MISATO CITY HEALTH CHECKUPS FOR CHILDREN/ =#{fiL.4h it

Health Questionnaire (for 3-year-6-month-old health checkup)

3% 6 ™M A R & 2

EREZR

Reception: 12:30 p.m. - 1:30 p.m.
SATEER 0 FHRORE30 S~k 1 H 305

25 BERELSE 1K B2E

Place: Examination Room, 1F, Kenko Fukushi Kaikan (Health and Welfare Center)

*Questionnaire filled out by: Mother/ Father/ Other ( )
*EAE B - X - O )

*This questionnaire must be filled out by one who is currently raising the child.

* COMBEE. REFETET O TSN A RBAL TSN

Home phone/ B=%E;

Cell-phone number/ #%=E:%

(Relationship/ #4#:

Family structure: Rtz T

Please give information about your cohabiting family members other than the child (the___ child) subjected
*RKR(E  F)L T ABSHTOBIRIEICOLT, AL TS

to a 3-year-6-month-old checkup.

Date of birth What does he/she do?
Relationship Name (yyyyimmdd) (Occupation, child care center, Health condition
L] K £ Eyyéﬁy B B kindergarten,school, etc.) ’# E KR
B XL RER. HHE. 25
Father ) Good / Bad ( )
R [ (Ager ) £V HBLY( )
Mother ) Good / Bad ( )
153 [ 1 (Ager ) ELhBLY( )
M/F . Good / Bad ( )
5% I (Ager ) £ -hBLY )
M/F . Good / Bad ( )
5% I (Age ) £ -hBLY )
M/F . Good / Bad ( )
5% I (Ager ) £ -hBLY( )
Grandfather ) Good / Bad ( )
R [ (Ager ) ELrbhBLY( )
Grandmother ) Good / Bad ( )
1B I (Age: ) £V HBLY( )
Others cohabitants (Z D th® FEIEE)
Daytime (Mother / Father /Grandmother / Grandfather / Child Care Center/
Main person who takes care of child Nursery affiliated kindergarten/ Small child care institution/ Kindergarten, Other ( )
during daytime B (B - R - Af -AR -RE/ RECELE/ERFA/HHRE - o ))
FEREE Nighttime (Mother/ Father/ Grandmother/ Grandfather/ Other ( )
®’ (8- R - 88 ER - TOH(
. ( ) Child Care Center/ Nursery affiliated kindergarten/ Small child care institution/
Nursery/ Klnderg?rt?r} ~enroIIment status Kindergarten/ admission period (from / / cld Being in child care institution/ Plan to enroll)
PEIRS ( YRBEF/ BECELE/ AR/ HHE ABERY (58 £ A~ ABH-AERFE

Matters you would like to consult about at city’s health checkup: #H 0§22 ZETH

mLL Y

1. Is there anything you would like to consult with a doctor, a health nurse, or an orthoptist?

If you have, please circle all that apply and describe specifically.

BF-SANTOWT, [EAN, PrEERN, SRR LA L 72N S THY £, BARRRNAZTEAL TTEEW,

Please describe specifically. (e.g., body, eye, ears, height, weight, head circumference, speech, pronunciation)

BAMICRAL TS, ooz, B, B, HECORE, HOKE S, SEOREOZ L)

For a boy’s guardian:

Are your son'’s testicles (balls) always in the scrotum (bag of skin)? Yes/No / Not sure.

BOT-OH—EHN (72F) ITFICEE (5<5) KHVETH? [TV - vz - b
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“Be sure to complete the following pages.
FEEMLEEAL TS ZEW




2. Do you have any concerns about, or trouble with your child’s behavior? Please circle the appropriate
numbers, and describe in details.
BFSADITENCOWTLERZEEHVET D, HTUTELLDIZOZ DT, BN EZFLAL TSN,

1) My child has a habit. (e.g., thumb-sucking, nail-biting)/ 7 E23&H5(FEL .50, T\ Fr55)

2) My child gets stuck for words or falter in her/his words/ SN2 FE5, EH5

3) My child is restless./ #HEZH720  (4) My child doesn't listentome./ &5 Z & &R0

5) My child is a worrier and scares easily./ ~Z2LZA7358V Y (6) My child is too quiet/ L7223 &E%

(7) My child is rough./ 5A1Z9 (8) Others/ ZDAifi( )

Questions about your child: EFSADIETDNTEETRLET]

3. Has your child ever experienced any diseases or injuries other than a common cold after the 1-year-8-

month-old checkup? If he/she has, please fill in the blanks below.

187> H Ve 2 & L% DB LA TR B2 LELTZD, HTUTELLDIZOZ DT TEENY,

(About past diseases/ 7 ->7=JiEUZ OV T: febrile seizures/ #WEIFV 1A, measles/ JFkL A, rubella/ &L A,

~ o~ o~ o~

varicella (chicken pox)/ 7kJ, otitis media/ H H %5, others/ =D ffi( )
(About injury/ accident/ (F72%- Filftiz->u T fall down/ B2, fall off/ #i57%, fracture/ &7, pulled elbow/ JiPFE,
burn/ <21 F &, near drowning/ #37K, accidental ingestion/ F2EX, others/ Z D i( )

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.
BUTE, BEREEBE CIEIR 1 H LT, Bl 2 COBIR RN B LT LR AL TIZS Y,
Disease name: Institution:
[ RN PR B4 ]

5. If your child is currently using a rehabilitation institution about your child’s development, please fill in the blank
below.
BUE, B OWTRBHEEZFIHL TOET D, HVELIELIRALTESV,
Since when? ____ Years old Rehabilitation Institution name:
[ TR WREHEI4 ]

6. Here are questions about your child’s development. Please circle the appropriate answer.
BFIADFHEIIONT, HTULELHDIZOZ LTS EENY,

1 | Can your child say his’lher own name, age, and sex (boy or girl)? Yes No Not sure
H o OIEA O b, MR (O - &) Z#5WVWETh X W A\AY-4 OYINGYAA

2 | How well does your child speak? My child speaks | My child can say
e - N = \ clearly and fluently. single word s
SEIZOWNWTEDLS BWEELET? [ N 35

My child can combine
two words, forming
simple sentences like

My child never
speaks a word.

“Doggies came”. ESSISNTEAD
RESL(H] T T k)
3 | Can your child go upstairs without using such as handrails? Yes No Not sure
FEREDLTICOE D TREZOITNE T 3w ARV OYINSYAA
4 | Can your child stand on one foot for 3 seconds or longer? Yes No Not sure
FRT3MULEESZ ENTEETN = AAY-4 RYINSVA A
5 | Can your child button up large buttons or zip up his/her clothes by Yes No Not sure
him/herself? EA VAR oY, NV
RERRZZITHY, Fv v 7 HADLY TEETH
6 | Can your child draw a closed circle with a crayon? Yes No Not sure
sLarnETERT, AL (M) Z2/#iEEdn [ AAV-SEN I oY/ NV
7 | Can your child wash his/her hands with soap and wipe them with a Yes No Not sure
towel by him/herself? I AT AU

AT AEE > TFEEED, S EWOBIERTE £



8 | Does your child play a role with his/her friends during a ‘making- Yes No
believe game’ such as playing house or action heroes? EEA N4
FETL, b0 —ToZARED [Zo R Tk, REHELUTECET

9 | Does your child have playmates? (Does your child play or show interest Yes No
in playing with other children in parks, squares, etc.?) L W AAY-4
WO ED N E T H

(RERILGETHOF &8 LiEATZY | BBRAR L2 LETDY)

7. Here are some questlons about your child’s daily living. Please circle the appropriate answer.
BFSADEFEEEIZOWT, UTFELHDICOZL TIEEV Y,

Not sure
EOYINSYATN

Not sure
ieYINSYA

and complete the brushing.

(1) Do you check and complete your child’s brushing his/her teeth.

R#EENZELOM EIFEXA4 H L TWEd A | 3. Your child brush his/her teeth alone.
ZELETTEBNTND

ZEH LREE BBV TR

1. After your child has brushed his/her teeth, you check

OB, REEMEETEEZ LTV
2. Your child do not brush him/herself, only you brush

every day? ZELRHEOGTENTIC, REZ T TEBEVYTWS

4. Neither your child nor you don't brush his/her teeth.

(2) Can your child put on and take off his/her clothes 1. Yes 2.No

by him/herself? .
S A THEBEANTEET e e
(3) Does your child have breakfast every morning? 1.Yes 2.No
TR BHESTOET ) VAR
4) Do_es your child eat meals with a guardian or carer 1. Yes 2. No
twice or more a day? NN

BYEAI 1 RIC2 #lE REFCREAL - RIRELLETD

8. Please fill in your child's life rhythm (getting up, going to bed, eating, nap, etc.).
BFSADETFY AL GER ghIT - B9 BRERE) IZOWTRLAL TLZSNY,

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

daytime hours.
KIRBITRCHHEE B> TW LA, AP oRRFIL, REFT GHEE) LTRALTIEI N,
Gett‘ng up Bre?kfast Lurch Napprmg Dlrrner Going II) bed
I I I I I
( =) ) ( =)y )y~ ) )
Play outside for ( )hours, Watching TV or DVD for ( ) hours, Using a smartphones and tablets for (
SMEO IRFRH] TLE-DVD Rl R A2 7Ly MER( WRFHE
Questions for you: ¥BETHDOHLI-~H-FTHRLET]
9. Please circle the appropriate numbers about your childrearing.
BRIZONWT, HTUTEHHDICOF LTIV,

)hours.

(1) Do you have occasions when you feel your child charmless or annoying?
(1. No 2.Hardtosay 3. Yes)
BFESAEDPDWVKRNERELTZY, 9oL LIBT3 528130V ET A Oy OfifEbnz iy @do

(2) Please circle a picture below that represents best your current feeling.
/\@Wm wﬁ% INHDIZ 1 oo%o FEEN
@

3) Who can give you advice and help you when you are in trouble? (Check all that apply).

BRI RS TNBEXTHHROH /152 L TNA O E el T oy (EIRIE )

1. Partner (Spouse)/ /<—h)— (fif3) 2. Your parents or siblings/ HZyO#HL&15720
3. Your partner’s (spouse’s) parents or siblings/ /<$—k)— (BlE#H) OFLET LI

4. Friends/ & A 5. Neighbors/ i A 6. SNS or the Internet/  SNS 12—k
7. Family doctor/ 70>t 8. Public health nurse/ {#f&ffi 9. Nobody/ Febu 7euy
10. Others/ = fih( )

*Be sure to complete the following pages. EEmEHTERAL TS |




10. Please fill in about your lifestyle.
PRiEE DN DAEEEIZ OV TERAL T EN,

(1) Do you have meals that include staple, main and side dishes?
REFEONIX, R - K - BEROEASTZRFEZ L TOET)
*Staple foods/ £ rice/ =i, bread/ /3>, noodle/ #i¥H, etc.%
Main dishes/ F=3%: meat/ 4, fish/ £, egg/ U, soybean/ K., etc.%
Side dishes/ Fl>%: Vegetables/ #73%, seaweeds/ {fi#, mushrooms/ % ® Z, etc.%
1. Aimost every day/ (%i¥f&:H 2.Eattwomealsaday/ 1 H 2 &X79 5
3.Eatonemealaday/ 1 H1&375 4.1 don't particularly care/ FFiZ&UZ LTV Ru

(2)When do you eat vegetable dishes?
TRAEH DNTIT, WORSEEELZ f TV E T
1. For breakfast/ #l& ™Ik 2. For lunch/ B&dK 3. Fordinner/ ¥ £d X & 4.1do not eatany/ £~ T2

(3) Do you receive regular dental checkups? 1.Yes 2.No
TRiH ONT1T, EMRICHEHRZ 22 TWETH LZITTND 2. % TR

(4) What kind of dental supplies do you use? (check all that apply)
PR DT HMEH LT D8RI T Ay (BEEEIZAT)
1. Tooth paste/ &=}y 2. Toothbrush/ %=~ < 3. Dentalfloss/ 7> % /L7 1 A
4. Interdental brush/ #§[f~ 7 2 5. Mouthwash/ #:11#k  6.0thers/ % DAl ( )

11. If you have any trouble related to childrearing at home now, please describe specifically.
BUE, ZFECEE LBRVOZERENHYELIZHFAL TTEENY,
e.g., iliness, disability, your marital relationship, sibling(s).
FEAB IR NDZ L RIGBHRDOZ L, EpH72NDT LAy

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

(1) Do you have time to spend with your child in a relaxed mind? 1.Yes 2.Not 3. Not sure
HEfE, Pof-YELI-RATEFESALBIELRMAHYFETH DIFLY @ULNE ff&drZ ALY

(2) Do you have difficulty in raising your child? 1. Always 2. Sometimes 3. No
Bl BFEAICKL T, B UKEEEC TOOFEI WOLELS i ELD U720

(3) A guestion 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) TOQLMELE AMICBEELET, B USBRUERICHR ER o T0ARE MONORIL T2 AR - T0ETS Oy @z

(4) Do your child's mother and father cooperate in housework and childcare?
1.Yes 2. Rather ‘Yes’ 3. Rather ‘No’ 4.No.
BFSADBRSAEBREMT, BILE>THE-FRELTHET N
OZEEH  @ELENENZITEIES @LLOEMEVZITLIEDR  @FH b7

(5) Do the child’s mother currently smoke? “Including heated tobaccos 1. No 2. Yes ( cigarettes/day)
BE, BPSAOBRES VTBEZ L TOET 2y RINBARZIZZ &5 Winx 1 ( &/ H)

(6) Does the child’s father currently smoke? “Including heated tobaccos 1. No 2. Yes ( cigarettes/day)
BIFE, BFSAOBRIANIEYEZ L CTOETDy  KINAXIXb 5T AVAY- S = UAY A/H)

(7) Do you know that many children of the age 3 to 4 years like to join other children if he/she is invited to join
them? 1. Yes 2.No
3N DAKEHETDEZLDOF LG, OZEE DD bZENITINDAILT B ZEZH->THET A DlFW @z

(8) Does your child have a family doctor?  1.Yes 2.No
BFSAOPPIOTEZTNET OlFn @iz

(9) Does your child have a family dentist? 1. Yes 2.No
BFSADHPIPNIDTEBETNETS Ol I

(10) Would you like to stay in this area to raise your child? 1.Yes 2. Rather ‘Yes’ 3. Rather ‘No’ 4. No
ZOHIE T, %L FBE TEL TNERWNTT M
OIS QLEHLENEFZITEIES QL HLLMNEEZIFEI B2 @5 Bb7pun

(11) Have you had following incidents at home in the last few months? If yes, mark all by a circle that apply.
ZOEDHORNZ, ZFHEETUL FOZERHYELZD, HTULELLOT R TUTOEAHTF TEEN
1. You brought up your child with too strict discipline./ L2>lFOLiEE 23 %-~7-
2. You emotionally hit your child./ J&f& iz
3. You went out and left your child alone at home./ #7212 2L THMHLT-
4. You did not give your child any food for a long time./ EF&HEL 52 7eh -7z
5. You shouted at your child with emotional words./ J&{FH7: 53 TR -7
6. Not applicable./ %4172




Questionnaire about your child’s dental health
3-year-6-month-old health checkup

ERH IO MARMMSE EHRMK

Below are questions about your child’s dental health. Please circle the appropriate answers.

BFSADIETHEBRALET, HTUTFEDHLDIZOZEDIF TS,

1 Has your child stopped breastfeeding? Yes No
ZIFLTOETH, =@ AV
o Does your child suck his/her finger? No Yes
BFIAFFBLOSYELETH LWL A =yA
Question about snacks:
BYonZéizonwTsELET
1) Does your child have a fixed time and frequency for snacks? Yes No
BRSEFECRIEARES>TNESTH [H0) WS
2) What snack does your child eat almost every day?
3 FIFBEHBRTWSEPDIEHATT M
V.egetable sticks/ E]’%Zv‘-»r‘yb, Candies/ & & , Chocolates/ F¥3aL —F,
Rice balls/ #1zFY, Rice crickers/ AR, Gummy candies/5's, Ramune candy/ S4%,
Steamed sweet potatoes/ #ZALL 4, _
Small dried fish/ /&, Fruits/ 849, Caramels/ v,
Others/ = ts( ) Snack food/ xF+vIEF
Does your child drink 500ml or more of lactic acid bactarial
, . No Yes
4 beverage, soft drink or ion beverage a day? N [0\
AR Vo —R-AFVEEE 1 B 500mILL EBRATWESH
Yes/ (F\L)
Please describe
specifically.
BRMICEEAL TS ZEW
5 Do you have any concerns about your child's mouth? No 4 )
BAODIETRITRDIEEHYET M LW A
- )




