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Reservation required
[Dental Checkup examination
date]

[Preparation day]

*k By appointment only.

To make an appointment,
please call your examination
venue below

(Please see the attached
sheet)

(DMaternal and Child Health
Handbook

2% fill in the page of your
child’s condition at 18months.
@ This questionnaire sheet
must fill in

®Tooth brush

(@Bath towel

(®Result sheet of lyear
6months health check up. (pink
slip)

if you done...

TS

Dental checkup
(EGIEEES

(A Y8 - S - th R
Individual
consultation

(Child raising or
nutrition counseling
or tooth brushing
talk)

ImeMNAREREEZEDRMLE

[Dental Checkup examination venue/Contact information]

Information of 1 year 6 months Dental Checkup
BSOS R R 2T, B EAD0EE A,

Of/NRDO N TILIZE W,

7ok, Unk62 A W RHEZ XU 110 H £ T%2c&ET,

Alal, ZBTERVWHIZAREBIEVWEDED L, BELIZSN,

We will have a dental checkup of your child. It does not cost.

Your child can take lyear 6months dental checkup until lyear 11months.
If you could not come this time,please ask us another schedule and come

Please come with the minimum number of people.
O~ A DFMEEGE T 1 a BN LET,

Please cooperrate in wearing a mask and preventing infection.
OBHTORANITHEIZS VY,

Do not come by car, please.

to it.

1Mo REEFHEFEIZEERIE 1 year 6 months Dental Checkup Questionnaire sheet

OREEHDH~ - -SHNCHAL. BB AICRBTERLM,SL,

*BBHEZNZIEWTE A LERAE R, A RO HEEL 7 L TF & TOMBIC R T2 B L TR L E T, EUELE A RIS OV CRE E» DR RICH T ET,
sk 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.
We also properly and safely handle the personal information we have.

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

F AKX Family Members( ) N 1A grandfather«#1#}: grandmother+ 4 father- £
month |mother+ % elder brother+#ii elder sister 25 younger brother#k younger sister+ % ftl other
people
Ao FRMEE#H  Who is taking care of your baby in a daytime?
H:mother Afather + {%& Enursery ShHE R kindergarden -« Dftothers

Date of birth 4 A H A4

Year Month lyear

Day

A TS S
contact of daytime

HTIFFESERICO, FRBEGATERAZLTT S,

Please Ocircle or fill in the necessary things.

A FCICRE & OF T, FREDIET AL HY (it % H )
1 | Has your child ever been sick, convulsion or operation? I;L Yes (Name of disease
0 year months)
17564 A RIS & (ER <o) 2% L VAR 3 WDINZ
9 | Did your child take 1 year 6 months Medical check-up? Yes (Where? No
T, &R kEesmAES Please fill in- {KEEWeight ( Ykg & EHeight ( Jem v ( )
BAEA DD ATERZ T 50 ALTEEWY FE A (7:00) .Piease fill in usual life time of your child. Ex.(7:00)
3 R Get up 7] & Breakfast B Lunch . 4 & Dinner ?t?;% Go to bed
L L L
| T T T
( ) ( ) ( ) ( ) { )
} . EUANNC 2 ¥ oA~ AV
S et 1 o
4 |OEDTEFIZHEFET D Does your child walk alone ? Yes When?( year months) No
- s . . = |A\AY-4
5 [FAKRNBDDHETH Does your child build wooden blocks up? Yes No
6 HRODONBEESVETY k~vr~, TLTLRE 1 ( 1) hiE F 4 A) ARV
Does your child say a word which has meaning? % mommie,broom broom---etc. Yes How many? ( ) When?(  year  months) No
. - .- . . EVA |A\AY-4
T | 2T =l EHo T~ ELET  Does your child want to use spoons or things? Yeos No
8 THOWIERHDLEBRESAEE RO NCULAHDONTZDLET N /=4 A\AY-4
Does your child cling to mother or someone he/she knows when scary? Yes No
=LA ( % A ) |A\AY-4
-7 2 =
9 | AREMIFLELS Is he/she shy? Yes  When?( vear months) No
10 FEAbRIOLLTHEERTICAZZOLET D |AIAY-4 EVA
Does your child look away from your gaze when you look at him/her? No Yes
HERNTHEDLTARNRODD IR L CHiEEhY E 37 IR [N
11 | Does your child move around as if there are no body around him/her and couldn’t pay A
attention? No Yes
) o R ARV EHHEBNZ RN
9 = ST als ? i
12 |HRiELvcd Do you think you have fun in child raising Yes No Can not say either
|3 [FURDHBEE S HELET A (ORI ) [RifEa # UN O VR
Is there any person you can talk or can cooperate for child raising? Spouse Parents Friends Others None
14 [BRSAOREBRDOEOB I I T RN EbbEHNZ RN
How is mother’s feeling and condition of body? Good No good Can not say either
BISARTRED LT TORS RIS IIIS RALE S
Please write anything you would like to discuss about your child or family.
Z§ 3-1A) 2021.04
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1 year 6 months Dental Checkup Questionnaire sheet

HTIFEREZIZO, F-EBELRBTERAZLTTFSEL, Please Ocircle or fill in the necessary things.

HEIZETAEM (15~22) TF R EMOITEZ D ST LN AT O Z | ETEZ LTSN,

Question(15~22)about development. $¢Please answer No, if your child doesn’t do rarely.

BHOZFHwmEHICHTT LD ERE LD, AERZOMO D> T, To ZilEVE LET N

[EVR A&

15 Does your child pretend to talk on a phone or play with dolls and others for pretend play? Yes No
16 TR LNS DR D B, RE S LTERLESD [EUANAAY &%
Does your child point with one finger to ask for something or to get help? Yes No
7 DBk R S TR, dEE S LTI E D & & LET ) HO D
Does your child point with one finger to show you something interesting? Yes No
15 | DTRIZICRTHRLN S OB S B, & AR > T &I (U AN ARV P!
Does your child show you things by bringing them? Yes No
HEDOBENTZL ZAICHLBb b EEs T4, BFIATLOHMEZRLETN P
. . . . . . = AVAY- ST
19 |If you point at something like toys to some distance away in the room, does your child look at Yes No
it?
20 HRIZDTHZ e ERLETH, Bl : NZERLRETREDE, FREIELETD) LA U Z %6
Does your child try to copy what you do?(for example:When you pout, does he/she copy that?) Yes No
yy | BRI BRI IR LSS LET HS Dz
Does your child respond when you call your child’ s name? Yes No
99 Sbhihi-Z Lidxbro TWETHM [ELA UWOZ ks
Does your child understand when you tell him/her to do something? Yes No
93 BRESATE R Z WS> TOET M W o7pun LT >T5D
Does mother smoke? No Quit Yes
94 BRENTE RN Z W > TOET M W70 LT W>T5%
Does father smoke? No Quit Yes
BRES AT EVERICERZE 2520 £ Lz Z 7 (KR - E RS - B - RS - 2 Ofth) ZF 7
25 'Has mother take health check up in the past Yes(check up of ward, National Health Insurance, Company, XN *
year? Company—family, Others) ©
%%é/uﬁ).l J@Fﬁﬁw%ﬁﬁ@@ﬁ ] mh 5-6[a 3.4 oE|PL
26 |How many times does your child eat breakfast in a . S S o
week ? Everyday 5+6times 3+4times Less than 2
o7 |BEES AD 1RO ORI B H 5-6[a] 34 2[ILLF
How many times does mother eat breakfast in a week ? Everyday 5+6times 3+4times Less than 2
s [ BREAD LEMOHEOEK i 5-61 3-4[ 2EILL T
How many times does father eat breakfast in a week ? Everyday 5+6times 3+4times Less than 2
29 BYSMIRTEATSWONZEOLEDED A TRRLIET ) =LA |A\AY-4
Can your child chew foods like meatballs havdness? Yes No
PBTFSADEFDZECDUVNVCORE TITHRLIZWZEDRDVET )N
Do you want to talk with dietitian? O Vs
Do you have any concern which you want to talk with dietitian about your child’s Yes No
30 |meals?

[
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BFIAUETRLLSIREBLL SVZLTHET D

- . R N .
Does your child have habit of thumb sucking or use a LTy i Lfo/sﬁy). j;ap%/g’@ %2> ( )
; No Thumb-sucking Pacifier Others( )
pacifier?
. . . o) B0 #H2~4H A REND
TAFam T LT ARREH VB EFERETH child No 2~4times a week Almost every day
Do you and your child have sweet snacks like candy, =~ e S - - - -
chocolate, gum, ice cream and so on? Sz B0 H2~4H FIEEARND
parents No 2~4times a week Almost every day
Do R IR AR — Y KU S BB R i e | TED G #2~4R (EIESHAEN Vel
T child No 2~4times a week Almost every day
Do you gnd y‘our child. have sweet d(?rinks like juice, fermental ﬁ-é%% BERN SE2~4H B e D R
lactic drink, sports drink and so on? parents No 2~4times a week Almost every day
AR PRI 74 > <
DRI PR &%?ﬁk#i@”ﬁf ‘ BE7 B3, N
Does your child drink mother’s or bottle milk and so on - .
No Mother’s milk Milk and so on
before sleep?
WFLIRZ (> TR IR D DE R FF 7 g T (% )
Does your child use a baby bottle to drink something other ,
No Yes (What’s )
than water or tea?
BTEATA D TRy 7 oo TUKERDETH EOA A4
Does your child have a cup of water by himself/herself ? Yes No
- . - N
BRI E — CAEILET (H SR A & ) LA Lo SEIDLE
How many times does your child eat snacks between 3 meals X .
No 1-2 times More than 3 times

in a day? (including sweet drinks)

1. L EFEEEL QOB (FELREBW k., (RS DML BT EEZ L T15)
Yes—Guardian does follow up brushing after child’s brushing
2. FELMRE D TENTIZ, HR#EE 2T TEBOTWD
PREEF N, B AL BT BEELQONET D Yes—Only guardian does toothbrushing
Does guardian do follow up toothbrushing everytime? 3. FELETTELTWD
No-Only child does toothbrushing
4. FELLRHEDENTHRD
No-Both don’t do toothbrushing

BFEATT RN U ERZ > TOET D [EUA [T

Does your child use fluorine tooth paste ? Yes No

TREE DT L7 v BAVEEA > TOET ) [EUA WINZ DB

Do you use fluorine tooth paste ? Yes No Don’t’ know

BI-ESAI00 0T hBHE XS E5 0 EVAN A REIN ERHERE ) sz BN RN
Does your child have any family dentist(doctor) ? Yes( in Edogawa * out dental clinic) *No  « Neither

IO RHE CEMIEES UL PR E S &5 COET
Does your child take a regular dental checkups or preventive treatment at family dentist?
TE WS . TY)—=2 - TYHEBAM - RE
Regular dental check up < Professional cleaning <+ Fluoride treatment « Cavity treatment

PRAEE O IFIH D DT ERHE B F T EUN (S RESS ERERE )« DV rEbRR N
Do you have any family dentist(doctor) ? Yes (in Edogawa *out dental clinic) + No + Neither

IO EHE CEMIERS UL TR L E S A2 T TOET )
Do you take a regular dental checkups or preventive treatment at family dentist?
TE S )= IR RRE - TR R
Regular dental check up « Professional cleaning -+ Fluoride treatment + Cavity treatment

PR O IE, T TR0 T AN T AR S TNET D
Do you(parents) use dental floss or interdental brushes in addition to
tooth brush?

MRE-STND HE1EIPL A >TnD fEoTuauy
Everyday At least once a week No

BALNBROMHERV-12E, BELUABMTICEEEEEN
Please comfirm that there is no omission and don’t forget to bring it on the checkups day. 2021.04




