(3 melifER) Questionnaire on Checkup for Three-Year-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 $¥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 FEn | R of Health | ¥ FE | R of Health
E 93 101 AR fRmRnE
Main Care Giver in Daytime | Mother f/ Father &/ Grandmother 8/ Grandfather #25/ ( ) Nursery School fRE B/ Others F0Nfth( )
BROEXLEEE
Filled out by @2 E%8@ALEA | Mother B/ Father &/ Grandmother 88/ Grandfather 83/ Others FDfth( )
Accompanied by HEEIC—#8ICRA | Mother B}/ Father 3/ Grandmother 488}/ Grandfather $838/ Older Brother J&/ Older Sister 3ili/ Younger Brother B8/ Younger Sister J&/ Others F DB )
I . We will ask you some questions regarding the condition of your infant’s health.
1. Condition of Birth &£¥h#mnikE: Weight ( )g  Weeks of Pregnancy ( ) weeks
2. Has your infant ever suffered from any serious illness? g#cichsoriztmaitsWEss. No / Yes Name of Illness && ( )
3. Is your infant suffering from any illness and currently being treated? Rm#EamromaiksvEFs. No/ Yes Name of [llness &#& ( )
4. Does your infant any family doctor? »HUDFERVETH. Yes Name of Medical Institution E##EE ( ) /No
5. Type of having already got a vaccination $¥cicBii-Fo5g#E DPT-IPV (D@® Addition) MR (D) Japanese encephalitis (D@®@) A&z
Chicken pox %% (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-LBREIC 3 BRATLETH., Yes / No ( )
2. Does your infant eat meat and fibrous vegetables chewing well? BN H2BHEEL<BATERNTVETH. Yes/ No ( )

3. Does your infant have a meal with any principal food and main/side dish?*1 &=ElE, B, 3}, BIEAETZO>TLETH,
Yes, every time BREBZTUVB. / Yes, at least twice every day. 1 B 2 BIIFFBZTLVD /Yes, at least once every dayl H 1 EIEEAZATLVB. / No, almost. (ZFEAEFADEL

4. Does the guardian have a meal with your infant 72 {(REZISFIEE—RICRBELDLSICLTVETD.
Yes, almost every time. IZIFHR/ Yes, at least twice every day. 1 B 2 [/ Yes, at least once every day. 1 H 1 E/ No, almost. IFEAELL

5. Do you have your infant help with housework such as cooking, preparation of meals and cleaning-up? Yes / No
FIEPREEM AT EDSFEVEEETOETH,

6. Does your infant eat any vegetables at each mealtime every day? Yes / No (at least twice every day2 B/H/ at least once every day1 &/ B/ No BAN%ELY)
1 B 3 RERHEBERATVETH,

7. How many times does infants have any snack every day? Once or twice1~2 [/ Three times or more3 BLA_E/ Never has any snack. BN

BAR(&PD)Z. 1 HABEIRANTVWETH,

8. What does your infant often eat for snacks? Circle any of the applicable items as follows: FIB(&HPD)IMAEBANTVETH, ISEATVBEDICOZEDIFTEELY,
a. Candy / Gummi candy / Caramel candy, etc. &8 +JZ«F+F X8 b. Chocolate, etc. FadL—rE c. Cookie, etc. 7% —48 d. Junk food RFYIHEF e. Ice cream LAY —L f. Dairy foods FL8¢ M

g. Juice, etc. ¥a2—R8 h.Fruit £# i Rice, etc. T8  j. Bread, etc. /5% k. Japanese cookie (Senbe)) #AAL 1. Gum #Hh m. Others Zoft( )

9. 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.) ERAMIIFAZIMATHETH . GA 5 BB LDBEE 1 AECEBEMFTRAL. TRUAIZLETIABICOEZDIFITEEW)
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”) BRAINI(7+0-7Y7&E) 5 times or more per week: () ml x () times per day / 2-3 times per week / Rarely drink

c. Juice, etc.”3 Ya—RHH 5 times or more per week: ( ) mlx ( ) times per day / 2-3 times per week / Rarely drink.
10. Do you give your infant breast milk or a body bottle? BHFERWAVAEZEATLETH,. No/ Yes: What is in the bottle? HELUA D EHIZ( )
11. Does your infant suck his/her thumb or use a pacifier? fELeSWPELeAVELETH., No/ Yes:

When does your infant suck his/her thumb, etc.? EALHE( )
12. Does your infant brush his/her teeth (by himself/herself)? &F&%i, @AHHEELTVETH, (BHEET) Yes / No( )
13. Do you brush your infant’s teeth as finishing? R#E&ICE2H EIFAHERZTODATVETH. Yes / No

14. Has your infant ever received any treatment at a dental clinic? EHIEREZBLESERBVET D, Yes (due to any health checkup BB/ dental treatment 347) / No

15. Does your infant any dental floss? Fo2#M70RGkESL)EHEALTLETD. Yes, every day. #H / Yes, sometimes. B4 / Never use. ERLTL LY

16. Do you ask a dentist regularly to paint fluoride on your infant’s teeth? 7v{t#(7v % )&RMMIICE>TLETH, Yes (last time BIEA/A: ) / No

17. Does your infant use any toothpaste including fluoride? Z{t¥( 7V )AWDEHHEEEERALTVETH . Yes ( time(s) per day days) / No




18. Write something about your infant’s nutrition and teeth, if any: Z0OEFEFEORBPEICOVT. RICHLBZEHHNIETBALLESL,

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.) HFEED1HERA TS, (FORIC, MR (B%¥) . BU. £33, BR (050) LEORMERAL TEEL,)

— — —Getting up— — — —Having a breakfast ———————— Having lunch - - - - ——————— Having dinner —— —— Going tobed ————
(Time: ) (Time: ) (Time: ) (Time: ) (Time: )
5173 MR BR IR nE

2. Do you adjust the rhythm of day/might and sleeping for your infant? SFEEOBREDEFVX LY, BREVXLISES>TVETH, Yes / No

3. Do you have any worries about development of motion? EEHEEICDVWTRICHRBZERZRHIETH. No / Yes

4. Write the result of eyesight test at home: HETHRADREOERESZALTIEEL,
% On the test, write “O” in the case of being able to see or “X” in the case of being able not to see as above. R27=50, RaAkh>7=dXE:BA

Index #EIE Both Eyes ®H Right Eye #H Left Eye %R
Big x
Small
5. Do you have any worries about your infant’s eye movement, etc.? BICDWTTRICERBZERBHVETH, No / Yes
Irises are out of the inside/outside 2EEHARPHICFNB / With the eyes half-closed B%#i$H3 / Tilting the head or looking sideways B%#TE=WIBE TR
/Tris looks whitish EEHHE>1F<Rx3 / Others( )

6. Write the result of hearing test at home: B TOEHRENERELAL TEEL,
% On the test, write “O” in the case of being able to hear or “X” in the case of being able not to hear as below. MIZz%&50, BICALh>7=5 X &EA

Whisper Test Dog w1 Shoes <2 Umbrella »& Elephant 5 Cat hc Chair W&
EEPERE
Fingers Rubbing Right Ear &E Lest Ear %XEH

Test (RCTVIRE

7. Do you have any worries about your infant’s hearing? BEORBCRICDWWTRICEBZLRIHVETH, No / Yes
Family history of hearing loss #EEDRIXEN$3/ Often suffering tympanitis FE#Z#IBL TLV3/ Nose often stuffed up HEEHSRIEIHHS
Nasal mucus or mouth breathing 8K, OBEIR%Y S/ No-replying even if someone calls your infant {lEEFEA TEHREEZL LY

Often asking someone to repeat what to say B&EL ALY / Large sound of TVs FLENZF %K E<F3 / Bad hearing BICAHZEL/ Others( )

8. Do you have any worries about your infant’s speaking? ZEEICDVWTRICEZZERSWETH. No / Yes (Circle the applicable item(s) as follows:)

(1)Speak only words BEE#£FUMEES L (2)Speak only simple sentences ZEX AL MEEE L (3)Stutter E&3

(4)I have any worries about the infant’s pronunciation #EH4RIck> (5)Others( )

9. Is there any case that your infant cannot understand any of words spoken by you without your movement, etc.? No / Yes
HLIOFSCLENEHRD, BHELEEMA LV EEDSLEWZEAHBIETH,

10.Are you concerned about any of the following items? UTORBTELEZERHIETH. No / Yes (Circle the applicable item(s) as follows):

(1) Biting his/her nails MA#& (2) Finger sucking #§L»4Y (3) Irritability SAH3EL (4) Violence E8&(5) Neurosis ##28(6) Others ( )

11. Does your infant enjoy with anyone such as playing house as speaking some words (“Here you are,” “Thank you for food,” etc.)? Yes / No
FETELET RBVESE L TWEZET ILEDALDPVENBVELETH,

12. Does your infant often play with his/her friends? REELHECETH. No / Yes

13. Does your infant wash his/her hands and put on/take off clothes by himself/herself? B2T. FikUVPERIRDBERELETH, Yes / No

14. Is your infant out of diapers? BEOFLVISENELLD, Yes / No

15. 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
CCEFRT, PP T HLETERBEAZZBLIEIEDHVETH.
1. Swallow (eat) food by mistake Bo>THRAAL (BRX3) 2. Fall &53%
3. Burn #®1& 4. Accident in a car due to non-use of a child safety seat FrAIR—rR{ERICEZREHDDOER
5. Accident in a walk H{THOEK 6. Tumble &&
7. Nearly drown #h3 8. Others( )

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? BRHAELWEBAZBMLLLHIETH. Yes / No
b. Do you think child-raising for your infant suits you? EBREEODFOERICEWNTLETH, Yes / No
c. Does any of your health conditions affect child-raising now? HEIFIRTE. BFE_ LOMETE RICAHIEEHIHVETH. No / Yes
d. How many hours do you show your infant any video such as TVs, DVDs or Smartphones? FLEX° DVD, 22—=b74BEEDNEEZENSSWLREBTLET D,
Approximately ( ) hour(s) per day
e. Do you often play outside with your infant? ##UEELTULET D, Yes / No
f. Do you have someone to talk to about child-raising? BROHKIEFEVETDH. Yes / No

2. Write something to be concerned/worried about your infant or want to consult someone, if any DELEIE, A>TWWAZE, HBLEWCELEDHIEL S TIEEL,




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. HIROBERRICDOVWTEMELET,
1) Are you (infant’s mother) a smoker now? IRTE. HL7=(HHBIANIBREL TWETH, 1. No 2. Yes (smoking ( ) cigarette(s) per day) (1H x)

2) Is the infant’s father a smoker now? IRTE. BFEANEREAISBREL TLETH, 1. No 2. Yes (smoking ( ) cigarette(s) per day) (1H x)
2. 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.
COMET, SHELEFBETELTVELNTIND. 58S EEHNEVRIEEIRDS EBS5HEVRIEESRDEN EBDEL
3. Does your infant’s father raise him/her? 1. Yes, always. 2. Yes, sometimes. 3. No, hardly. 4.1 can never say anything.
BFEADEREAIZ. BRELTVETH, F<POoTVD Ao TL\3 FEAELEL  MEHLARE
4. Do you have a comfortable time with your infant? 1.Yes. 2. No. 3.1 can never say anything. fAJ&&LVAELY
BBEARWOENELER A TEFEALBIEIREHHIETH,
5. (1) Do you feel any trouble in child-raising? 1. Yes, always.WVD&HEKLD 2. Yes, sometimes. B4BLS 3. No. BULL
SL7ld. BFEAICHLT, BTUKEZBUTVETH. ! |
(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
BTUICKEZREULRIC, HEEEHOTVBILE, MSHDRRRTZFHEEH>TLETH,
6. Do you know that most infants aged approximately three years — four vears try to join the play in the case of any invitation by another child? 1. Yes 2. No

SEHMSARAFTTHOBLDFESR. ThOFELISFHEDLDNNIBUICIDZ LTS ICELZHM>TVET D,

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

COHNARBIC, SRETUTOZEDHIELED HTREDEDIANTICOZMFITTTEL.

1. Too much discipline 2. Spank your infant’s body, etc. emotionally 3. Going out as leaving only your infant at home
LoDl EHHo7: =3 o] b1 [AY = A R7ETERICERLTHHLE
4. Fail to give your infant any food for a long time 5. Emotionally yell in anger 6. Cover your infant’s mouth
REFARFEZEAGHOE BIFNLEETRIBO . FEHLDOOZAHEVE
7. Strongly shake your infant’s body, etc. 8. Everything not applicable as above
FELEHLTRE S0 WFhsZELEN
8. (1) Does your infant have a family doctor? FEADHIH)DIFTOEMITVETH, 1. Yes. 2. No. 3.1 can never say anything. fJ&&ULVALLY
(2) Does your infant have family dentist? SFSADHDPIDITOEEIEMIEVLVETDH. 1. Yes. 2. No. 3.1 can never say anything. fJ&&LVALLY
Today’s Result of Physical Examination Weight tE: kg Height B8 om Degree of Obesity IRRIE: o
AHOHFEHAER
*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).



