(V3HR)GEORKMEEML TESL,

—— —Getting up— — — —Having a breakfast ———————— Having lunch - - - - ————————— Having dinner —— —— Goingtobed ————
(Time: ) (Time: ) (Time: ) (Time: ) (Time: )
5173 MR BR IR nE
2. Do you adjust the rhythm of day/might and sleeping for your infant? SFEEOREDEFVZX LN, BIRVXLISESTVETH, Yes / No
3. Do you usually use any municipal facility (Child Support Center (Kosodate-Shien-Center), Child Center (Jido-kan), disparking a garden of each nursery school,
etc.)?HOER(FHTXIEL 2— RER -BAEMBMLE ) EFRALTOETH. Yes, often uses. / Yes, sometimes uses. / Never uses although knowing. / Never know.
S<HHATS K42fIAT3 HOTHHHALF=CEh LY HASE
4. Does your infant speak some meaningful words such as “Mama (mother)” and “Wan-wan (dog)?” Yes / No
22 (270 1LEDBRDHBZEEFZVSOMELETH.
In the case of “Yes,” number of words: approximately ( ) <5
details of words ( ) ErlZE
5. If you ask your infant about something to know (“What is a dog (Wan-wan)?” etc.) while reading any picture book, does your infant point out the things?
RBALEERT. T770BER? ILEMO>TLDHNEFM<KEIRELLET D, Yes / No
6. Does your infant understand some of easy words said by adults (“Come here’ “Give mé’etc.)? Yes / No
KADESHBRLIEEDDMIETH. (BT, BLILEWERE)
7. If someone calls your infant from behind, does your infant turn back? SLAHSBAEFALRE. IRVRZETH, Yes / No
8. In the time of talking, do you have any worries about your infant’s line of sight, etc.? E&T3H. REHFEDLVLEEDDEHHIETH. No / Yes
9. Does your infant imitate any behavior by someone in TVs or adults? TLEDPAKADLSEZ2RIEULETH, Yes / No
10. Is your infant interested in another child (ex. getting closer to another child)? D FELISET3LEBDERLET D, Yes / No
11. Do you have any worries about your infant’s walking? SERTRICEDAZLRFIHBUETH, No/Yes
Walking while holding on to something: approximately ( )months D=L E( A
Walking by himself/herself: approximately ( ) months vElEHE( B
12. Do you have any worries about your infant’s eye movement, etc.? BIcDWTRICHEAZERRHIETH. No / Yes
Irises are out of the inside/outside / With the eyes half-closed / Tilting the head or looking sideways / Iris looks whitish / Others ( )
REFAPHCTNIS Bzl HZAITTIRBTRS EEHFBE-IEKRAD
13. Do you have any worries about your infant’s hearing? EBOREZRICDOWTRICEDZERHUETH, No / Yes

No-replying even if someone calls your infant many times (AJEFEA TEHEEZL LY Often asking someone to repeat what to say HEELH B
/Larger sound of TVs TLENDEZAELTS / Bad hearing FICAHELVOften suffering tympanitis: ( ) times REREZEVET( )E
/Others ( )

14. (*Only for boys) Can you recognize when you touch your infant’s testicle in scrotums? Yes / No / Sometimes shakes K4

(XBOFDHEDSDRICENE2E2)HERMNETH.

15. Write something to be worried about your infant, if any: FDMBFEIENIET. KiIcLIIEDHNIEIBALIEELY,

IV. We will ask you some questions regarding yourself (person who fills out the form).

1. Circle the most applicable item as follows:

a. Do you often enjoy child-raising? BRAELVWEBAIRAINLLHVETH, Yes / No

b. Do you think child-raising for your infant suits you? HARZOFOBBRICHAWLTLET D, Yes / No

c. Does any of your health conditions affect child-raising now? »&E7IFIRE. BELOMETERICAIRZELHIETH, No / Yes

d. How many hours do you show your infant any video such as TVs, DVDs or Smartphones? Approximately ( ) hour(s) per day

FLEX® DVD, R2—h 74 LEDTEZEDSVRETVETH, 1 H( YRS

e. Do you often read any picture book to your infant? BERORAEIEEILTOETH. Yes /No

f. Do you have someone to talk to about child-raising? B ROMEMFIZVETH, Yes / No

g. Has your infant had a medical examination at any medical institution for a recent half year due to any accident or injury, etc.? No / Yes

CCHEERT, FRPTHLETERBEAZEBLECEHBVETH.

1. Swallow (eat) food by mistake B>THRAAL (BAX3) 2. Fall &53%
3. Burn ®3& 4. Accident in a car due to non-use of a child safety seat FrIIVKY—bR{ERAICEZREDOE
5. Accident in a walk H{THhOEH 6. Tumble &&
7. Nearly drown #h3 8. Others( )

1% 6 /A2 —



2. Write something to be concerned/worried about your infant or want to consult someone, if any:pDELECE, A>TWBZE, HRLAWELEDHUELSBATIZEL,

V. We will ask you some questions regarding your infant. Circle the most applicable item as follows.

*The items (questions) regarding your infant’s health, etc. specified by Ministry of Health, Labour and Welfare are as follows.

1. We will ask you some questions regarding parents’ smoking status. FROBERRICOWTEHMELET,
1) Are you (infant’s mother) a smoker now? IRTE. HL(HBEA)ITRELTWETH, 1. No 2. Yes (smoking ( ) cigarette(s) per day) (1 B #&)
2) Is the infant’s father a smoker now? IRTE. BFEADEREAIISHBELTLETH. 1. No 2. Yes (smoking ( ) cigarette(s) per day)(1 B &)

2. Does the guardian brush the infant’s teeth as finishing every day? {RiEEH. HH. L EIFEEZLTVLETH.,
1. Yes (the guardian always brushes the infant’s teeth after the infant brushes his/her teeth by himself/herself).
T EITEEEZL TV S(FELH B V%, REENME EITEEEZLTS)
2. Yes (the guardian only brushes the infant’s teeth). FELHERTEDITIC, REBLITELTIVS
3. No (the infant only brushes the his/her teeth). FELFEIITELTD
4. No (both the guardian and the infant do not brush his/her teeth). FESHEHIREBESGETUVEL

3. We will ask you some questions regarding vaccination. FPiEEICDOVLVTHREELET .

+ Has your infant already got DPT-IPV vaccine for diphtheria, whooping cough, tetanus and polio (1st period: 3 times firstly)? 1.Yes 2.No
MERS(77I)7 -BAELE - RIGEA - FVA)OFREE(E 1 H9E 3 E)EFEFEELLED.
- Has your infant already got rubella/measles vaccine? MLA *BLADFRHEEZEETEELED. 1.Yes 2.No
4. Do you want to raise your infant at this area in the future? 1. Yes. 2. Yes, if anything. 3. No, if anything. 4. No.
COHRT, SEEFHETELTVELLTID. pae) i io) EESHEVRIEEIRD EESHMEVRIEEIRDEN EI3RDEL
5. Does your infant’s father raise him/her? 1. Yes, always. 2. Yes, sometimes. 3. No, hardly. 4. I can never say anything.
BFEANDEREZAIZ. BRELTVETH, &<POTVS FRPOTLVDS BEAELEL  FEHLAREL
6. Is the door in a bathroom taken any idea not to be opened solely by your infant? 1. Yes 2. No 3. Not applicable & &L %
BEDOR7ZICIE, FELH—ATRHIIZZEDTELVWEILTITRHALTHIETH.
7. Do you have a comfortable time with your infant? 1.Yes. 2. No. 3.1 can never say anything. fAJ&&HLVAELY
BBEARWIENELERATEFEALBIEIREHHIETH.
8. (1) Do you feel any trouble in child-raising? 1. Yes, always.LVD&HEMLD 2. Yes, sometimes. B4 UD 3. No. ULy
HLR, BFESAICHLT, BUKEEZRELTVETH, ! |
(2) In the case of feel any trouble in child-raising, do you know how to solve the trouble such as talking to someone about child-raising? 1. Yes 2. No

BUKSZRULRIC, HEKEHO TLBLE, MSHDBRRTIHEEEM>TLETH.

9. Do you know that most infants aged approximately one and a half years — two years try to point their own finger at something interested in? 1. Yes 2. No

1REDS 2 MAEFTOBLDOFELR. TAHIEEKERIZRIC, IBELTEREALOSETZICEEH>TVET D,

10. Have you ever experienced any of the following events at home for recent several months? Circle the applicable item(s) as follows:

COHMARBIC, CRETUTOZEABIVELED . HTIEDZEDITANTICOZMFITTEL,

1. Too much discipline 2. Spank your infant’s body, etc. emotionally 3. Going out as leaving only your infant at home
LooLiBEHSHo7: 2o b1 [AY = LN RETERICERLTH L

4. Fail to give your infant any food for a long time 5. Emotionally yell in anger 6. Cover your infant’s mouth
REFRFEEALHD DL BiENLEETRIES FEGDOZSHEVE

7. Strongly shake your infant’s body, etc. 8. Everything not applicable as above
FELEHLTEE SO WIFh&ZELEN

[Staff Use Only] A&y 752 AH

Today’s Result of Physical Examination ) ) ]
T Weigh {k&E: kg | Height &E: cm | Degree of Obesity IBSRE: %
*1: What is “Principal food and main/side dish?”: “principal food” (dish mainly made with grain such as rice, % What is “Degree of Obesity?”
bread or noodle), “main dish” (dish mainly made with meat, Standard of obesity and thinness
fish, eggs, soybeans, soy products, etc.), “side dish” (dish mainly based on your height/weight.
made with vegetables, seaweed, mushrooms, potatoes, etc.) + Thinness: -19.9% — -15.0%
*2: Except meals in nursery schools and kindergartens. * Normal: -14.9% — +14.9%
*3: Juice, etc.” include any juices, vegetable juice, isotonic sports drink, lactic acid drink, carbonated drink, etc. * Obesity: +15.0% — +19.9%

In the case of something to be concerned about your infant or want to consult someone, contact the Central Health Center (Chuo-Hoken-Center) (TEL: 0476-42-5595).

1% 6 /A2 —



