SmREET 47—k

Health/Development Questionnaire for Your 3 Year 0Old Child

ARRNIZERAL, HTEFFEDLDICOMZEDIFTTZEW, BEICHLIFALIZELY,
Fill in the bold—framed area and circle the appropriate answers. Please fill in the back of the form as well.

ZOT7 U —MIRBASNIZ AR ELR =TT H BEH-XH-z0h( )
Who is completing this questionnaire? Mother/Father/Other ( )
AADORZICRFESNIZAIXELRI-TTH BE-XB-HRE-TOh( )
Who is attending the checkup with the child? Mother/Father/Grandparent/Other ( )
(SYUHEE) family name given name
i AR
Name of Address
the child
EgE EEE | mobile / home )
Nationality Telephone
£ AR £ A BH& B-% (% ) A=)l
Date of birth| ¢ "/ "M /P ) fyale / Femaldour 1st, 2nd, 3rd, or___th chill E-mail
BFSAVERBE-H#EICESTOETH [AYAV-aIF{AY( RER-HHE )
Is your child attending daycare/kindergarten? No / Yes ( Name of the facility: )
RiEDKA ESid] F m F BRAE ARTORS B s REE. HRES
Name of family members  |Relationship Date of birth / Age Condition of health occuDatioz’ﬁ;z:::l'e::dergarten'
33 R (Year/Month/Day) * Age |[B-s&#EH( )
XRABOHEE Father / / . Healthy/Receiving treatment for( )
Family = (Year/Month/Day) * Age |[B-&fEH( )
(People Mother / / . Healthy/Receiving treatment for( )
who (Year/Month/Day) - Age |B-i&#Ed( )
reside / / Healthy/Receiving treatment for( )
With. the (Year/Month/Day) * Age [B-iam( )
child) / / . Healthy/Receiving treatment for( )
(Year/Month/Day) * Age |[B-s&EH( )
/ / . Healthy/Receiving treatment for( )

CNETRM=FIHEE

@®BCG Q@miERS (1[E-2[E-3E-EM) GMR(FELABRLARS) @cJ (1E-2[E-3[E-4[E) G/NERAMAIKE (1E-2[E-3E-4E) ©7kE (1E-2E])

@BXR% @BEAFHK(1E-2E-3E) @FDMIA%-BI=5<hE-ERLS: )]
Immunization record (Circle the vaccinations your child has received.)
1 BCG @ 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 )
(@ Japanese encephalitis Hepatitis B vaccine ( 1st, 2nd, 3rd ) (9 Rotavirus/Mumps/other (

SETHM>EFERCGAo=ED) HL - HBY (Fa: ERmEA )
Has your child had any medical problems? (Include illnesses that have been cured.)

No / Yes (Name ofillness : Name of the hospital/clinic :
BREDKFR L - HY (R ERMEA: )
Is your child currently receiving medical treatment?

No / Yes (Name ofillness : Name of the hospital/clinic :
VEDIFCE L - HYEHE ] VED-HDFEE - HY - 4L )

Has your child ever had a seizure?

No / Yes (Number of times : time(s) Accompanied by fever: Yes / No




BEORKREVDHANTETH
Please answer the following questions about your child’'s development.

1 SEALRELLLEVSDHENHYETH, (AYAV-EREIN A
1. Do you think your child may have walking abnormalities?
2 DOHFELLHVWTHEIL (1HLUE)TEETH [EYANEENATAY-4
2. Can your child stand on one leg without support? (for over one second)
3 —ATFEELTICEEEENFETH F{ANEEATAV-S
3. Can your child go up the stairs without using his/her hands?
4 FRELTILHLNETETH, F(ANE ARV
4. Can your child imitate you drawing a circle?
5 TOOB®A ClEA 1=Rf14E 3DEDEEEDLRIFI-XEZFLETTH [ELy - LWZE
2ODEEEOHFLXDH - HEET < |

5. Does your child say sentences of three or more words, such as “Give me an apple”?

No / Yes
Yes / No
Yes / No
Yes / No
Yes / No

Two—word sentences only / Single word only <

6 ABAICERZEMIMTEZLETH, [EYANECENATAY-4

6. Does your child answer when asked his/her name or age? Yes / No
7 TCNGHITIREELE>THEFTH [Fy - LR

7. Does your child ask you questions, such as “What’s this?” Yes / No
8 BFIANAEES>TLIDL. RIELUNDAITELETH [FLy - EBL5TEELY LR

8. Do people other than your family understand what your child says? Yes / Not sure / No
9 FEMNTTHRYAMNT . BRICELAGENESTT M (AYAV -SRI+ {A

9. Does your child seem to have little interest in things around him/her and fail to respond when you talk to him/her?

10 ROTEMNSTHTITELEZELHYFET N (LKDTE) [AYAV-EREN - (A
OARMYNELY QR FITHED QRENVELY @DALBIHAVEN
GOBRBEMNENIEL @®IEZhYAHELY QHZTIHL @PLELoELTLVEL
OB PRKICEEZITEDTE O— ABHUNZLY OFVLBRLAZDEDOEEEYIRLTES)
DRICEEFRYVIETE (D IILTILES, FEESESSEEH) I HD

10. Do you have any concerns about your child? Circle all that are appropriate.
(@ Has a strong fear of strangers. (2 Often gets lost. ) Is a picky eater. @ Is short—tempered.
(B Does not make enough eye contact. (&) Has a strong attachment to particular things.
@ Does not come to you for comfort or attention. Is hyperactive.
(@ Often bangs his/her head against walls or floors. Likes to play alone.
@A) Often repeats what you say.

@ Tends to do the same thing over and over again (spinning around in circles, flapping hands, etc.).
11 REEHESHDYETH [FYANERNATAY-S
11. Does your child like to play with friends?
12 RAPKREZHEFICTOIEV(FFEIE DLLRSITHIHE) ZELAFTH [Fy - LR

No / Yes
No / Yes
Yes / No

12. Does your child enjoy pretending (playing house, pretending to be monsters, etc.) with adults or friends?
Yes / No

13 SNLLBFICRIEICEZISELEFT M (BEREITHE->TABRE) [EY{ANERNAYAV-S
13. Does your child come to you and show you things that he/she thinks are interesting?

14 BEOBHBEOKREE TSN
(1) BREMNTEELE(RAEHDIZO. RAGMN2EDIZ X EDIFTENELY)
(2) BRENTEFEHATLEESR: )

14. Please write down the eyesight test results referring to the attached paper.

(1) My child was able to take the eyesight test.

Yes / No

(Please indicate the pictures that your child could see with O, and X for those your child could not see.)

"ﬁr@ﬂ\bf:\r‘nﬂ&

| .

(2) Tried to conduct the eyesight test on my child, but failed. (Why?:




15 ROFIGZEFHYFTH
(1) TLEYZERSEE UTDOLIGIEFIHYETH

[ATAV-AREN A

OEzELAMADY., BEMOTRS QEVEZEENTY.EETRS 4—'
(2) BLFZ BRICESLNS, FEEDRBIERELHYFET M (AYAV-AREN A
(B) LotRTLVBEE BN TVET A (ATAV-AREN A
4) BE(BEOFR)AEIFRRADIEAHYET M (ATAV-ARENF A

15. Have you ever noticed any of the following?
(1) When watching TV or other things,

@ he/she frowns or squints. No / Yes
@ he/she tilts his/her head, or tries to watch out of the corner of his/her eyes. No / Yes
(2) Signs of crossed eyes, extreme sensitivity to light or glare, or one of his/her eyes is often closed.
No / Yes
(3) Involuntary movement of the eyes when staring at something No / Yes
(4) One or both pupils have a white appearance No / Yes
16 BFIADHLEPHREDILTLELHYETH Iy - HB
16. Do you have any concerns about your child’s health and development? No / |ﬂ
( )
17 BREFEHSERRTVETH F{ANCINATAV-S
17. Does your child eat three meals daily? Yes / No

18 BEOBZRIC. TB(CEFA/U-E%) TR (F-A-I-KEHRF) . BIR(BHRHAZUVHESE) SHioTHETH
[ELy - [EEFERISTLS - LWVR
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 HPDIZ2VT 1H( YEl FLERDEPD( )
19. Does your child eat snacks?

( ) time(s) per day : favorite snacks( )
20 BFIAIE HORAHY (O 1 —XORBEH - AR—YRY o4 E) B4R L LERAFETH [ATAV-SRCNF (A}
20. Does your child drink sweet beverages (juice, yogurt drink, sports drink, or others) more than four times a week?
No / Yes
21 BFIAEEMERICITIIENHYETH LR - EN@RE Q7vitwEm QEHREZ

2 1. Has your child ever visited the dentist?
No / Yes——>The visit was for (D treatment () application of fluoride () regular checkup)
22 BFIAE—RBOERIVHLDLTTH
OEBEHLIELL QEHEHINBERIEELLY QEELBYENS DILIF515LTS
OFELENMLLVWERZTAIE @8BS DOEMNKLRYER
DT DA ( )

22. How do you feel about being a mother/parent?
@D 1 enjoy every day. @) I enjoy raising my child, despite the additional burdens and responsibilities.
@ I feel tired often. @ I feel irritated. (B I do not feel a connection with my child.

®) I feel stressed by a lack of free time. () Other( )
23 BRZEITBHTRALY, DHWERLHIEIEHYEIT M ?
DA THAENRRTED DA ETHLY A=<ty @FE RIS

HATNSZEFEARIETT I ? <
BTASDMLEL QELSEVADHIE QFELELDHRALDHEALA
BRAHDEN ©FDt( )

23. Do you have any worries or problems with child—rearing? Which of the following apply to you?
(D 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( )
24 BRIZOWTHBLZVB AL T MDA FWET M
DEEBE Q8 OKRA @Tnth( ) ® LMz
24. Do you have anyone who helps raise your child or with whom you can consult?
Yes: (D) Spouse @ Parent @) Friend @ Other( ) / ® No
25 SETIIBFIANERIHS>FIEDHYFETH (ATAV-EREINF (A

DEE%E @PHE QR (F/30-FE-ZD1h)
@FDh( )
mREZZLELED Lf= - L&y



25. Has your child had any accidents?
D Fall @ Burn @ Accidental ingestion (cigarettes, medicine, other

No /  Yes

@ Other ( )

Did you take your child to a hospital/clinic? Yes / No
26 HMERRICDWVVTIEALESLY
HEER ( VEFE  BRE( VB~ ( Y FRE( VEFEE - RFEOTULVLY

26. 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
27 BR-BEEICOVTOENHYETH [ATAV- S (A
27. Do you have any concerns about your child’s toilet—training? No / Yes (

28 TFTLE.ETHZEEDGVRTHETH
Do~2BLUA @2~4FH Q4BHUL @RADIT-ERL ORE TV

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

MD~2 hours @2~4 hours @over 4 hours @TV (or other devices) is always on
29 REOATHENNAZRSHIEWNETH

BTV (or other devices) is never on

cigarettes/day

[AYAV-ARCN = AN EE'S X8 -8 K/ -zOHOFGES ) x/8)
29. Does anyone in your family smoke, including heated tobacco and electric cigarettes?
No / Yes — Father: cigarettes/day = Mother :
Other family member( )

cigarettes/day

30 AN\AZER/SHIFETTRVET M
OEATEHZHEL QBRIFBOZETED OBFEADOVEVEHETES DEFSALRLHBETRERD

30. Where do they 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

31 ALV ED, BECRETEO TS LA HYFELILESICOZDIT T ORMICARESEEZEN
DEE-REDCL QBFEAOEOPEN_LE QBRICHTHHNAFIKY @FRELIRA
O=FENVLL OFELDOFEENT DTDHE

31. 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

@ Other



