1m6MARED

7=k

Health/Development Questionnaire for Your 18 Month Old Child
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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.
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Who is completing this questionnaire? Mother/Father/Other ( )
AEHORBZICRFESNIAIXELRIZTTH BH-RE-EARE-T0OH( )
Who is attending the checkup with the child? Mother/Father/Grandparent/Other ( )

(3UH) family name given name
%?Eéév T
Name of the Address
child
33 EiE ( mobile / home )
Nationality Telephone
€ AH £ A HBH&E B-% (% F) A=)l
Date of birth (Year /Month /DY) \Male / FemalfYour 1st, 2nd, 3rd, or _____tho| E-mail
BFIARREE-HHBIESTOETH [AAY-EIFJAY BE-4$#E )
Is your child attending daycare?
No / Yes (Name of the facility: )
RIEDKA FoR ] F % BEIKEARTDRT B 2R REE. HHEE
. . Occupation, school, kindergarten,
Name of family members  [Relationship Date of birth / Age Condition of health daycare, etc.
R (Year/Month/Day) - Age |B-&#E( )
Rk Father / / Healthy/Receiving treatment for( )
XAROKEESS B (Year/Month/Day) = Age |B-&#H( )
Family Mother / / Healthy/Receiving treatment for( )
(People who (Year/Month/Day) - Age |E-#fie( )
reside with .
the child) / / Healthy/Receiving treatment for( )
(Year/Month/Day) = Age |B-&#H( )
/ / Healthy/Receiving treatment for( )
(Year/Month/Day) = Age |B-&#H( )
/ / Healthy/Receiving treatment for( )
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Immunization record ( Circle the vaccinations your child has received. )
D BCG (@ Diphtheria/Whooping cough/Tetanus/Polio/Hib vaccine (DTP-IPV-Hib) ( 1st, 2nd, 3rd , Booster )
@ Diphtheria/Whooping cough/Tetanus/Polio vaccine (DTP-IPV) ( 1st, 2nd, 3rd , Booster )
@ Measles/Rubella vaccine (&) Haemophilus influenzae type B vaccine (Hib) ( 1st, 2nd, 3rd , Booster )
® Pediatric pneumococcal vaccine ( 1st, 2nd, 3rd , Booster ) (?) Chickenpox ( 1st, 2nd )
Hepatitis B vaccine ( 1st, 2nd, 3rd ) (@ Rotavirus/Mumps/other (
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Has your child had any medical problems? ( Include illnesses that have been cured. )

No / Yes (Name of illness :
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Name of the hospital/clinic :

EEHREA
Is your child currently receiving medical treatment?

No / Yes (Name of illness :
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Has your child ever had a seizure?
No / Yes (Number of times

Name of the hospital/clinic :

[El VDED(T-HEDFHE

time(s)

Accompanied by fever :

HYy - "BL)

Yes

/ No )
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Please answer the following questions about your child’s development.

1 CARBVTLLESTISHFETH [ESANERNATAY-S
1. Can your child walk well? Yes / No
2 VEYSZFFMAAMSTTH ( % MREMS
2. When did your child begin walking by himself/herself? (At approximately year months old)
3 RELEEH-STHCYEZZLET D [ESANERNATAY-S
3. Does your child scribble with a pen, crayon, or other writing utensils? Yes / No
4 RIEOBCZDRE (SSOEETRE) OFERFFLALTZEN
D&HETFATZLE RY ALz RY A AL - D SR
QIo—(UNSHFEPE) IICRYAMEET M RY L= fRY AL - ISR

4. Please describe your child’s reaction to the hearing ability test (whisper test)as shown on the attached paper.

(D When you call his/her name, he/she ( turns around / does not turn around / other [

@ When you say “Shhh” or make any other quiet sounds or noises,

he/she ( turns around / does not turn around / other [

5 AMRLLLDAHEEE, IFESLTERLETH [ESANERNATAY-S
5. Does your child point using his/her index finger to ask for something? Yes / No
6 {AICEBRERF 1B, EESLTRALSELETH [EYNANERNATAV-
6. Does your child point using his/her index finger to inform you of something? Yes / No
7 EbhEEEELHOTHETH FY - LWE - EBESTHEL
7. Does your child understand what you say? Yes / No / Not sure
8 (TOOEHSTETILHED) BBLENDIFIZLIEALETH [ELy - LR - EBLTHRL
8. Does your child follow simple orders (such as “Give it to me.”)? Yes / No/ Not sure
9 #KERTIOOEN? J&f=F =B, ELIESLLET H [F{ANEENATAV-
9. Does your child point at the correct pictures when you ask him/her to point at them in any picture books?
(e.g. "Where is the dog?”) Yes / No
10 Yo T—T—REEKRODHLFEEVNKOEAETH ( @ fz&z & )
10. How many words does your child use regularly?
__words (List the words: )
11 BOTHLEFRLETH B OFENLEHEEERET D) [F{ANEENAIAY-4
11. Does your child imitate you (e.g. mimic your facial expressions)? Yes / No
12 L\ DELESITENHAEE. BOBEERETH [ELy - LWR - EBLTHAL

12. Does your child look at your face to confirm your reaction when faced with an unusual situation ?
Yes / No / Not sure
13 HOFELIZHERLHYETH [ESANERNATAY-S
13. Does your child take an interest in other children? Yes / No
14 SNHETEZIIGTEWNVGEGSIEnHYFETH [AYAV- SRR A
14. Has your child ever gotten lost in public?
No / Yes
15 ROIENLTAFICRITEEIENHYFETH (LD TH) [AYAV-EEEEN - ()
OBEBAENTSL @PLELELTULVELY DALV EN
@EEORICEZESDITE ©®— ABYITAYPTLY @FZTIHL QEELENVEN
@B OENEL OBLLELTES OFITHETESL OBBIANLENMIHEENSNAY
DZEHY DL (FIZ )

15. Do you have any concerns about your child? Circle all that are appropriate. No / Yes
(@ Does not make enough eye contact. @) Is hyperactive. @) Is short—tempered.
@ Often bangs his/her head against walls or floors. (&) Likes to play alone.
® Does not come to you for comfort or attention. (7) Cries uncontrollably at night.
Does not fall asleep easily. (9 Is very quiet. Is very sensitive to sound.
@D Rarely leaves his/her mother’s side. (2 Has a strong attachment to particular things.

(For example : )

D.
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16. Do you have any concerns about your child’s health and development? No / Yes
( )
17 BEFEAIEERTOLFETH, (YA NN A AV S
17. Does your child eat three meals a day? Yes / No
18 ZEORBEIC.ERB(TIFA-N\V-EF)  TX(A-A- - XEES) . BIE(BHFEISZVHESE) ARioTLWETH

[EL - [FEEFERISTLS - LWVZ
18. Do you serve your child balanced meals (i.e. mixture of carbs, protein, and fruits and vegetables) at every meal?

Yes / Almost / No
19 HP2IZ2T
1H( ) [E FLEBREEPD(

19. Does your child eat snacks?

Yes / No
( ) time(s) /day : favorite snacks( )
20 HUWERAM (21— ELEESH. RR—YRYLIE) ERAETH (AR | YA
1H( )-8 ( )[E
20. Does your child drink sweet beverages ( juice, yogurt drink, sports drink or others )? No / El
ml/day or ml/week
21 WRE.BAEZRATHETH
LVE( MAET) - EW (WOATHWETH OB QEDH @® G )
21. Do you currently breast—feed your child?
No (until months old)/ Yes (When? : 1) Daytime (2) Before bedtime @ After bedtime)
22 W7E. WEREFEALTHETH
LNZE ( MAET) - FWN(FEEFEITTH £I1%18 ml-)
22. Do you still bottle—feed your child?
No (until months old) / Yes (What are the contents? ml/day)
28 BFSADWEADNTHITTVETH [-{ANEENATAV-4
23. Do you brush your child’s teeth? Yes / No
24 SETICEYMTLULX—OEKDTIIENHYFET H ARV |l Ly
OEkEE=ZZ L (RREME: ) @FZLTHEN
24. Has your child ever had symptoms of a food allergy? No / Yes
Did he/she consult a doctor? (D Yes : List known food allergies : ( ) @ No
25 BFIAL—BOEFIEVLHLTTH

OEAAELLY QABIFEALATRIZELL QRENMEZERND

@EAFMSLTNE OFEXEMDVNERZTAE @8BS ORENELRYER
DDt )

25. How do you feel about being a mother/parent?

@ I enjoy every day. @ 1 enjoy raising my child, despite the additional burdens and responsibilities.

@) I feel tired often. @) 1 feel irritated. &) I do not feel a connection with my child.

®) 1 feel stressed by a lack of free time. (7) Other(
26 BRZTHFTIHALY., DHNWERLREZEEHYETM?

)
DA THAENRATED ORARLL OWATEL OB EIZAEALTT LN
HATWNAILIFEARIETT M ?
BTANDMLHEL QFLSISEVADHRE OFELELDHRLTOMESA
@BERAHDEL ©FDHh( )
26. Do you have any worries or problems with child—rearing? Which of the following apply to you?
(@ Sometimes I 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 (@) How to deal with his/her other siblings
@ How to communicate with other parents @ Difference in parenting styles in your family
®) Other( )



27 BRIIOVLWTHBLEYBALTMS AZNEST M

DERBEE OF QORA @FHE GOFOfh( ) @#ELVRL
27. Do you have anyone who helps raise your child or with whom you can consult?
Yes: (1) Spouse @ Parent @ Friend @ Relative &) Other( ) / ® No
28 SETICEBFIADNERICHI-EMHYFET M [AYAV-EEEINF ()
DEEE QWIHE QAR (#/\3-F-ZDth)
@F D ( )
mREZZLELED Lz - L&
28. Has your child had any accidents? No / Yes
@ Fall @ Burn @) Accidental ingestion (cigarettes, medicine, other: )
@ Other ( )
Did you take your child to a hospital/clinic? Yes / No

29 EERICDOVWTIHALEEN
HERR ( VEFEE  BRE( VEF~( VEFEE BB ( VEFE - RFESTULVRLY

29. Please tell us about your child’'s sleep schedule.

Wake-up (at approximately o'clock) / Irregular
Nap (from o'clock to o’clock) / Irregular
Bedtime (at approximately o'clock )/ Irregular

30 FLEPEHEEZEEDLVWRTHWETH,
Do~ 2B5FHILIN @2~485/ Q4BffHLIE @B DFo1FHL ®RETLVAEL

30. How long does your child watch TV or video?

®D~2 hours @2~4 hours ®@over 4 hours @TV (or other devices) is always on BTV (or other devices) is never on
31 REDATHAAaA(MBKX2/ND-BF2EEL)ERSHIEVETH
LR - &Ly (R X8 -8 A7  -FOOA GES ) XH)
31. Does anyone in your family smoke, including heated tobacco and electric cigarettes?

No / Yes — Father: cigarettes/day Mother : cigarettes/day

Other family member( ): cigarettes/day
32 ANaA(MBKE/N-BEFH/IZEV)EWHOIAIFETRNETH
DERTIEBHLEL QBREBNZIETERS QBFIAOVENHBETES @B FIALRLHETRHRS
32. Where does he/she smoke, including heated tobacco and electric cigarettes?
@ Not in the house @) Near an air vent @) In a room without children @) In a room with children
33 MHEALEWIEP BASRETES-TWAIENHYFELZLBEEICOZ DT TOMICHBTERSEELZSN
DBE-XBNIE QBFSADSOPHENIE QB RICHTIHANEIKLY OFRERIA
KENDLEN @FEEDOFEENS DFOH
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.
@ Food and nutrition @ Child’'s mouth and teeth @) Not enough help raising your child

@ Unstable household income (&) Lack of conversation/interaction in your family

® How to get along with relatives (7) Other
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