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Please fill out this form with a ballpoint pen and bring it on the day of the checkup.

BEE / English

3SMRBRZSE MHR2E e F ] H
Checkup Date o " >
Health Checkup Questionnaire / /
. ROAH R 7 Z o ( )
for 3'Year'0|d Chlldren Completed by | Father / Mother / Other ( )
R i A H
& D Bi5 YYYY MM DD
Furigana e / /
o9 ok % v | Date of e % A
BFIA K4 OBoy O Girl Birth Age: years months
2WT Name Child No.
About Your (Birth Order)
Child gt
: ey - g |EH 1
Address/ |Kawasaki City Ward
Phone
Number TEL ( )
LENOZORGUIH Y T4 N3 [EQA
Does your child have any congenital conditions? No / Yes
JowhAzRI LA LRHY 3D, Wz AR
Has your child ever had convulsions? No / Yes
ALZLRT P —MlEHREEbh L iZdH ) T3, Wz R
Have you ever been told that your child has asthma or atopic dermatitis? No / Yes
Y y
BEAE R BUTLAXF—COVTRBR Y RIEDRH Y T D, NV [E4N
Medical Do you have any concerns about your child’s food allergies? No / Yes
History, etc. | o nE CHELTHBLIC o722 L BB Y T2, NV [E4N
Has your child ever been taken to a hospital due to an accident? No / Yes
BEAE  XBUERRE B L T 2 RACRBHME T oRRrd 256 [H] m -
BERLCKEIw, OHAE. ZOoNEE () PICTHRALEI W, No / Yes
Past Medical History
*Please select “Yes” if your child has an illness that currently
requires treatment or is under medical observation.
If “Yes,” please provide details.
R BTbY ( »H) My EFE ( »A)  ARmMY (Y - 7mL)
5 %’%ﬁ’@ ol OB B REEE LD RO DT (B )
e;i:::::: a Sitting without support ( months)  Walking independently ( months)  Stranger anxiety (Yes / No)
At what age did your child begin speaking meaningful words? ( years months)
’fnﬁ?’% 1 BIECIEI R VT ATRRE T, (E4 Bz
Devel?):r:lent Can your child eat by themselves with little spilling? Yes / No
2 F4EfO 2 &b L RFEATE LT, E4S AR
Can your child have conversations with children of the same age? Yes / No
SENMENATVZ LW LIRS Y T2
Xalazr—va VMo, XEEFS v, EXEFCE v, RARICHKE RS v, 12
K . B, REREOLEGHBEED NI ZERL TS, Y s
RS 3 Po you have ar:y concerns that your child’s speech i§ Qelayed? o No / Yes
Mental and Please select “Yes” if you have concerns such as difficulty communicating, not
Neurological speaking in sentences, not understanding speech, lack of interest in picture books,
Developgment stuttering, or pronunciation issues.
4 fAIcHESTLEZAD T N Wz
Does your child tend to want to do things themselves? Yes / No
5 OEL A RZRLEZYD, BNDZLEHY £, Wz QR
Does your child show strong anxiety or fear? No / Yes
6 OECRHELBECTHRZ L IZH Y 3D NS [EOR
Do you have trouble with your child being extremely aggressive? No / Yes
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Please also complete the back.
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7 | Do you have trouble with your child being extremely restless or unable to No / Yes
concentrate?
*Please select “Yes” if your child gets lost or has difficulty listening carefully.
LR, s, CEVCARMY ZT2AER->TWEZERH Y 30, XOEWLE, pALSL, &7
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8 [Does your child have problems such as thumb sucking, nail biting, or extreme
; * N po : No / Yes
stranger anxiety? * Please select “Yes” if there are habits, tantrums, strong
preferences, severe picky eating, or other concerns that affect daily life.
KIROEMAE VDL D TLAEMY T2,
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Does your child tend to want to dress themselves? Yes / No
*Please select “No” if your child is unable to dress themselves.
q0|XFTEs EmEmTochE, Oo CHUBTE LT h, EUTRNA S
Can your child engage in pretend play such as playing house or superhero play? Yes / No
2SN qq [FAHCRIC Qe S LRAB D 23D Y3 IS b b
(B -3 Do you have any concerns about your child’s hearing? No / Yes / Not sure
gﬂgg;i‘;"nas' 19 | FFECOTIAN LS LRES Y 2T, VLZ - Y - bbb
(Eyes and Ears) Do you have any concerns about your child’s eyesight? No / Yes / Not sure
LA MEATRERZHEIIS Y 352,
13 KA APINCz0A 2 b 23b T Tz ] ZFEIRL TLZE 0, 4N Wz
Does your child chew well when eating? Yes / No
*Select “No” if your child tends to swallow food whole or keep food in their mouth.
RESNEL LERICOWTLEAZ L 25D T4, .
. . . NS E3N
14 | Are there any concerns about meals, such as being a picky eater or having a small
. No / Yes
appetite?
Hofay (Ya—27kE) 2 XHRAET D2,
15 | X1 ASEELESA T2 BEE TR ZERLTCES 0, wnz e
Does your child often drink sweet beverages (juice, etc.)? No / Yes
*Please select “Yes” if your child drinks these three or more times per day.
16 BEDHB L > ZRid > THID & E 32 [EQN AR
Does your child let you know when they want to urinate during the day? Yes / No
17 EREHETHE 32, (EYN N3
Does your child have bowel movements every day? Yes / No
18 WA EPLFRVE LT T D, [ES Wz
A EEE Does your child brush their teeth and wash their hands? Yes / No
Daily Habits RiEH2, BH, HETEEEZ LTI Th, OHEFBEZLTWZ (ZEBBV K, REEPHETEEZZLTw3)
@z Y PBASTE,LTIC, REFLTTHE TS
@ DL TE TS
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19 | Does a parent brush the child's teeth (1) Brushing is finished (A parent finishes brushing after the child
every day after they brush? brushes)
(2) Only a parent brushes; the child does not brush themselves
(3) The child brushes alone
(4) Neither the child nor a parent brushes
20 [ fr DIRFfE & oo T 372, wHT 3 P T
Are snack times fixed? Yes / No
W E B &L R B R & T A e sl L
21 (pj it our h:k;l’ " k , time d bedti Pt ST ( )
ease write your child’s wake-up time and bedtime. Wake-up time (around ) o'clock
Bedtime (around ) o’clock
BYTEARTLERHIM, 27y b, A=} 74 vEE 1 H2HMU EATOE T2, Bk s
22 | Does your child spend more than 2 hours a day watching TV, videos, or using tablets
No / Yes
or smartphones?
- gg | P T EAMIRE M ERFERNTLIT A
~ Does your child eat meals containing vegetables? Yes / No
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Please fill out this form with a ballpoint pen and bring it on the day of the checkup.

(E®) 24 CRECTFEDZTCTREFEEZT LI LB 32, W R QN
Additional Does your child sometimes eat meals without adults at home? No / Yes
ST g5 | EFTC I OBFE (W - RBEDH) LLTRET B - Lz
(Nutrition) Does your child help with meal preparation (cooking, carrying dishes, etc.)? Yes / No

F2Em (&R
Additional 26 SEMARIC 7 v R E LT E 32 E4 NS
Questions Does your child receive regular fluoride treatments? Yes / No
(Dental Care)
WIE, BT IADBRIATREL L T 32, AL 5
27 | XBREABEVEAE, TAhL] ZERLTLE X0y, INO / Yes
Does the child’s mother currently smoke? *Please select “No” if not applicable.
28 B, BTEADBREIADO—HAY 72 Y OBEREIIAA TS 2, ES
How many cigarettes does the child’s mother currently smoke per day? ( ) cigarettes

BE, BT IADBRIALEIEEEZ L T 32,

L »HY

29 | XBRXABVAEVEAIF, ALl ZFERLTLET 0, No / Yes
Does the child’s father currently smoke? *Please select “No” if not applicable.
BIE, BFEIADOBRIAD—HY 72 ) OBYEAREIL A TS 22 ES

30 How many cigarettes does the child’s father currently smoke per day? (

3MALAMEHE TOL DI EH ik, Moz &droFEbhIBES bS53 5] ZLxHlo

) cigarettes

31 TWETh, 4R Wz
Are you aware that most children between 3 and 4 years of age “try to join in play Yes / No
when invited by other children”?

B DR DOOLH DT A TT D, ORIF @%*RIF @rbbldvihy @FLriny @A

32 | How have you been feeling

physically and mentally recently?

Bl lIW o7 L LERSTETFIALBIE 2B H Y £ 3202
Do you have time to relax and be with your child?
BEFIADOBRIARBFIALL XGBATHE T A,

(1) Good (2) Fairly good (3) Neither good nor poor

(4) Somewhat poor (5) Poor

EURERAY S IR A d
Yes / No / Not sure

33

Fw LBz

# (hEEE) |34 [XEHIARCEVEER. Tvwi] Z@ERL TS Y, Yes / No
SFFTORE Does the child’s mother often play with the child? *Please select “No” if not applicable.
Parent (Main BFIADBERILEBFIAL XOBEATHE T D, S W 2
Caregiver) and N s 7o L adE A ‘s 5 e o xs > M Z
Child-Rearing 35 | XBREABVAVLEAR., Tz ] ZRRLTCES W, Yes / No

Circumstances

Does the child’s father often play with the child? *Please select “No” if not applicable.

BYTEADERIAEBREAMZ. M LAE>THKE - HRELTVE @x58> QrborbuziEzriEs
ERN BrbortnziEtrBbhv @%5Bbhwv

36
Do the child’s mother and father cooperate in housework (1) Yes (2) To some extent
and childcare? (3) Not very much (4) No
BlrTlt, BFIACKHLT, BT IZREETE T, L7 RE& &L % WO KL B

37

Do you find it difficult to raise your child? No / Sometimes / Always

38

BT EIRBRUALRRIC, HEREEH T2 E, b1 DMRT 5 EER > TWETH,
When you find child-rearing difficult, do you know how to cope or have someone to
consult with?

=% WL 2
Yes / No

39

B 7D HHE OB ROMHMT 37T 2 @QHXiFchl @QEBELIIHER @EHo A @KA @720 2 OE
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ZofoNEIE () NICTHALE IV, @it d V7w @% oftr ( )

Who do you talk to about child- (1) Spouse/Partner (2) Grandmother or grandfather (3) Neighbor(s)
rearing? (4) Friend(s) (5) Family doctor (6) Public health nurse or midwife
*Multiple selections possible. (7) Nursery or kindergarten teacher (8) Telephone consultation

If Other, please provide details. (9) Internet  (10) No one (11) Other (

40

WO FEH T — 7 Vo FH TR 2 A > T X 374 F INEYE
Are you aware of any child-rearing support groups or organizations in this area? Yes / No

41

COMIRT, SHITFETCELTLELZLTT A, @®z3585 @Qrborrviidzils
Would you like to continue raising your child in this @roortviiEz)Bbiry @z Ebkw
area? (1) Yes (2) Probably yes (3) Probably not (4) No
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Please also complete the back.
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42 |7 @eeiHLYy @RELE LW
How do you feel about your current financial (1) Very comfortable (2) Quite comfortable (3) Normal
situation overall? (4) Quite difficult (5) Very difficult

43 BFIAO»HY DT OEMIZVE T2, Fv s vz - b unzan
Does your child have a family doctor? Yes / No / Not sure

44 BT EADDH Y OF OEEHERIZ V£ 35, Fv s vz - il dunzan
Does your child have a regular dentist? Yes / No / Not sure

45 HRFELWTT 2, B - EBLEDBVZAL - L
Do you enjoy child-rearing? Yes / Notsure / No

4 | TLIELET D B - EBbEbLALL - B
Is child-rearing tiring? Not tiring / Notsure / Tiring
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Is there currently anything you are worried (1) About your child (2) Relationship with spouse/partner

HiEZ3EN]
(FEO
Additional
Questions
(Child-
Rearing)

about? Circle as many as apply. (3) Relationship with parents or in-laws (4) About child-rearing
47 | If Other, please provide details. peers (5) Other (6) No particular concerns
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48 [ How is life with your child? (1) Enjoyable (2) Difficult, but enjoyable

Circle as many as apply. (3) Tiring (4) Often feel irritable (5) Depressing

If Other, please provide details. (6) Unable to feel affection for your child

(7) Other ( )
BRETDIHTHALY, DLW EELEZLEHY T v - vz
Feols, ZoWEE () FICTRALSEI Y, Yes / No

49

Do you have any worries or difficulties related to child-
rearing? If “Yes,” please provide details.

50

REME (—FRREEZED) 2AHOBERMEEEZTALTLEET W,
XIEDHER - RER S 2 A

If you use a childcare facility (including temporary
childcare), please fill in the name of the facility.

*Provide the name of the kindergarten or nursery school.
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Is your child prone to catching colds or wheezing? Do they repeatedly get eczema?
. . ; No / Yes
Have they ever had redness or swelling around the mouth or lips, severe diarrhea, or
vomiting after eating certain foods or drinks? (Select “Yes” if any apply.)
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Has your child, or any of your child’s siblings, parents, or grandparents had asthma, No / Yes

allergic rhinitis, atopic dermatitis, or hives?




