MISATO CITY HEALTH CHECKUPS FOR CHILDREN/ =%l fdges 4
Health Questionnaire (for 1-year-8-month-old health checkup)

1Tm8MhARBRZEMZE
Reception: 12:30 p.m. - 1:30 p.m.
ZATHER C FR OB N ~FHR 130D
Place: Examination Room, 1F, Kenko Fukushi Kaikan (Health and Welfare Center)
15 REEURE 16 BYE
*Questionnaire filled out by: Mother/ Father/ Other ( )
* EEAE I R A% ::1¢ )
*This questionnaire must be filled out by one who is currently raising the child.
* COMBERF, BEFBETET T SA A AL TS

Home phone/ B<%E;

Cell-phone number/ #%=E:% (Relationship/ ##: )

Family Structure: Rtz

Please give information about your cohabiting family members other than the child (the___child) subjected
to a 1-year-8-month-old checkup. *AXR(E  F) LS T ABIN TSI RIRICOWLT, FBALTZEW

; What does he/she do?
Relationship Name E()ate/z;?(ljzt? (Occupation, child care center, Health condition
S K 4 Eyyg B H kindergarten, school, etc.) 2 E KR
B XL RER. HRE. ¥
Father ) Good / Bad ( )
R [l (Ager ) £ -hBLY( )
Mother ) Good / Bad ( )
B2 [T (Age: ) £ -hBLY( )
M/F . Good /Bad ( )
5% [ (Ager ) LV BLY( )
M/F . Good / Bad ( )
5% [ (Ager ) LBV )
M/F . Good / Bad ( )
gz | |1 (Age ) - HBLY( )
Grandfather ) Good / Bad ( )
R [ (Ager ) LBV )
Grandmother ) Good / Bad ( )
B I (Age: ) EL-hBLY )
Other cohabitants (Z DD FEEE)
Daytime (Mother / Father / Grandmother / Grandfather / Child Care Center/
Main person who takes care of child Nursery affiliated kindergarten/ Small child care institution/ Other ( ))
THEEE B (B - R - #HE -HAR -REH/ BEELE/ FERA - T ))
Nighttime (Mother/ Father / Grandmother/ Grandfather/ Other ( ))
R’ (B -R-HEE -ER - Z0M( ))
. ( ) Child Care Center/ Nursery affiliated kindergarten/ Small child care institution
Nursery/ Klnderg?rterlenrollment status admission period (from / / Being in child care institution/ Plan to enroll)
BRI ( RBF/ BECELE/ ERFT ABRY (57 F A~ ABEH-AEFH

Matters you would like to consult about at city’s health checkup: B QEEZETHRELI-LN.H
1. Is there anything you would like to consult with a doctor, a health nurse, or a nutritionist?
If you have, please circle all that apply and describe specifically that you want to consult about.
BFEANZONWT, ER, PREERT, 5228 LRIV 3DV E90, BARIZRERRN A 2 FE AL TIZS0Y,

Please describe specifically. (e.g., body, height, weight, head circumference or diet.) \
BAEMIZEALTLZE, B EOZ L, HROFE, HOKX S, RFOZ L)

) ol
H Question for a boy’s guardian:
Are your son'’s testicles (balls) always in the scrotum (bag of skin)? Yes/No / Not sure.
BOFOH—BH (72F) HEIZRE (5<5) KHVETH? [F» - vz - bhbin ] /
“Be sure to complete the following pages. A< R =) 5% W2 skt (3:H8)

BAELEAL TS




2. Do you have any concerns about or trouble with your child’s behavior? Please circle the appropriate
numbers below.
BFIADITENZONWT, R THNAIERLERZEEIHVET D, HTUIEHALDICOZ DT TLEE N,
(1) My child is irritable and often gets cranky./ 7>A 735857 XD
(2) My child has a hard time falling asleep./ E>&73#\ (3) My child cries at night./ &
(4) My child has a habit such as finger sucking./ 7t23%2% (FeL =% 5072L)
(5) My child is restless./ #HEE23720 (6) My child is rough./ HAE5
(7) My child is too quiet./ F&72L9X% (8) My child is indifferent to his/her surroundings./ J& FHiZ#EES.0
(9) Others/ ZnHth( )

Questions about your child: EFEANCEIZOVTHEETRLET]

3. Has your child ever experienced any diseases, injuries or accidents other than a common cold after the
9-month-old checkup? If he/she has, please fill in the blanks below.

97 H WEREZ A LARE , LIS TA ETITHRRRTI A - FilA L EL 7202 HTLEDLDIZOZE DT TITEE N,
(About past diseases/ 77> >7=JiFEIZ OV T febrile seizures/ #WEiF LA, measles/ it L A, rubella/ & L A,
varicella(chicken pox)/ 7KJi, exanthema subitum (sudden rash)/ 225 1E5%9%, others/ ZDfti( )
(About injury/ accident/ }7 - iz o C: fall down/ #fE], fall off/ #ix7%, fracture/ B4,
accidental ingestion/ 72K, burn/ <11 E, near drowning/ 37K, others/ & Dft( )

4. If your child is currently undergoing treatment or being followed-up for a disease at a medical institution,
please fill in the blank below.
BITE, ERHERE IR LUL, Bz o TSR R DY ELTZHFE AL TES0Y,
Disease name: Institution:
i TRL PRI R4

5. Here are questions about your child’s eyes and ears. Please circle the appropriate numbers.
BFIADHEHIZOWT, HTUTELLDIZOZEL TSN,
(1) Do you have any concerns about your child’s eyes?
(e.g., the way he/she looks, his/her eye movement, he/she is extremely sensitive to light)

1.No 2. Yes< >
Hox, HO#IE MR ESLALRE RICBET 2 LEPHVETA Okl @5V ( )

(2) Do you have any concerns about your child’s hearing ability? (e.g. Does your child look back at you
when you call him/her from behind?) 1. No 2. Yes < >
BANDA AT IFATZEE IR )72 VR E BT T 20EAHVET A Ol @5V ( )

6. Here are questions about your child’s development. Please circle the appropriate answer and fill in the
parentheses.
BFIADFEEIHONTHTUTELLDICOZ DT, ( )WIZLTFEETLAL TTESNY,

1 | When did your child start walking? ( Years___months)
HREAED T2 DTN DE T ( 53 A ~)
o | Do you have any concerns about your child’s way of walking? No Yes Not sure
WHRETHNZOWTRUTIRDZEN DY ET ) UALAY- AN N = AN I oY/
5 | Does your child feed him-/herself with a spoon? Yes No Not sure
AT = Zffio TH TREANETN AN ARV SR oY/ oA
4 | Does your child point his/her finger at the things he/she is interested in? Yes No Not sure
PLRDBHLHH D% NTHSLTHEHA T ET X Vx| bbby

Does your child point his/her finger at the things he/she wants, or in the
5 | direction he/she wants to go? gef\ U\[\ul?,{ ggf;gbe\

B TELWSDRATEIN T M EFRSL THR TV E T

Does your child understand what you say in simple sentences and do the following things?

R SREAHMREL T IRDISRIENTEET )N

Does your child understand the following instructions, such as “please throw away

the trash”, “please close the door” or “please turn off the TV"?

OI=FIFTTYL IRTHD T, ITLVETEL T HENDDVET D

Does your child bring a thing to you, when you ask him/her “please bring

oo to me”? (“oo” must be an object that your child can identify.) gef\ U\I\JS{ ggfsyrﬁ

QOARNDBEHIREL THDHDIZONTIOOZFF o> TETI LV ERF> TE TN ET D ~ 5

Does your child point at his/her eye, nose, etc., when you ask him/her,
“where are your eyes?”, “where is your nose?”, etc?
OIBEBEZ? ITBHEZ? | pE LKL FRTESLTHAET )

Yes No Not sure
=R IR ARSI I oY/ BNV N A

Yes No Not sure
[ ESRAN ERAVAY- R I oY/ Y A



Does your child copy what you act?

7| RO THIEEERLET Yes No
(e.g., When you pucker up your lips, does your child try to copy your face?) | £ \» | Wz
(B: AZLNEETAHEDE, BERELIHETD)

Does your child play with toys in a way that is appropriate for each toy, rather

than by just touching or dropping it? (e.g., Does your child make toy cars run or Yes No
8 | cherish and play with dolls.) N NN

BLHLOBENHAELRTD, NEED DV TESRE | fils7 0k L0756

FEOTIIZRL, BOORICEATLEN T 2L £

Does your child bring something which he/she wants you to take a look at?
BRI T iu VE/INDLHEE, EhE RIS

g | (B) " &4 Yes No
s SRR AAY-4
—>
Does your child correctly understand and utter meaningful words (mainly nouns) Yes No
such as “mommy” for a mother, “broom-broom” for a car? =4 LANNIAAY-4

Not sure
P oYIAvAN

Not sure
FoYIAvAN

Not sure
reYINSVASA

Not sure
oY/ SYAN

NYOILE, HEHOZEET =7 =4l BIROOL SH(FICA) 2 EL<E [ please describe the words that

10 | L CTEWET ) he/she can speak.

BIIRLT S5 ELTALTWIZE

7. Please circle the appropriate one related to your child’s daily life and fill in the parentheses.
BAISADAEEEEIZOWT, HTUTEDHLDIZOZ L TTESNY,

BPEAT1 BIZ2 Bk, R#EESRER LIS

gE L E O @Oz

(1)Does your child have breast milk? 1. Yes < > times per day/ Do you start weaning? i) Yes ii) No

BAERA THETN 2. No DIV ([E%E_ A AEowial ToEds i3 ivnz) @OV
(2)Does your child drink form a baby bottle? 1. Yes (formula milk/ cow milk/ other)

FHEE - TNET D 2.No (Canyourchilduse acup? i)Yes ii)No)

O BLV7 A3, 2oty ) @QWNZ (oA M T L V)
(3)Does your child eat meals with a guardian or
: 1. Yes
carer twice or more per day? 2 No

8. Please fill in your child's life rhythm (getting up, going to bed, eating, nap, etc.).
BFSADEIFYA L GEIR 3t - B B2 E) IZOWTRALTUIZEY,

*If your child attends child care institution or kindergarten during the daytime, please fill in ‘nursery’ or ‘kindergarten’ for

daytime hours.
KRFFTCREAATICE > TV D86, AFFORREFIIRERT GERET LRAL TS, .
Getting up Breakfast Lunch Napping Dinner Going to bed
| | | | | |

| | | | | |
() ( ) ( =)y )~ ) ) C )
Play outside ( )hours, Watching TV or DVD for ( ) hours, Using a smartphone and/or a tablet for (
SMIEON )IRefd FLE-DVD HIE( RFH] AR F7 Ly MEH( ke
Questions for you: FETHO®HHEI~B-TRLET]
9. Please circle the appropriate numbers about your childrearing.
BIRICOWT, HTUFFEDLDICOZE DT TS,

) hours.

(1) Do you have occasions when you feel your child charmless or annoying?
@ No @ Hard to say Yes
BFEAEDDVLKRNERELTY, 9oL ST 0ZLITHVETH Oy OfafEb iz @5

(2) Please circle a picture below that represents best your current feeling.
L DOBIRT=OKFFHITIENHDIZ 1 DO% DTS

“Be sure to complete the following pages.
BELIEAL TS




(3) Who can give you advice and help you when you are in trouble? (Check all that apply.).
BRI TNDEXITHHRC I /152 L TS OEE T Ty (BRI W)
1. Partner (Spouse)/ /<—k)— (fifE#) 2. Your parents or siblings/E 73O Bl0x 15720
3. Your partner’s (spouse’s) parents or siblings/ /<—hrJ— (BHE) DFLELH720
4. Friends/& A 5. Neighbors/izfio A 6. SNS or the Internet/ SNS 012 — ok
7. Family doctor/ 7>:0->iFE 8. Public health nurse/fifffi 9. Nobody/zbu 72w
10. Others/ = ofhy( )

(4) Do you have worries or doubts about your childcare? (Please also answer below) 1.Yes 2.No
BRTHMATZYD, Fo720 T 52 L1EbHY ET7» CUTbREALLEZE) Oy @z

/" Even if you are worried, you can solve it. You do not have confidence and you are worried about your childcare)
T/ CTHIFRTES BRICAENRTIARL
You do not know how to interact with your child. The child’s siblings require a lot of work.
ZELEDRDY b b7 SLEBAIRIC A DD

Differences in childcare policies between members of the family.
FIEM OB N I7# DEN
You do not want to be with your child.  You are worried about hitting your child (or likely to hit your child).
\_ &b & RN =< 7 ZELEEIZNWTLENY (29 T) MATWD Y,

(5) Where do you go out with your child for a pleasure or other purposes? (Check all that apply.)
BFEAEHNT 20 FEONATEGINIE Z T30 (R 7))
1. Child Rearing Support Center/ Children’s Center etc./ +& Tk #—, WEEfiel
2. Your/ husband’s parent's houses/ 5%, IO EF 3. Parks/ A[H
4. Parent and Child Class/ Parenting Circle etc./ #l#(=. +B T —2r17pd
5. Large commercial facilities/ KM piZEfisk 6. Local events/ Hsko>{T5
7. Open school/playground of childcare institutions etc./ {£&& & O FER i7e s
8. Nothing special/ $#lZ72v > 9. Others/ Z DAL ( )

10. Please fill in about your lifestyle.
B O OATFEIEIC OV TRRAL T EIN,

(1) Do you have meals that include staple, main and side dishes?
REE DN, FE - IR - REROZEAHSTEBFEZ L TOVETH,
*Staple foods/ 1:£:rice/ ZidA, bread/ #< -, noodle/ %ii%H, etc.%
Main dishes/ F=3%: meat/ A, fish/ £, egg/ I, soybean/ K., etc.%
Side dishes/ Fl3%: Vegetables/ #73%, seaweeds/ i, mushrooms/ % d Z, etc. %5
1. Almost every day/ |ZiZ4:H 2.Eattwomealsaday/ 1 H2&|37 5
3.Eatonemealaday/ 1 H1&/37% 4.1 don't particularly care./ FlZ5UZ L Cu 7gn

(2)When do you eat vegetable dishes?
REE O, WO AE X THET M
1. For breakfast/ #il&of; 2. Forlunch/ B&ok: 3. Fordinner/ ¥ #&nt % 4.1donoteatany/ £~T\in

(3)Do you receive regular dental checkups? 1.Yes 2.No
R#EF O, EMRICHEFRZ A2 Z I C0ET2 L2F 0D 2.2 ThRn

(4) What kind of dental supplies do you use? (Check all that apply.)
RAEE ONT=HMEH L TW D RS ET T2y (#EEIEIE )
1. Tooth paste/ #EEE ¥y 2. Toothbrush/#i~ =~ 3. Dental floss/ 7 % /L7 1 A
4. Interdental brush/#if] 7"~ < 5. Mouthwash/ PEM#  6.0thers/ & DOl ( )

11. If you have any trouble related to childrearing at home now, please describe specifically.
BUE, CHFETEB LBV OZERENHOELIZL, BEXIIZEN,

7~ e.g. iliness, disability, your marital relationship, sibling(s). ™
AP IFLRBEANN DL RIFEHROZ L, ELH72VDZERE




National survey: Followings are questions for national survey under the program “Healthy Parents
and Children 21” of Ministry of Health, Labor and Welfare. We would like you to answer the following
questions. EDRE: BEEFEHEBONEF211ICLE2EREBEE T . UTOBEMIZTHALLEEW

(1) Do you have time to spend with your child in a relaxed mind?
1.Yes 2.Not 3. Notsure
HIatlF oY ELERA TEFSALBIELRENHYFTH DEFELY @ULZE &L LALL

(2) Do you have difficulty in raising your child? 1. Always 2. Sometimes 3. No
HIRTE, BFSATHL T BUKSEELTOETD OV-ObELS . QR4 EESD  @RLARW

(3) A question for those who answered 1 or 2 to the question (5). Do you have any solution such as
consulting a relevant institution when you have difficulty in raising your child? 1.Yes 2.No
(2) COQLEIELIZNZBEELET, B UKSEECTZRETARIEE TN > TNDRE B DffR$ 5 H 152 5> T
WETH QI @z

(4) Do your child's mother and father cooperate in housework and childcare?
BFSADBRSAEBRIMT, BIILE>THE-FREL TV ET )
1.Yes 2.Rather ‘Yes’ 3. Rather ‘No’ 4.No.
OIS @ELEENENZITEIED QLELENEVWZIFEI AL @F bR

5) Do you check and complete your child’s brushing?

REZ L. HH ., FELOME EFBEEEZLTHET N

1. After your child has brushed his/her teeth, you check and complete the brushing.
TN, REESE RTEEZ LTS

2. Your child do not brush him/herself, only you brush his/her teeth.
ZEBDRHSTENTIC, REETZT TEVTND

3.Your child brush his/her teeth alone. 4. Neither your child nor you don't brush his/her teeth.
ZELLETTHENTND L LREA DIV TULRN

(6) Does the child’s mother currently smoke? ‘Including heated tobaccos 1. No 2. Yes (  cigarettes/ day)
BAE, BISAOBREAIRELZ LTVET) $IBXEzvEt OV @i ( A/ H)

(7) Does the child’s father currently smoke? “Including heated tobaccos 1.No 2.Yes( cigarettes/ day)
HIE, BTSADBREAFELL COETA MK IZTb & Oz @iFu( A/ H)

(8) Do you know that many children ages between 18 and 24 months point his/her finger at a thing what he/she
is interested in and try to explain his/her feeling through behavior? 1.Yes 2.No DT @Qvwz
LD 2 B ETOZLDOIEGIT, TNICHBK AR RIS FIESL TER LD ETHITEEZH > TVET 2

9) Do you take any safety measures such as to modify your bath room to prevent accident?
(e.g., you changed a bath room door lock which won’t open by your child.) 1) Yes 2) No 3) Not applied
RERELTRENTORKEASTZODO TR BLIBEORTZZEER— AN THITZRVWILR) 2ENL THYET )
Ol O @i%47eL

(10) Has your child completed DPT-IPV (diphtheria, pertussis, tetanus and inactivated polio) vaccinations
(3 doses for the 15 Term)? 1. Yes 2. No
RS (7707 - | HEE ARG - R A) O F PR G LFIESED) 2% £ L2 Oy QWi

(11) Has your child received MR (measles and rubella) vaccination? 1) Yes 2)No
FRL A« UL A D T Bz EH EL 7o O @OVWNZ

(12) Would you like to stay in this area to raise your child? 1. Yes 2. Rather ‘Yes’ 3. Rather ‘No’ 4. No
ZOHIRT, 5#%b B TEL THERNTT N
DEIE)  @QELLMLEZEZIE)  @LLEnLEXFTIEbR  @EIEDARN

(13) Have you had following incidents at home in the last few months? If yes, circle all that apply.
ZOHDA ORINZ, ZFREETUFOZERBHVELIZD, HTULELLDO TR TUZoz AT TIZEN
1. You brought up your child with too strict discipline./ L7 ®OLiEX »R&H-7=
2. You emotionally hit your child./ Jg&f&rIzri 7=
3. You went out and left your child alone at home./ FL4h)a721&Z s L CoOMELT-
4. You did not give your child any food for a long time./ EFM&HEL 52 7eh -7z
5. You shouted at your child with emotional words./ J&{E1)7e S 5 TR -7
6. You covered your child’s mouth./ 7&E60 0% 53072
7. You violently shook your child./ F+&ba#L<&H=5-7- 8.Not applicable./ %4 L7aw




