IRREZEOSMLE
Information of Baby’ s Health Checkup
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We will have a health checkup of your child. It does not cost.
Please fill in the page of your baby’s condition at 3~4months old and bring

it on the checkup day.
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child’s condition at 3~4 months.  |Body measurement
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O CHRME
Child raising questionnaire sheet
(pink sh apanese only)
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Child’s health insurancecard
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If you are not available on
the day,Please contact the
following phone number.

Individual consultation
(Child care+Nutrition)

[ 724235 Place [V &84 Reference]
OOOQO Public Health Support Center
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Please come in check in time
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Please come with the minimum number of people
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Do not come by car please
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@Parents and Guardians
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We also properly and safely handle the personal information
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we have.

Please fill in the form beforehand and bring it on the checkup day surely.

S ZNIEN TR LSS R NS RO EUEL 72 BT F CORBEC B o L TE AL E T, FUEL 78 S HUC W TR E» DRIV ET,

The contents and diagnosis results that you have answered will be used as a data on child care and health, with due consideration to protection of personal information.
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Phone No.daytime
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Who is taking care of baby in a day?
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Mother*Father+Daycare mom+Nursery school+Others( )
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CEEALEEELY) About Famil

Members (Please write your family members who live together.)

K4 Name ttgz)je Ef(béf) ijiﬁm 3¢ Occupation fHEFEIRHE Health condition
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1 I Year -8 Month - H Day person Healthy - Other

9 . . & Moth £4EEOffice Clark+ F1 & |« fih ( )
4 Year + H Month « H Day other Independent + ZDffiOther |Healthy +Other( )

3 . . 4 Father £4EEOffice Clark+ F1 & |« fih ( )
4 Year + H Month « H Day Independent * ZDffOther |Healthy +Other( )

4 . . e - fth )
4 Year + H Month « H Day Healthy «Other( )

5 . . T - fth )
4 Year + H Month « H Day Healthy «Other( )

6 . . T - fth )
4 Year + H Month « H Day Healthy «Other( )

7 . . e - fth )
4 Year + H Month « H Day Healthy «Other( )

8 . . T - fth )
4 Year + H Month « H Day Healthy «Other( )
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Do your family member have allergy ? No Yes (Asthma, Atopic dermatitis, Hay Fever
BESA BEIRD) DHERFIZ DL T About Mother ’ s condition (during pregnancy) 2By 758 AMIStuff only
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o
1 Have you get any disease ? 2L No Yes (Heart disease, Diabetes, Tuberculosis, High blood pressure,Others)
A ETITHE, FPE, JEPEIZHY F77)> Have you ever experienced
7
2 miscarriage, premature birth and stillborn ( lose ) ? 2L No Y ( ) Yes( )
g |AEIOUEIR AN CLA T yes | VO (R, M, AEAR LT, fi)
Was it smooth during pregnancy ? 51 No ( Anemia, Bleed, Pregnancey high blood pressure, Others)
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1 Did you drink alcohol during pregnancy ? YNz No | ( /R) Yes € /day)
: NS - R
L A VI No | W (RS H) Yes ( /day)
Did you smoke during pregnancy ?
6 SRR REI X Tkg 52 E LT K
How much gain your weight during pregnancy ? g
L ETITREB AR, BRI T L) L
& N .
7 Did you take mother’s class or parents class ? e Yes | 0z No
2023.4 EEHIERALIEEL Please fill out reverse, too




H:.'E‘E?ﬁ\ro:hif@ﬁ%é&@%?l:?bVC(E?{E&?—"Eﬁ‘BEE)\) Please fill out your baby’ s condition since pregnancy till z&sé;zanl?y\*m

delivery from Maternal and Child Health Handbook.
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8 How many weeks was your delivery ? i B Weeks Days
9 Sy WO A TL 727 BV A4 AL - WEOB( TE - BE ) b
Was it smooth your delivery ? Yes No Breech baby, Caesarean operation (planned- emergency), Others
(GO Rp e U S VR
A 7 S G o L L . Suspended animation, Jaundice: light therapy Yes+No
10 {J\jiﬁ)bﬁb‘ili’c@%ﬂ l‘i[‘iﬂ,:.u};jtfb‘f.\_ﬁ* il leave the (=R Wiz J:99 Sucking:weak
as i ngrmd y progress after delivery until leave the YVos No NG e
hospital Others:Incubator. Oxygen inhaler. Artificial ventilator. Tube feeding
AT WHA () Newborn cramp (
11 BRI ST LT [E4A A )71 ( ABR <OAE KRB ) AAFE DB
Did he/she take new—born infant hearing test? Yes Inspection method( ABR,OAE, don’t know) No don’ t know
12 BRI R A ORE R TES TLIA I (732) HrA 077 —) Z DAt ( )
How was it? Pass Refer Others( )
13 (1P AEBOFIIILS TLI freE Zof )
How was lmonth health checkup ? Healthy Others ( )
HiZE v Ly At

Time of Hospital

New born Nicrharon 1month checkup
MIE B Measuring A H H &| H H
date month day month day month day
IR
- 21 - . Weight g g g
14 | ZhETOFHNEZTLAL TIZEN HE
Please fill out measured readings of baby until now. ) cm cm
Height
T
Chest cm cm
rirenmfaranca
it}
Head circumference cm cm
|5 |RATEBELILZLZHIET I [EVANS ) [AVAV
Has baby ever consulted a doctor? Yes ( ) No
16 B, OTE SRR OFEIIHYEL I [EVANS ) [AVAV
Has baby ever had accident like fall, burn, or swallowed wrong thing, etc ? Yes ( ) No
. - , - AE T
NEDEFSADFEFIZDULNT About baby's condition iéﬁ f}l}y\ﬁﬁ
17 EIXLo2 WL ELTD (=R Wz
Does baby settle his/her neck ? Yes No
1g [ CETEKLOCBRS AL BTENES [EON WNZ
Does baby follow to watch where mother or moving something ? Yes No
19 HROFTERVET N =V AAra
Does baby smile when you coax ? Yes No
20 BbHoa RV ETH =LA A4
Does baby grab a toy ? Yes No
RATRNHDOMERIZZTZ0, FFENTHLEHLE RIDELETH >
X . . [E4A Wz
21 Does baby look toward or react when you call baby or something noise from out of his/her eye Yes No
sight ?
29 ZVIPZDRFTNTTH AAra =4
Does baby often recurve when you hold ? No Yes
23 VEDFERBILIIENDHDET A WINZ =4
Has he/she ever got convulsions ? No Yes
REORLKE  BA( B/ U X EL/R) Ba( B/ A)
Present nursing condition Mother’ s milk ( /day) Bottle milk ( mix /day)  Mixed ( /day)
24 BEFL, ST LAMZERA T DL DR H TR EELIZEV. I he/she drinks beside milk , please write below.
HEEL( ml/H) Rt ( ml,/ H) AZ—7( ml,/ H) Z A ( ml,/ H)
Cooled boiled water ( ml/day ) Juice ( ml/day ) Soup ( ml/day ) Others ( ml/day )
95 AL BELEICOWTHRLIZ N Z23H ) 97 AN ER
Do you want to talk anything about nurse or baby food ? No Yes
o |TEOEEITMETH 7 A ]
How many times does baby defecate ? times day
27 EOEIIETTH TR ik K B il (
What colors are excrement ? Yellow, Yellow green, Green,Gray, Black, Others ( )
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Question to mother and father.¢32.33These are the questions to parent who answering this sheet.
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28 |How many times does mom eat meals?(staple food & side dish) 3 times 2 times 1 time Others( )

29 BREESANTSNR2E WS TNET ) W7 Wi Po>TUD
Does mother smoke? No Quit Yes

30 BRI(TH S 2ZW > TWNET ) W7 iz Ho>TND
Does father smoke? No Quit Yes

31 BRSANLBEVERICEEZ W 22 ZU0 ZT (KRR - ERAER - A R - RIRHES - 2 O fth) B A
Has mother taken health checkup in the past year? Yes(check up of ward, National Health Insurance, Company, Company—family, Others) No
0O ERHEIZHYET A Do you have family dentist? 13V Yes Wz No {TEHUNR 72U Can't say

32 %577ttiﬁ;l%ﬁ?lti$@iﬂﬁ%%§i”ibf:m Do you take dental M 7%??:7?1@?&#1% . fo
checkup regularly or prevention treatment? Regular dental checkup | A8 and denta Fluoride treatment Cavity treatment

tartar removal

33 WE 7R T AN T u Rz S TVET A, Do youlparents) use dental EHE->TWD W 1R B> TnD ffoTUHRN

floss or interdental brushes in addition to toothbrush? Everyday At least once a week No
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B ALTZEV, If you have anything worry or something want to talk about child & family, please write it here.

RABNDLEWATHEE N -FE BEZUEATNTIZEFHE{EELN. Please check every question you have done and bring it on the checkup day.




