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Questionnaire on Health Checkup for 4 to 5-Month-Old Infant
(Please fill out and bring it to the checkup.)

Kana

Reading (Male/Female) :

Name of (Your 15t/ 2/ 39/ child) |Date of Birth

Child

Address Ayase-shi| Phone Number ( )

*Please answer the following questions about your child since he/she was born.
Please circle the applicable one.

1

How was the result of screening for Congenital Dysbolism No abnormality / Detailed
(Guthrie test)? examination required

( )

Not received screening

Has your child had any medical problems? No / Yes

( )
Is there any concern about the result of health checkup for 1 No / Yes
month old baby? ( )
Circle the vaccinations your child has received. (Hib / Pediatric pneumococcal

vaccine / DTP-IPV)
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*Please answer the following questions about your child’s development.

Does your child laugh when you play with him/her? Yes / No

Does your child turn his/her face toward you when you speak from the opposite Yes / No
direction?

Can your child make an eye contact with you? Yes / No
Does your child grab a rattle or other toys? Yes / No
Does your child play with both hands? Yes / No
Do you have any difficulty in holding your child as he/she is stiff? No / Yes
Can your child hold his/her head up while you are holding him/her? Yes / No
Does your child put his/her hand or toys in his/her mouth and lick? Yes / No
Do you often take your child for a walk? Yes / No
Does your child feed well? Yes / No
(Breast Milk  times Formula ml/time)
Do you feed anything other than formula (fruit juice / soup / tea / others)
(breast milk) to your child?
Please specify frequency of bowel movements of your child. ( times/day)

Do you have anyone who helps you raise your child?
Yes (Spouse / Parents on husband’s side / Parents on wife’s side / others) / No
Do you have any trouble as you cannot understand why your child is crying?
Yes / No
Do you often get tired of parenting as it is too hard for you? No / Yes
If you have any concerns or something to consult with us, please describe the details below.
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