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Health Checkup Questionnaire for 1-Month-Old Infants

*Please complete this form on the day of the health check.
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Name of Child Maternal and Child Health
Handbook No.

( No. on the supplementary
booklet cover)
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Date of Birth / / Boy / Girl Child No. (Birth Order) ( )
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Name of Guardian Address
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Contact Information (Mother/Father:
)
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Birth Details Gestational age ( weeks days) Birth weight ( ) 8
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Congenital Metabolic Disorder No abnormalities / Vitamin K. Administered /
Screening Results Abnormality administration Not Administered
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Newborn Hearing Screening Results | Right (Pass / Refer) / Left (Pass/ Refer)
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*If referred, please complete: Have you had a detailed examination? (Yes / Scheduled / No)
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Feeding Methods: - Breastfeeding to times per day
- Formula to times per day (approx. ml per feeding)
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1. Does your child drink plenty of breast milk or formula? Yes / No
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2. Does your child cry with a vigorous voice? Yes / No
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3. Does your child sometimes suddenly stretch their arms and legs and start crying
when hearing a loud noise? Yes / No
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0 95 4. Do your child’s lips sometimes turn purple when drinking breast milk or formula, No / Yes
38 [or when crying?
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) ;‘E 5. Have you ever felt that your child’s body is unusually floppy or stiff? No / Yes
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6. Has your child continued to have pale yellow or pale cream-colored stools (Stool
color cards 1-3)? No /' Yes
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7. Does your child sometimes stare intently at your face? Yes / No
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8. Does your child move their arms and legs vigorously when undressed? Yes / No
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9. Does your child’s mother currently smoke? No / Yes (Ifyes,_  cigarettes/day)
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10. Does your child’s father currently smoke? No / Yes (Ifyes,_  cigarettes/day)
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11. Do you avoid soft bedding that may cause suffocation, and place your child on their
back to sleep? Yes /- No
12, V7 7%~y F -2 0b % big, b LORBEMIckE s AvEScTRLCwE T Y
12. Have you taken measures to prevent fal.ls from sofas, beds, or baby carriers, and to Yes / No
§ prevent your child from becoming trapped in gaps?
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é 13. Do you have time to relax and be with your child? Yes / No
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£ o | 14. Do you feel affection for your child? Yes / No
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EI—EIE é" 15. Do you ever feel anxious or find child-rearing difficult? No / Yes
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i 5 | 16. Do you have anyone you can easily talk to or get support from about child-rearing? Yes / No
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Jﬂ% "= | 17. (For parents/guardians with other children) Do you have any concerns about your *
o . . . No / Yes
IR other children that you would like to discuss?
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'§ 18. Do the child’s mother and father cooperate in Yes / To some extent / Not very much / No
z housework and childcare?
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A | 19. Have you ever been unsure how to respond when your child does not stop crying? No / Yes
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20. How do you feel about your current financial Very comfortable / Somewhat comfortable /
situation overall? Average / Somewhat difficult / Very difficult
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21. Do you have any trouble sleeping yourself? No / Yes
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22. Please write anything you are worried about or would like to discuss.
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23.2 2 AEA S 3 PHIEEONEICO W T IHFEAITT 5 QRT3
23. Do you know the details of the vaccinations that begin around 2 months of age? Yes / No
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*This questionnaire will be retained by Kawasaki City. You may be contacted by the Community Care and Support
Center regarding its content.

*Personal information will be managed appropriately in accordance with the Kawasaki City Personal Information
Protection Ordinance.



