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Relation Age Relation Age Relation Age

ＴＥＬ ＴＥＬ

Contact① Contact②

Grasping toys: (From: ___ years ___ months)

Turning toward voices: (From:  ___ years ___ months)

Sitting up alone: ( ___ mo.),  Walking alone: ( ___ yr. ___ mo.)

１　Yes (Specific words: ___________________________ )

(Age started: _____ years _____ months)

２　No

２　Yes（　　　　　　　　　　　　　　　　　　　　　　　）

２　Yes（　　　　　　　　　　　　　　　　　　　　　　　）

1　Parent/guardian performs follow-up brushing (Parent brushes after the child) 1

2　Only parent/guardian brushes (Child does not brush themselves) 2

3　Child brushes alone 3

4　Neither child nor parent brushes the child's teeth 4

２　Yes（　　　　　　　　　　　　　　　　　　　　　　　）
１　　Before 5:00 AM ５　　8:00 AM range
２　　5:00 AM range ６　　9:00 AM range
３　　6:00 AM range ７　　10:00 AM range
４　　7:00 AM range ８　　11:00 AM or later
１　　Before 6:00 PM ５　　9:00 PM range
２　　6:00 PM range ６　　10:00 PM range
３　　7:00 PM range ７　　11:00 PM range
４　　8:00 PM range ８　　12:00 AM or later

1　Good
２　Fairly good
３　Neutral 
４　Not very good
５　Not good

1　Spouse / Partner 6　Public health nurse or midwife
２　Grandparents 7　Nursery or kindergarten teacher

8　Telephone consultation services
9　Internet / Online resources

４　Friends 10　Other（　　　　　　　　　　　　　　　　　　　　）
５　Family doctor or nurse １１　No one
１　About my child ４　Relationships with other children's parents
２　Relationship with spouse/partner ５　Other

３　Relationship with parents/in-laws ６　No specific concerns
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1 Year, 9 Months Child Health Examination Questionnaire (1) →Please complete the back
of this page as well.

Family Makeup​:
Family members living with the child

(excluding the child themselves)Child's
Name

Date of Birth:

[Year]             [Month]      [Day]      (Child Number:       )

Address

Otsu City　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　 （School District: 　      　　　　　　        　　　　　）
　　　　　　　　　　　　　　　　　　　　　　　　　　            Do you have plans to move in the near future? ( No ・ Yes )

Father ・ Mother ・ Grandfather ・ Grandmother ・ Other (          ) Father ・ Mother ・ Grandfather ・ Grandmother ・ Other (          )

Attending Daycare/Preschool: Yes (Name of Childcare Facility: ____________________ ) / No 　Birth Height:                cm 　Birth Weight:                    g

◆Please refer to your Maternal and Child Health Handbook (Boshi Techo), circle the applicable items, and fill in the parentheses when necessary.
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　　１.　Developmental History:

　　２.　Does your child say several meaningful words (e.g., "Mama," "Vroom-vroom")?

　　３.　Does your child mimic the gestures or hand movements of people around them?

　　４.　Does your help point at things to show interest or share attention with you?

　　５.　Does your child point at things they want to ask for them?

　  ６.　When looking at a picture book, can your child correctly point to objects when asked
          (e.g., "Which one is the train?" or "Where is the bird?")?

　　７.　Does your child turn around when you call their name from behind?

　　８.　Do you have any concerns regarding their behavior?
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ns 　　９． Completed DTaP-IPV-Hib vaccination (Initial 3-dose series)?

　１０． Completed MR (Measles & Rubella) vaccination?

　１１． Any history of major illnesses?
１　No

　１２． Any history of hospital visits due to accidents/injuries?
１　No

C
. 
L
if
e
st

yl
e
 H

ab
it
s

　１３.　Do they use a baby bottle?

　１４.　Has the child been weaned (from breast/formula)?

　１５.　Do they suck their thumb or use a pacifier?

　１６.　Are meals and snacks given at set times?

　１７.　Do they frequently have sugary drinks (juice, etc.)?

　１８.　Do you (parent/guardian) perform follow-up brushing of their teeth every day?

　１９.　Do you have any concerns regarding food allergies?
１　No

　２０.　What time does your child usually wake up?
Select the most

frequent time range

　２１.　What time does your child usually sleep at night?
Select the most

frequent time range

　２２． How have you been feeling lately (physically and mentally)?

  ２３．　Do you have someone to talk to about daily
childcare?
               Circle all that apply:

３　Relatives (uncles, aunts, siblings)
       or neighbors

  ２４．　Do you have any current concerns?
　　　　　   Circle all that apply:

→Please complete the back of this
page as well.

１　Yes ２　No

１　Yes ２　No

１　Yes ２　No

１　Yes ２　No

１　Yes ２　No

１　Yes ２　No

１　No ２　Yes

１　Yes ２　No

１　Yes ２　No

１　Yes ２　No

１　No ２　Yes

１　No ２　Yes

２　Yes１　No
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1　No
２　Yes ( ____ cigarettes per day)

1　No
２　Yes ( ____ cigarettes per day)

１　Yes
２　No
３　Not applicable 
１　Yes
２　No
３　Not sure

１　No
２　Sometimes
３　Always

３　Rarely 
４　Not sure

　９．　In the past few months, have any of the following occurred in your home? (Multiple responses allowed)

1

2

3

4

5

6

7

１　Very comfortable
２  Somewhat comfortable

３　Average

４　Somewhat difficult

５　Very difficult

１　Yes
２　Somewhat yes

３　Not particularly

４　No

７　Shook the child violently

２　Hit the child emotionally/in anger

２　No

１　Yes ２　No

Please use the space below to write down any other concerns or topics you would like to discuss.

１　Very cooperative
２　Sometimes cooperative

1 Year, 9 Months Child Health Examination Questionnaire (2)

The items within this form are standardized questions used in health examinations nationwide.

１　Overly harsh discipline

Please circle all that
apply

３　Left the infant or young child home alone

４　Did not provide meals for a long period of time

５　Shouted or yelled at the child emotionally

１　Yes ２　No

　１．　Does the mother currently smoke? (Including e-cigarettes and heated tobacco products)

　２．　Does the father (or partner) currently smoke? (Including e-cigarettes and heated tobacco products)

　３．　Is the bathroom door child-proofed (e.g., equipped with a latch or device) to prevent the child from opening it alone?

　４．　Do you have time to relax and enjoy being with your child?

　５．　Are you aware that most children between 18 and 24 months old will point at things to communicate interest?

　６．　Do you ever feel that your child is difficult to raise?

１　Yes
　７．　For those who answered "Always" or "Sometimes" to Question 6:
               Do you know of any methods or resources to help manage these difficulties?

　８．　Do the mother and father (or partner) cooperate in housework and childcare?

　１０．　Are you aware of the local community playgroups or childcare support centers?

　１１．　How do you feel about your current overall financial situation?

　１２．　Do you wish to continue raising your child in this area?

　　 8　　　None of the above apply

６　Covered the child's mouth


