Health/Development Questionnaire for Your 10 Month Old
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Fill in the bold—framed area and circle the appropriate answers. Please fill in the back of the form as well.

Baby

COF7T—MIBAShZAEELI-TT M
Who is completing this questionnaire?
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Mother/Father/Other (

)
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Who is attending the checkup with the baby? Mother/Father/Grandparent/Other ( )
(SYH) family name given name
BFEA -
DE# 2
Name of the Address
baby
E£E BEE ( mobile / home )
Nationality Telephone
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Date of birth | ¢ %"/ """ /%) Nypale / FemallYour 1st, 2nd, 3rd, or __|  E-mail
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Is your baby attending daycare?

No / Yes ( Name of the facility:

)
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Name of family member]Relationship|

S
Date of birth / Age
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Condition of health

BE. ¥R REE. YHRES
Occupation, school,
kindergarten, daycare, etc.

R (Year/Month/Day) Age |B-saEdh( )
Rk Father / / . Healthy/Receiving treatment for(
XAROHESD 15 (Year/Month/Day)  Age |g-iaf&e( )
Family Mother / / . Healthy/Receiving treatment for(
(PeclJpIe VYhO (Year/Month/Day) Age |B-saEdh( )
I’f:lde with / / . Healthy/Receiving treatment for(
e baby) (Year/Month/Day) Age |B-saEdh( )
/ / . Healthy/Receiving treatment for(
(Year/Month/Day) Age |B-saEdh( )
/ / . Healthy/Receiving treatment for(
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Immunization record (Circle the vaccinations your baby has received.)
D BCG (@ Diphtheria/Whooping cough/Tetanus/Polio/Hib vaccine (DTP-IPV-Hib) ( 1st, 2nd, 3rd )
@ Pediatric pneumococcal vaccine ( 1st, 2nd, 3rd ) @ Hepatitis B vaccine ( 1st, 2nd )
®) Rotavirus vaccine ( 1st, 2nd, 3rd )

SETHM /R CA21=HD)

Bl -

HY (FE:

Has your baby had any medical problems? ( Include illnesses that have been cured. )
No / Yes (Name ofillness :
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Is your baby currently receiving medical treatment?
No / Yes (Name of illness :
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Has your baby ever had a seizure?
No / Yes (Number of times
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Please answer the following questions about your baby’s development.
1 BHTEELN>TTHYFETH
1. Does your baby sit up on his/her own?
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2. Is your baby stable when sitting and does he/she play in a sitting position?

® other ( )
EfmEA: )
Name of the hospital/clinic :
EfHEA: )
Name of the hospital/clinic :
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time(s) Accompanied with a fever : Yes
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Yes
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/ No
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3. Does your baby crawl on his/her stomach, crawl on hands and knees, or move around in a sitting position? Yes / No
4 DHQFELEDEIH>THVETH [ELy = L\WWVE
4. Can your baby stand up when you support him/her? Yes / No
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5. Does your baby stand up by him/herself while holding onto something? Yes / No
6 ELWHEELFETH [E{ANEINAYAV-4
6. Does your baby walk around while holding onto something (like furniture)? Yes / No
7 BIBEASLIET.INEWVEDEDEAFTH [E{ANEINAYAV-4
7. Does your baby pick up small objects using his/her thumb and index finger? Yes / No
8 B OTVLEHMADLBILNEVNSDEIEHYET M [ELy - LW
8. Do you have any concerns about your baby’s eyes or vision? Yes / No
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9. Please describe your baby's reaction to the hearing ability test (whisper test) as shown on the attached paper.
(@ Does your baby turn around when you call his/her name? Yes / No / Not sure

@ Does your baby turn around when you say “Shhh” (or when you make any other quiet sounds or noises )?
Yes / No / Not sure
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10. Does your baby follow you or cry when you go out of his/her sight? Yes / No
11 ARFYZLE-BENHYETH FYANEINATAY-S
11. Has your baby ever had a period of time when he/she was afraid of strangers? Yes / No
12 FOMDOANDEEDFERELET I (FOHNE1KEL) AR ARV
12. Does your baby imitate gestures of you or other people?
(e.g. clapping his/her hands, banging on a desk, etc.) Yes / No
18 IRV NN F7—F7—HEDEEHLETH [FYANEINAYAY-S
13. Does your baby make recognizable sounds like “mama”, “papa” or “dada?” Yes / No
14 FEOHEESEFZESILAHTEY  BOBEERFETH [E{ANERNATAV-S
14. Does your baby pull his/her hands away or look at your face when you say “No!”? Yes / No
15 HHIESLLI-FZRETH FYANEINATAY-S
15. Does your baby look in the direction of where you are pointing? Yes / No
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16. Does your baby try to communicate with you by making a sound (vocalizing) when he/she is in a good mood?
Yes / No
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17. Do you have any concerns about your baby? Circle all that are appropriate. No Yes
(@) Does not make eye contact often. (@) Does not come to you for comfort or attention.
) Cries uncontrollably at night. @ Does not like being held or cuddled.
®) Does not fall asleep easily. ® Is short—tempered. @ Is very quiet.
Cries easily and very often. Q) Rarely demands attention.
Is very sensitive to sound. (D Is particular about things. (For example : )
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18. Do you have any concerns about your baby’s health and development? No / Yes
If yes, describe: ( )
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19. How often and at what times do you feed your baby solid food?
1st time: approximately ( : ) 2nd time: approximately ( : ) 3rd time: approximately ( : ) Irregular times

On average, how much do you feed your baby every day?
( ) small cups of food (including rice and side dishes) 3One small cup for children usually holds 100 grams of steamed rice.
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20. How often do you feed your baby breast milk and/or baby formula?

( ) time(s) with baby food, and ( ) time(s) without baby food
How much formula do you feed your baby if applicable?
( ) ml/time with baby food, and (

) ml/time without baby food. (
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) ml/day in total
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2 1. Please circle the food that your baby has eaten :

@D Rice @ Bread @ Fish @ Meat (&) Eggyolk ® Egg white @ Tofu Natto
© Fat/0il Dairy products () Vegetables (2 fruits
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22. Does your baby drink sweet beverages (like juice, yogurt drink, sports drink or others) over four times a week?
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No / Yes
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23. Has your baby ever had symptoms of a food allergy? No / |Yes
Did he/she consult a doctor? (@ Yes (List known food allergies: ) @ No
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24. Do you have any concerns regarding breast milk production, breast troubles, breastfeeding methods, etc.?

No / Yes
@ Insufficient amount of breast milk (@ Too much breast milk 3 Uneven breast milk production
@ Breast problems ( lump / easily blocked milk ducts / nipple fissures / other )
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25. Do you have any concerns about your own mental and physical health?

No / Yes
@ Getting tired easily @) Sleeplessness @) Lack of appetite @ Feeling depressed (&) High blood pressure
(® Regarding menstruation, abnormal vaginal bleeding and vaginal discharge

@ Hair loss
Incontinence (@ Weight loss Numbness of limbs (D Pain ( headache, backache, or joint pain )
1 Other( )
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26. How do you feel about being a mother/parent?

@ 1 enjoy every day.

OEENELL QABIFEA N

@) 1 enjoy raising my baby, despite the additional burdens and responsibilities
@) I feel tired often. @ 1 feel irritated &) I do not feel a connection with my baby.
®) 1 feel stressed by a lack of free time (7) Other(
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27. Do you have any worries or problems with child—rearing? Which of the following apply to you?
(D Sometimes [ worry, but I can manage by myself. @) No concerns. @ I try not to worry.
@ Often worried due to a lack of self-confidence in child-rearing
What are you worried about?

@ Lack of knowledge about child care and child-rearing (2 How to deal with his/her older siblings
@ How to communicate with other parents

@ Difference in parenting styles in your family
®) Other( )
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28. Do you have anyone who helps raise your baby or with whom you can consult?
Yes: (D Spouse @ Parent ) Friend @) Relative &) Other(
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29. Do you enjoy communicating with other parents?

D Yes @ Sometimes @ No @ No contact with other parents
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30. Has your baby had any accidents? No /

@ Fall @ Burn @ Accidental ingestion (cigarettes, medicine, other: )
@ Other ( )

Did you take your baby to a hospital/clinic?
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31. Does anyone in your family smoke, including heated tobacco and electric cigarettes?
No / Yes —  Father:

) / ® No
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Yes / No <

cigarettes/day  Mother :

cigarettes/day
Other family member ( )

cigarettes/day

32 ANa(MEBAXS/N - BF2NIZET)EFWSAHIFECTRNETH
OERTRBZEDLLED QBRERDZETES QBFSADVVENRETES @FFSALRALHETERS
32. Where does he/she smoke, including heated tobacco and electric cigarettes?
(D Not in the house @) Near an air vent @) In a room without children @) In a room with children
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33. If you would like to consult with us about anything or have something troubling you at home, please circle the
topic you would like to discuss and describe the details below.
@ Solid baby food (2 Breast/bottle feeding @ Pregnancy, birth control or sex @ Child’s mouth and teeth
®) Not enough help raising your baby & Unstable household income (7) Lack of conversation/interaction in your family

How to get along with relatives (9 Other
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