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Health/Development Questionnaire for Your 4 Month Old Baby
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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 ( )
KEOEZICREIN-AXELG-TTH BH- LB -ARXE-T0H( )
Who is attending the checkup with the baby? Mother/Father/Grandparent/Other ( )
(SYHE) family name given name
Brey (R
Name of Address
the baby
@%g EE ( mobile / home )
Nationality Telephone
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Date of birth (Year/ Month /I/Jay) Male / Female |Your 1st, 2nd, 3rd, or. E-malil
BFSAIFRBREISE>TOETH  LLZ (&L ( REE )
Is your baby attending daycare? No / Yes (Name of the facility: )
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Name of family members | Relationship Date of birth / Age Condition of health kindg:;:z:;:f’z;jzzzl'etc.
R R (Year/Month/Day) Age [B-&EH( )
XEAEOHESD Father / / . Healthy/Receiving treatment for ( )
Family 15 (Year/Month/Day) Age |R-AEH( )
(People Mother / / . Healthy/Receiving treatment for ( )
who (Year/Month/Day) Age |g-ageh( )
reside / / . Healthy/Receiving treatment for ( )
with the (Year/Month/Day) Age |g-:&agdh( )
baby) / / . Healthy/Receiving treatment for ( )
(Year/Month/Day) Age |g-i&agdh( )
/ / . Healthy/Receiving treatment for ( )
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Condition during pregnancy Normal / Abnorrma
szfi';:n (Threatened miscarriage or premature delivery / Severe morning sickness
pregnancy /Pregnancy induced hypertension(PIH)/Anemia/Other [ 1)
and Condition during delivery Normal / Abnorma
/dellvery\ (Caesarean section due to: breech presentation/other reason [ 1,
Please refer Breech delivery / Vacuum extraction delivery / Other[ D
,,Pt° the (| ength of pregnancy :( Jweeks and ( )days  Multiple birth (Twins/Triplets)
regnancy .
"and  ||Expected date of delivery (month/date) /
“Childbirth” I Date of hospital discharge (month/date) / ( ) days after birth
t ) ,
tEZCMZf:n'& The name of the hospital where you delivered the baby ( )
af;'d C‘]hri:d The baby’s measurements at birth : Weight ( g Height( Jom
t . .
Hanedz:)ook. Chest circumference ( )Jem  Head circumference ( )em
\_ _J|The baby’s condition at birth : Normal/ Abnormal
Birth Asphyxia
Severe jaundice—Phototherapy : Not received / Received for ( ) hours
Use of incubator for ( ) hours / Use of oxygen for ( ) hours
Other( )
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SEEA .
pEe Have you ever had or do you currently have any of the following illnesses?

DR

Mother's | No / Yes—|(D Diabetes (2 Hypertension (3 Heart disease @ Kidney disease

health ® Thyroid disease ® Mental or neurological disorders
(@ Did the mother take mediation which suppresses the immune system during pregnancy?

Other( )
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(Please answer the following questions about your baby.)
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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 )

(B Rotavirus vaccine ( 1st, 2nd, 3rd )  ® other ( )
SETHILERCE>EM) AL - HY (FE: BRI - )
Has your baby had any medical problems? (Include illnesses that have been cured.)
No / Yes (Name of illness : Name of the hospital/clinic: )
BRBOFR HL - HY (FE: EREA )

Is your baby currently receiving medical treatment?

No / Yes (Name of illness : Name of the hospital/clinic : )
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Please answer the following questions about your baby’s development.

1 HOFEFEHLTRVET M [E{ANERNATAYS

1. Does your baby laugh when you play with him/her? Yes / No
2 FHEIHYFELEM AR ARV

2. Can your baby hold his/her head up? Yes / No
3 EREVWTEEFL EFFETHN [E{ANERNATAYS

3. Does your baby raise his/her head while lying on his/her stomach? Yes / No
4 SORETHIFETHETH, [ELy - LR

4. Do you let your baby play on his/her stomach? Yes / No
5 ASHIBEEH-EILIZE>TLETH S ANEINATAY-S

5. Does your baby continue to hold a rattle or other toys after you give it to him/her? Yes / No
6 REOEZETEBLETH AR ARV

6. Does your baby follow his/her family member’s faces with his/her eyes? Yes / No
7 BOZEPHOBENBHALLEWILEAHYET M [ AN AAV-4

7. Do you have any concerns about your baby's eyes or eye movement? Yes / No
8 RABLULWAMNLEEMNTLHLEERITESH AR ARV

8. Does your baby turn his/her face toward you when you speak from the opposite direction? Yes / No
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9. Has your baby ever received a newborn hearing screening? (Please refer to your Maternal and Child Health Ha_lm /  No

Screening method : AABR - OAE - Unk%own

Results : right [ “Pass” * “Referred for further screening” ]

left [ “Pass” - “Referred for further screening” ]
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10. Is there a history of childhood hearing disorders in either of the parents’ families? No / Yes

How are they related to your baby? ( siblings, parents, grandparents, others ) <
11 BBEIARIOBFSAORIRTIC. BFEDSHER(T-Y, HH. R5. U/ \FIOEL. BHELEDERISHYELzH [AYAV-SIENT (A
11. Did the mother suffer from a rash, an illness with a high fever or rubella during pregnancy?

No / Yes
12 SECERBEH(CHAED)EBBAMEICHATLOSFIENHYFETH E;‘_%z - TELY
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12. Has your baby had his/her hip joints checked by an orthopedist or pediatrician? {ﬁ /  No

Results (normal / needs follow-up / needs treatmer)
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13. Does your baby have any family members/relatives who have suffered from hip joint dislocation? No / Yes

How are they related to your baby? ( father, mother, siblings, grandparents, aunt, uncle, cousin, other

14 BOLOEBALHE. ROMAEHNBLEREIEAHBYET M [AYAV-SNCIN A}
14. Do you suspect any problems in the mobility/flexibility of your baby’s hip joints when changing his/her diapers’Yes / No
15 BFIADREINT ERESTETENTHIELAHYETH [AYAV-SNCEN A}

15. Do you hear any unusual sound from the hip joint area of your baby when you move his/her legs? No / Yes
16 ROIENLTHTIEEDZENHYETH (LD TH) [AYAVA I (A
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16. Do you have any concerns about your baby? Circle all that are appropriate. No / Ye
@ Overly demanding. @ Does not cry very often. B3 Does not make eye contact often.
@ Cries a lot. () Does not stay asleep for very long. (® Sleeps all day.

@ Does not like being held or cuddled.
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17. Do you have any concerns about your baby’s health and development? No / Yes
( ¥
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18. Does your baby feed well? Yes / No
Breast milk : __ times/day } Duration of nursing: ( )minutes each time
Formula : times/day ( ml in total)

19 BEORIMRIERE>TVETH
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19. How often do you feed your baby in the daytime?
@ Regularly : every hours (@) Irregularly : between to hours
20 BISW. ILE. BAFERTHRLEVLILEHYEST, (RYAV-S 1 [y
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20. Do you have any concerns regarding breast milk production, breast troubles, breastfeeding methods, etc.?

A

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

@ Getting tired easily (@) Sleeplessness Q) Lack of appetite @) Feeling depressed
® High blood pressure (& Regarding menstruation, abnormal vaginal bleeding and vaginal discharge

@ Loss of hair Incontinence (9 Weight loss Numbness of limbs
(D Pain(headache, backache, joint pain) ({2 Other( )
22 BFEAL—EOEFENAHTT b
O#AIELLY QABIFEXLNAFREELL QEENEZEND

@ELAF1TLTNS OFELENMDVLNERZTAIE @BEDDOBMNERYER
@Dz 0t(

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

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

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

® 1 feel stressed by a lack of free time. (?) Other(

23 BRETHIHTHALY, DHLWERLHEEFHYET M ?

DA TERIENMBRTED QNHMATELY A=<y @FIRIZ
HATNBIEIFEARIETTN?
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@FRAHDEL ©FDh( )

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.

B 1 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 older siblings
@ How to communicate with other parents

(B Other( )

24 FRISOWTHEAELEZYB AL TS ARV ET A
DEeiEE QOH OKRA @FE OToit(

@ Difference in parenting styles in your family

) @BV
24. Do you have anyone who helps raise your baby or with whom you can consult?
Yes: (D Spouse @ Parent Q) Friend @ Relative (& Other( ) / ® No
25 FEBELDBEDRRMITELLNTT M

@ELL @525 QHFYELAL BFELELDHEOTRITHEN

25. Do you enjoy communicating with other parents?
@ Yes (@ Sometimes @) No

@ No social contacts with other parents
26 SETIZBFIADNBRICH>-2ENHYFETH

[AYAV- AR (A
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26. Has your baby had any accidents? No /l Yes
@D Fal @Bun @ Other( )
Did you take your baby to a hospital/clinic? Yes / No
27 RIEOATANAA(MBXSNT-BF A/ ZET)EZRSAIFVETH
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27. 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

No

€s
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28. 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
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29. 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.

(@ Baby food (@ Breast/bottle feeding (3 Pregnancy, birth control or sex
@ Not enough help raising your baby (& Unstable household income (®) lack of conversation/interaction in your family
@ How to get along with relatives Other
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