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Please fill in the top portion of this page when you receive this handbook.
COMEIFREZITR- 6T CICHFTRAL TLE R0,

Relationship Name Date of Birth (Current age) Occupation
] K4 £EAB (4R B
l Mother Year/Month/Day ( years old)
' (Pregnant woman)
l it (#Eis) £ A B ( &
| § Father Year/Month/Day ( years old)
= X £ H H( =
‘g g‘; Year/Month/Day ( years old)
gt £ B B( B
5% Tel. No.
. - Cot
P S Tel. No.
; Present Address |
[& Tel. No.
B
Tel. No.
BHE
Certificate of Birth Registration
H A J8 % EERR
Name of Child Male / Female
FoE% o .
Place of Birth Prefecture City/Ward/Town/Village
_ &= D35y BRI [EGIE
' Date of Birth Year Month Day
wENEAR ;3 H &

J I hereby certify that the birth of the above-named child was officially registered on
‘ (Year) (Month) (Day).
LrRROFIZDVTIE # A Hit DR H -7- 2 L ZHT 5,

Official Seal of the Mayor
XA E En

You must register the birth of your child'within 14 days of the birth to obtain the Certificate of Birth Registration.
FHeANETNLE 31314 AUPICHARE LT R EMCBEBRBROTERE ST TSN,




Please fill in the information on this page.
ZOR—JVRERBHSTRAL T LI,

Pregnancy Health Reference
BB DORERREF
Height cm Normal Weight kg Age at Marriage years old
R SHEADKRE FREEEE G 3

* Have you ever had any of the following illnesses?
ORDBRICHhDo2Z b Y T30, (H5HDIZOH)
High blood pressure / Chronic nephritis / Diabetes mellitis / Hepatitis / Heart disease /

S e BiEE % FEIRIE %73 LB
Thyroid disease / Other serious disease (name: )
kR DRR ZOEEVER (FHE )

* Have you ever had any of the following infectious illnesses?
ORODBEFEIZ Aoz Z DD TTh,

Rubella (Yes ( age) No Immunized)

BLA (ZHIELA) (3w ( & wwz THEETZOL)

Measles (Yes,( age) No Immunized)

BLA (ZLA) (IFwv (&) vwuwz FRE#EESUL)

Chicken pox (Yes ( age) No Immunized)

Kig (RIZH £S) (v (0 &) wwz FRHEEZZUL)
* Have you ever had an operation?
O FETIIFMEI I EHFHh E7H

No  Yes (for )
L Hh (K )

* Are you currently taking medicine? (medicine used regularly):
ONRRIsp DI (FHE):
* Do you smoke? No Yes ( cigarettes per day)
OrzifZ #lwF 14, vz iEv (1H #)
* Do you drink alcohol? No Yes ( glasses per day)
OliE = #hAF3h, Vit {dw (18 H#EE)
Spouse’s Health |Good Poor (Disease or problem: )

R R HERIE e L (v (R%

History of Prior Pregnancies

WE ¥ TORR
Date of Delivery Health During Pregnancy/ Baby’'s Weight at Child's Present
During & After Childbirth Birth/Sex Health
HESER iR - HE - ERORE HWEROKE - 5 | BEOFORE
Year/Month Normal - Abnormal g Male/Female Good/Poor
(at weeks or months pregnant)
£ A EH - 8% (iR (% H) &) g B-% &5
Year/Month Normal - Abnormal g Male/Female Good/Poor
(at weeks or months pregnant)
# A E#® - 8% (i # (5 ) &) g B-& f& - &
Year/Month Normal - Abnormal g Male/Female Good/Poor
(at weeks or months pregnant)
F A IE# - BY (R B (5 A) &) g B-%& -8

2

|
|
|

Please fill in the information on this page.
IOR—JRERESTRAL T LS,

Woman’s Occupation and Home Situation
HiRORRECIRE

- Currently Working? (Full-time/Other), (Self-Employed/Work in Family Business/Other), (None)
a Bk (F# - 2oft) - (BEEE - KEREES - Tofh) - (L)
[=2]
& %% | Type of Job and Work Environment (*)
B 1% | tHorvE L BTR (%)
% ﬁk Hours Worked Per Day ( ) Hours, ( Jto( )
su Is your work schedule irregular, such as on a shift basis? (Yes / No)
w o | EHET HERH 1 H# ( ) BER - () BE~ () B
s¢ SefCle EERB RIS (BY - % L)
g "; How Do You Get to Work?
Cip | EECHEIRAT 2RI Y
£
= Length of Commute One Way ( ) Minutes |How Crowded | Very Crowded/Normal
= S DREH Frif ( ) & REEOHE D& HEE

Took Time Off: ( th week)

HE2 KA (R # (5 A) ok E)

: - : Changed Jobs: ( th week)

Waorking Conditions During e S O H) oFx)
Pregnancy
HRELTHLOEESL Permanently Left: ( th week)

HEL LB (R H(5 A) ok &)

Other: ( )

0t ( )
Maternity Leave Before Birth From (Month) (Day) for Days
RE Al PR3 H BHs H i#
Maternity Leave After Birth From (Month) (Day) for Days
R A Hab H
Childcare Leave From (Month) (Day) to (Month) (Day)
(Father / Mother) A HA 6 A HET
FRkE From (Month) (Day) to (Month) (Day)
(5CH - fE8) A B2 5 A HET
Living Situation Independent House ( ) story house/

Condominium ( stories, floor, elevator: No / Yes) / Other ( )
{HEOER WUERE ( PR -%eEE (0 R OW-ILN—y—1F -8 - 2ol ( )
Living Environment | Quiet/Normal/Noisy Sunshine exposure  Good/Normal/Poor
B - Wl - B H%7:h - Yl - E
Who Lives with You | Children (Number: __ ), Husband, Husband's Father, Husband's Mother,
Your Father, Your Mother, Other(s) (Number: __)

[7] 5 FEL (N -k o} - EX-ER Fof ( A)

* Please record any special circumstances, such as whether: the job requires a lot of physical endurance (for
example, standing for long periods); the temperature of the working environment is uncomfortable or harsh; there is
heavy tobacco smoke; there is a lot of physical movement; there is a high stress level; it is difficult to take a break:

and/or there is a lot of overtime.

HUBEELZ VAHOKEWEENEZ W, B

BESE LY., ZIXZoEFDEV, REYFEV, AL ADFE

v, REEATE DIz v, S FE SR EORREHLEA
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Bring this handbook along to all medical examinations. If you change doctors, you will have it as a medical history record.
IOR-Fi, BEEFEDSLBETLEZLILV I 446, BELEIREERVOLBELEL 15,

Course of
HIRP D
Exam Date | Week of Height of | Circumference Blood Edema Protein Sugar in
Pregnancy |Uterus (Fundus)| of Abdomen Pressure (Swelling) in Urine Urine
“EZAH TEiE FEER 68 iide iFE REH R
L il SIS e
—+# | —+4 [ -+
—+4 | —+F |-+ +
; e i B o S B
—+H# | —++ | -+ +
-+ | —+H# | -+
-+ + -+ | -+ +
Syphilis Serological Test Given (Year) (Month) (Day)
HEBE I i B S A H %
Hepatitis B Antigen Test Given (Year) (Month) (Day)
B R dehilsiia s 4 H B %

Relevant Personal Data

#Eim B & DRcsR

First Day of Last Menstruation (Year) (Month) (Day)
e HiBiGH 4 A H
First Medical Exam for This Pregnancy (Year) (Month) (Day)
ZOMEROMEH e A H
First Fetal Movement Felt (Year) (Month) (Day)
BEEELLH 4 A H
Projected Date of Delivery (Year) (Month) (Day)
SHEFER i A 5}
4

Other Examinations (incl. Hemoglobin) | Weight Instructions (i.e., rest, leave of Name of Medical
absence or other action written on the Institution or Doctor
Mother’s Health Maintenance Instruction Card)
EOMFFATo 1ot (ENEFOEY) *hE PRSI (R0 - RE, SRR R L ES
ERIETEER ) - FICRRSWEBL L)
kg
Blood Type (Year) (Month) (Day) | ABO Rh +
iR A # A H i -

« Use the space below to write down the prospective parent or parents’ feelings about welcoming a new baby into the
world. Also write down any concerns or questions you would like to discuss with your doctor.
Offb e ABELDZ 2HBNTRHELALTBETLE ),

T, LEECE HRLLWI LR EYLRBALTBEELY I,

* See your physician immediately if you have vaginal bleeding, any abnormal or unusual pains, or if your water breaks.
M - K - BEPOBMOGEDFH LT CATEBVELE I,
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Bring this handbook along to all medical examinations. If you change doctors, you will have it as a medical history record.
ETHLEELLNZI0o, BEEZUILERVOLHELILE .

ZOR—-Fii, HEEFED-T:

Course of Pregnancy (Il)
A
HEiRPO #48 (2)
Exam Date Week of Height of | Circumference Blood Edema Protein Sugarin Other Examinations (incl. Hemoglobin) | Weight Instructions (i.e., rest, leave of Name of Medical
Pregnancy |Uterus (Fundus)| of Abdomen | Pressure (Swelling) in Urine Urine absence or other action written on the Institution or Doctor
Mother's Health Maintenance Instruction Card)
ZEAH TERE FEEE A [ E T REH R ! FTORFIATo B (ENEFDEY) fhE PR (% - HeE, PR s I LEy
) ERREERER ) - FCRRS B L L)
k
e Gl -+ | —++ | -+ # 1
oue = A SEC T I
—++ | —+H# | -+ +
' —+% | —+2 |-+
-—+4 | —+4% |-+ +
—+4 | -+ | —++
-+ | —+# | -+ #
—+# | -+ | —-++
—+4 | —+4# | -+ + ‘
Relevant Personal Data » Use the space below to write down the prospective parent or parents’ feelings about welcoming a new baby into the
ﬁfﬂ% E % ) .;.aﬁ world. Also write down any concerns or questions you would like to discuss with your doctor.
7 = Ofih v ABLEDL BMADFHLERAL THEZ L L ),
Home Address Before or After Delivery Tel. No. R, ko by HiRL BV CERERRAL TSR L2 2.
HERHROFED o
‘
Name and Address of Emergency Contact Tel. No.
HERIROMHE (MGETIZLWA) £ |
Means of Transport to Hospital Own Car / Taxi / On Foot / Other ( )
Transportation Time ( hours minutes)
ABEDF HFEHYE - ¥ 7 v — - 584 - £20f ( ). * See your physician immediately if you have vaginal bleeding, any abnormal or unusual pains, or if your water breaks.

P EREE ( ¥

)

BB - BK - BLPOEVIEDY o6 dT CATELWELL I,

i




Please fill in the entire page as soon as possible after your baby is born.
COR—FIEHRLIX(B{(REALTLLVEL I,

Record of Delivery
HEDIKE
Length of Pregnancy weeks
a3l TR |
Delivery Date (Year) (Month) (Day). am./p.m.
Wi HEF - £ B B Fii-F% B 5
Delivery Type Normal position Breech position 'Other( )
FEfE B Z0ft ( )
THROEE (BIROIKE) Other comments:
HREE
Length of Labor Amount of bleeding [Light / Moderate / Heavy ( ml)
i T R b i i & L P i ( ml)
Sex/Number Male/Female/Unidentified: Single/Multiple ( )
£ #H - % 1 g - & - FW B - F( B)
< W
SE Baby’s Measurements Weight: g Height: cm
g5 Btilte E HE
| s
<§ EE Chest Circumference: cm Head Circumference: cm
% ff o]t S
@ Special Conditions or Treatment Neonatal Asphyxia —(Expired/Resuscitated) / Stillbirth
HRARE - FERRIE—~ (BT - $k) - TeR
Certificate Certificate of Birth/Certificate of Stillbirth/Certificate of Birth and Death
FEH HAGERY - TEEEY GEMBRES) - HATHSRURCSHE
Place of Delivery
B DT
Name
Atk
Names of Birth Attendants Doctor: Others:
TIREIRE KA Efd Foit
Midwife:
BhRERT

This page to be completed by the doctor or nurse when you leave the hospital or at your post-delivery check-up.
BREBRUVEROBBOL ZIZEALTOLVEL I,

Mother’s Postpartum Condition
HEROBEHEOE S
Days/Months |  Refum of Uterus to | Vaginal Bleeding or | Condition of | Blood Pressure | Protein in Urine|Sugar in Urine | Weight |Remarks
Post-Delivery | Nomal Size and Position | Discharge (Lochia) |  Breasts
EfRHAH FEEG 3 LEORE E R&R Ri% *E |
Normal/Abnormal - |Normal/Abnormal kg
A-E E-6 i, W
Normal/Abnormal  [Normal/Abnormal
PR E- 8 b 5, | s
Normal/Abnormal - |Normal/Abnormal
48 E-6 bk o Pl
Normal/Abnormal - [Normal/Abnormal
8F E-E il

Mother’s personal comments and notations.

B E & DCsR

* Do you sometimes get depressed or feel you don't have any energy?
OFFFRALZNV RSB o2, ALK LGV EVS LI EFHY FTH,

No / Yes
[AIAV4

| Difficult to Say

Ew flEpnafu

* Use the space below to write down anything that you notice was unusual or different after your delivery. Please
consult your doctor or midwife concerning these matters. Also discuss any other conditions you notice.
OE#&., [fwizlt, Bbo I e hITERM, BEMZ LICHRELILL I, 2, KffvicZ ek

EERBLTLES Y,

First Bath __days after delivery Resumed days after delivery
( (Y) (M) (D) Housework | ( (Y) (M) D))
Ad E% HBH( A H) REHMLE E#% H( A H)
Returned to Work _____days after delivery Resumption of (Y) (M) (D)
( (Y) (M) (D) Menstruation
FEUOFBRLE E% HB( A H) R#EEH F A H

Family Planning Guidance
FIiRatEEE

=L »Hh

No / Yes(made by doctor/birth control counselor, midwife) ___(Y)___(M)__(D)

(A - ZEEmEnITER - BhEM) 3 A H




Weight Gain and Loss During Pregnancy and After Childbirth
Hikp & EROGHEE(LDEHE

Weight is one indication of overall health. Sudden gains or losses could indicate a serious problem during these
critical times. Please keep a record of your weight on this chart.

HRERZREEO I WIHETY, FUERPEERZIFEOHEFRERROFFPNICOL) 745, AHT
FRRALTEEICLELE I,

(kg)
+18

+16

+14

+12

+10

+8

+4

+2

Usual weight

kg
2k HIZADEE

Pre- 7 11 15 19 23 27 k| 35 39 1 2 3 4 o 6
pregnancy Weeks Pregnant Post Delivery (Month)
R 7K 118K 158K 198K 238K 278K 318K 358K 398KEKI>»A 22 3»HA 44A 5HR 6HA

(W2RH) (WIH)(EAR)(W5A) (WA (WTH) (WA (WIRNFI0AH)

Zero is the starting point, representing your weight before being pregnant or in the very early stages. You should
keep track of your weight on a monthly basis. It is optimal to return to your normal body weight within six months after
the baby is born.

HRAIIZ S MHOBELZ 0IZLT, TOROEENHBELEED o T, ATHEALT2LEF L9,
E%R6 LA OVWTHRNOBEICE LAV DTY,

Dentist’s Report on Mother’s Teeth During Pregnancy and After Childbirth

iR EERDEDIRE
Upper J
{ﬁ; i 2 1 dep Date of Inital M___M___ D
: 3 Examination
#[EE # A H
6 6 Week of Pregnancy . ( ) weeks
iR oL |
7 g 7 Treated: tooth/teeth
8 6 8 Decayed Teeth LE =
Right Back Teeth Left Back Testh L Untreated: tooth/teeth
5 HE nE £ FALE S
Calcified Tooth Plaque | No / Yes
8
A ] 8 WE ZL D
7 Gum Disease No / Gingivitis / Periodontitis
6 6 BEAE L HEE EE%
Other
Izow%r) Jaw 4 5 ) 5 Z0it
TS
i 2112 o Recommendations
Condition of Teeth WORELF . el A E
Untreated Decayed Tooth: C FKLEIE C —
Healthy Teeth: / el / Name of Clinic,
Tooth Missing: A EA4E A Institution or Dentist
Treated Tooth: 0] REH O Mk It LE g

10

Week of Pregnancy/Week After Childbirth: ( ) weeks
81716|514|312|1|1(2|3|4|5(6(7|8 IR - B &
A ZL &0
Recommendations: Gum Disease No / Gingivitis / Periodontitis
el AT HEKRE L W% A%
Examination Date:__(Y)__(M) __(D) | Name of Clinic, Institution or Dentist
£ A B&%E MEax s LIHiELE L
Week of Pregnancy/Week After Childbirth: ( ) weeks
B|7(6|5]|4|3|2|1|L|2(3(4(5(6]7|8] trig - i &
Calcified Tooth Plaque No / Yes
817(6(5]|4(3]2(1]1|2|3|4(5]|6(|7|8 pra AL D
Recommendations: Gum Disease No / Gingivitis / Periodontitis
it SR , HELSE L EA%K i 4
Examination Date:__(Y)__ (M) __(D) | Name of Clinic, Institution or Dentist
# A B&#E HEsks WAL E S

11




Please fill in this page after attending each class.
CON—FREREETRALTCLE SV,

Parenting Class Record
B3 (M) FRZHEECE

Notes and Observations
¥ td

Date Topic Comments
SWEAD 8 W

(Y) (M) (D)
£ A H

(Y) (M) (D)
£ A B

(Y) (M) (D)
£ H -H

(v) (M) (D)
£ A B ,

(v (M) D)
£ - H-.H

(Y) (M) (D)
£ B B

(Y) (M) (D)
# A B

(Y) (M) (D)
£ B -H

(Y) (M) (D)
A T

(Y) (M) (D)
£ A B

Y) M) (D)
AT T
M__M___©
£ A B

12
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Your Baby’s Development (from Birth to Four Weeks)
REEDRESH [£% 48 % T)

Development of the Newborn (First Week After Birth)
SHFERE [£%218BELA] 08

* Your baby’s health at birth:
O Fhik ZOHRE

(You can include your comments on your baby’s birth.)
(Fbr AOBEEORSISEALTEEZIL )

Weight: g Height: cm
fxE BR :
Circumference of Chest: cm Circumference of Head: cm
Gofi] - S
* Baby's first feeding at hour after delivery.

O b %’/uL:?J}af)fz‘sf?Li’ﬁkiﬁf_‘U)_LiﬂE?i: ( ) BEEETY,

* Type of feeding: Breastfeeding/Bottle.
Ofnk &, 527:B33 (B3 - AT3) TY,

* Was your infant checked for congenital metabolic diseases? Yes [/ No
ORRUERBEESFHRELZTE Lok, By nng

* Please write down your feelings or observations about your baby and his/er birth. Also note comments or worries
about yourself, your child or your family.
OFb e AREZAZ -WREOFFHLERALTBET L2 9, T/, LREIE, LW ELRY
ALTBEZLED,

it

o~
Tl

Age (Days)* Weight (g) Nursing (Sucking) Ability Jaundice Others
H i 3% FE L E ) : HiE it
Weak/Normal None/Normal/Severe
§5 - Hil L - Hil -0
Weak/Normal None/Normal/Severe
55 - %l L -HE -
Irregularities at Birth: No
HERORE . =L
Yes ( Treatment; )
Hh ( ZFONE )
Iregularities after Birth:  No
ETOHRDEAPOEE . 2L
Yes ( Treatment: )
Hh ( T DOHLE )

Condition at Time of Hospital Discharge (on ___ (Y)__ (M)___ (D), __days after birh)
REEREDECSR (£ B A 4% A)

Weight: g Feeding Method : Breastfeeding/Mixed/Formula
= SR . B35l -iR& - AL
Items for Observation:
FlaREBBEYETHHE
Name of Medical Institution or Health Professional: Tel. No.
ik LITiELE SR B

Development of the Newborn (from One to Four Weeks)

ERRERAERHR [£1%1 ~ 48] 0B

14

Age (Days)* | Weight (g) Nursing (Sucking) Ability Feeding Method Name of Medical Institution or
Health Professional
H 3% k& wigLh S R i3 LEs
Weak/Normal Breastfeeding/Mixed/Formula
55 « & B - iRE& - AL
Weak/Normal Breastfeeding/Mixed/Formula
55 - & #5. - iRE& - AL
Recommendations:
FEHIE
*Newborn’s date of birth is counted as 0. 15

¥EFN/YAIZ0H,




Your Baby’s Condition at One Month Old (Recorded on (Year) (Month) ____(Day).)
REEZDXHE (1 »BEl« £ B B8

Health Check-up for Your Baby at One Month Old
1 » Bf@mRa2

My baby turned one month old on (Year) (Month) (Day).
# H HT1 Rk L,

» Does your baby actively move his/her arms and legs when being dressed or undressed? Yes [/ No
OBIETAHLFEREEHPLETH . - By vz
» Does your baby suck well? . Yes [/ No
OBHELIKRAETH Bu g
» Does your baby move his/her arms and legs or cry in response to a loud noise or sound? Yes [/ No
OKERBIZE Y y EFREZMILAD, 3BT BN LT, By wnR
* |s your baby's navel dry? Yes / No
OB~ElddbuTwnIti, By wna

(Call your physician if it is moist or sticky.)
(Y777 LTVARREMICATLOVEL L))

* |s your baby's stool constantly light yellow, cream-colored or grey?* Yes [/ No
O T, 71— Lfs, KHEOEF RV TVWETH, X U LBE
» |s there anything about child-raising that you find particularly difficult? No / Yes / Difficult to Say
OFECI2WTHEZELAZ Lz ) T34, VA B flEBLALL

» Use the space below to write down any concerns about child-raising or any illness that required medical attention,
or any other comments that you have.
OFROLE. oo iA. BELELEHBIZEEALEL L I,

(Examination held on (Year) (Month) (Day) at the age of month _____ days.)
( F A B =iE- 78 B)
Weight: g Height: cm
HE ER :
Circumference of Chest: cm Circumference of Head: cm
o] . SHEA
Diet: Good/Needs advice Feeding Method:  Breastfeeding/Mixed/Formula
FHEAKRE R - EifH Kk B3l -RE - AT
General Health: Healthy/Requires Monitoring
2 - EEER
Recommendations:
{5 HEIH

Name of Medical Institution or Health Professional:
M LB AES

Health Record Until Next Check-up
ROEEZEE TOECH
(Please record weight and height if checked at home)
(BETAELEER - BHEHRBALEL £ 9,)

* If your baby’s stool is light yellow, cream-colored or grey, and if the white of your baby’s eyes or skin is yellow or yellowish-

green, contact your doctor immediately as these may be symptoms of a blocked bile duct (jaundice).

MEQEMITVEE, Y —-Lf, KART, AH (L2®) PEMFEE~HRETHLHE1E, B

A WIRENEDNLO T, —HL R, ARBRE. MINHEFOZREEZIT TS,
16

Date Age Weight Height Recommendation  |Name of Medical Institution or
(in months) Health Professional
FHH H & FE 5R EiE MiE LIHBLESR
g .ocm
17




Your Baby’s Condition at Three to Four Months Old (Recordedon ____ (Year) ___ (Month) ___(Day))
REEDRE [3~4»BE] ( = RS
* Does your baby hold his/her head upright? Yes [/ No
OEMPTbh T Lizh, i (AIAY S
(started doing thison _____ (Month) ____ (Day))
(Fho /s : H B&)
* Does your baby laugh or smile when you touch or hold him/her? Yes [/ No
OHRT L L KT TH, =S N AIAY 4
* Is there anything unusual in your baby's eye movement or expression? No / Yes
OBE22XHOBEN B LuoOTiEwhERIZL D T, AR~ A
* Does your baby try to look in the direction of your voice when you call him/her
from a place out of the baby’s sight? Yes [/ No
ORZGWHMDLE#DITTALE, FLLOEERIIE LT T, =40} (A3
* Do you take your baby out in the fresh air? Yes |/ No
ONGEEL TS h, > U wng
(Walk outside with your child on a nice day.)
(RROIVHIZHECHET 2L ELTHIFEL L I,)
* |s there anything about child-raising that you find particularly difficult? No / Yes / Difficult to Say

OFFTIIOWTHEBTRLLZ L IEH ) 3,

(AR 4

B fmEdVRALEL

* Use the space below to write down any concemns about child-raising or any illness that required medical attention,

or any other comments that you have.
OFROLE, phooiR, BELEFAMCEALILL I,

Health Check-up for Your Baby at Three to Four Months Old

3I~4 PRREREE

(Examination held on (Year) (Month) (Day) attheageof __ month ___ days.)
( #8 A HER- #A B

Weight: ] Height: cm
*hE R

Circumference of Chest: cm Circumference of Head: cm
g [ i

Diet: Good/Needs advice Feeding Method: Breastfeeding/Mixed/Formula
ES 2NN B - EiEN FFEE &3l - jRE - AL

Hip Joint: Normal/Signs of Dislocation
HE MBS HERIBE @ 2L - B D

General Health: Healthy/Requires Monitoring

Recommendations:
fEMHE

Name of Medical Institution or Health Professional:

18

HERR A ITELE S
Health Record Until Next Check-up
ROEEEZEE TOEREH
(Please record weight and height if checked at home)
(BETRAELL-FE - BEBRALEL £ 2,)
Date Age Weight Height Recommendation ~ |Name of Medical Institution or
(in months) Health Professional
£1H A hE 5RE I MEdk e L IE L EE
g cm

19




Your Baby’s Condition at Six to Seven Months Old (Recordedon ____ (Year) ___ (Month) ___(Day).)
REENDDSE [6~7»BE] ( = B BE®

* Does your baby tumn over? Yes [/ No
OFED = LF 5% = JANATAY 3
* Does your baby sit up by himself/herself without help or support? (About 7 months old) Yes [/ No
OBTbhELITH, (7THAH) . - (EqA (AIAY-3

(When your baby sits up without support Date: (Month) (Day))

(ZAHLTLTDNBL I Tk oTH ! A B4
* Does your baby reach for toys near him/her? Yes |/ No
OrLEOZERRHEBb b2 IlFE2OELT20HAT TN =4} WA
» Does your baby babble when he/she is with the family? Yes / No
OFEE Vo LiilwaEE, FLAPTHIILFEHLITH, e (ATAT
* Does your baby turn his/her head when the TV or radio is on? Yes / No
OFLERTIIADENLIILDLE, TCELHLERITH, v vz
* Has your baby started eating solid food? ~Yes | No
OARLIHED T Lizh, & (R AR S

(One month after your baby starts eating solid food, begin giving him/her a variety of solid food two times a
day. From age seven or eight months, the food given to your baby should be soft and able to be mashed by
his/her tongue.)
(BAREHEOTIAAMLAESG IH2ERICIL, AEGOEREZLAPLTHWELILLI, 7. 82AHE
POETOHELESICLET.)
* Do your baby’s pupils look white or yellowish-green?* No / Yes
QULAHNACRAZLD, BEREBIZNX-TRALNTAILIEHD T2, ¥ [AIAY4 (4R
* Use the space below to write down any concerns about child-raising or any illness that required medical attention,
or any other comments that you have.
OFROLE, Phol-mA. BELEZAMICEALIL L I,

Health Check-up for Your Baby at Six to Seven Months Old
6~7PAREEE
(Examination held on (Year) (Month) (Day) attheageof ___ month ____days)
o g B - 7”8 =)

Weight: g Height: cm
*E ' BE :
Circumference of Chest: cm Circumference of Head: cm
o)) : TEE
Diet: Good/Needs advice Feeding Method:  Breastfeeding/Mixed/Formula

FREIRE © R - Ef5H sk #il- ke - AT

Preparation for Weaning: Started/Not Yet Started Number of Teeth: 3
BEFL C PG - KA i} ES

Condition of the Mouth*: Normal/Abnormal or Diseased ( )
ONFOEBRLEEXK (2L -5 ( )

General Health: Healthy/Requires Monitoring
e - ZEE

Recommendations:
fEEEH

Name of Medical Institution or Health Professional:
Mk XidBLER :

Health Record Until Next Check-up
ROBEZEE TOECSH
(Please record weight and height if checked at home)
(BETHELFR - FEBELALEL L D,)

* If your baby’s pupils are this color you should see an eye doctor (ophthamalogist) to check for eye disease.
KOLAHFHACRALD, BREIZE, TRAS L ZRIBORRADLELSHY T, ¥ CIRBED
BEEZTHTLESN, 20

Date Age Weight Height Recommendation ~ [Name of Medical Institution or
(in months) Health Professional
F£HH A FE GE HEER e ITELEE
g .cm

* Diseases of the mouth include tooth decay, gum disease or occlusion.
HOAOFOEECLEER, ULE. HCE0RA. FEREELZERET,
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Your Baby’s Condition at Nine to Ten Months Old (Recordedon ___(Year) ___(Month) ___(Day))
FEEORR [9~10»AE)( & B BgEd
* Does your baby crawl? Yes / No
OlwidvwE LE T2 (=R WLV
(Began on (Month) ____(Day))
(CEB LI olehy: A BE)
* Does your baby stand using support? Yes [/ No
Qo E N LEHFTEF T [=dA T ATAY 3
(Began on (Month) __ (Day))
(CEBZEI LR A H &)
» Does he/she pick up small objects with his/her fingers? Yes [/ No
OIRT, hE3vE2EHETh, TN ATAY 3

(Make sure that your baby does not play with small objects which could be swallowed [i.e., cigarettes,
peanuts] or cause choking.)
(g boRYREKEEELEL L))

» Does your baby like to play by himself/herself? Yes [/ No
OB L C O L VBTN TE LT, (= {R N ATAY §
» Can your baby eat solid foods? Yes / No
OBFLINERAICTTATHE T, EIRNNRIRY 4

(Give your baby solid food three times a day. From nine months on the food should be mashable by the baby's
qums.)
(BELEE3EICTTOEL L. IPAELLHCETORELESIILET,)

» Does your baby turn around when you whisper to him/her? Yes |/ No
OF - EDoVT, SEREFETHTNPTLLENHE T T, EIRRAY S
* Does your baby try to follow you? Yes [/ No
OB E LI T (- JRA N ARV 4
* Are you worried about the way your baby's teeth are coming in, their shape/color or about the baby's gums? ~ No  /  Yes
OWnEzf, . £, AR LIZ2VT, KUcLaIEMFHY ETh. (AT S~ A
» Is there anything about child-raising that you find particularly difficult? No / Yes / Difficult to Say

OFFTUIPDWTHELELLAZ EEHD ETh, v fEdbniiun

» Use the space below to write down any concerns about child-raising or any illness that required medical attention,
or any other comments that you have.
OFROLE, hoomA. BEAEEEMIZEALIL L ).

LV E

Upper
E
Record the dates when your baby’s teeth come in. fo ][ Q
ENEALBEEEORICRBALEL & 5, @S- BA

(First tooth came in: month)

(4 2t : »R) o -
Please mark an “x” on the diagram for any decayed or ® Dc B b 'l'é-._c D @
abnormal teeth. © 0o 6| é o O@
ULEZYEOREILETVALEDEICXEHE2TE -

gFL LI, Lower
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Health Check-up for Your Baby at Nine to Ten Months Old

9~10PARRRELE

(Examination held on (Year) (Month) (Day) at the age of month days.)
( F A B »A B)
Weight: Height: cm
FE 5E
Circumference of Chest: cm Circumference of Head: cm
Lol A
Diet: Good/Needs advice Meals:  (feeding solid food): times/day
FEIREE R - Bl Hi&1A [&]
Number of Teeth: Condition of the Mouth: Normal/Abnormal or Diseased ( 3 )
W ( ) #F OOhOEBLEE . HL-dh ( )
General Health: Healthy/Requires Monitoring
B EHE
Recommendations:
HEEH

Name of Medical Institution or Health Professional:

MR EIELEE

Health Record Until Next Check-up

ROEERDEE TOLHR

(Please record weight and height if checked at home)
(BETHMELLHR - FEHBRBALEL £ 90)

Date Age Weight Height Recommendation Name of Medical Institution or
(in months) Health Professional
#£HH A& *E 5k fEHEH MRk L ITBRES
g cm
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Your Child’s Condition at One Year (Recordedon ____ (Year) __ (Month) ___(Day))
REEORSHE ['ROE]( & B BE®

My child tumed one year old on (Year) (Month) .(Day)
# A HC1li&ickhILi,

* Has your child started walking holding on to something for support? . Yes / No
O27wnwkE 2 LETh, N (=4} (ATAY3

(Began on (Month) ____ (Day))

(C&BLHho7B: A H&)
* Does your child wave goodbye or greet you? Yes [/ No
Q3434 A>=FNREDFRNELITH o Lni
* Does your child move his/her body to music? Yes / No
OF LELLEDOTEILADLET, o2 LEITHI LI T 4% (RYAS |
* Does your child understand simple commands such as "Come here" or "Give me"? Yes / No
OKADEIMEL T E1F (BT, b1 3 2uay) tbhh 10, > A (AIAY-3
* Does your child seem to enjoy playing with you? Yes [/ No
OMFIh > TEATRLLEV T, (=4A] (AIAY4
* Does your child eat three times a day regularly? Yes /[ No
OlH3mOEHEN) XLH2&FLIh, FIRENATAY 3

(To prevent cavities and a loss of appetite, do not give your child too many sweet foods or sugary drinks.)
(REkELCSNREI, T, DLETHOLOIZ, BEOSZVHREDEEZILLI.)
* What activities does your child like to do? (For example: )
QY ALBUDIFETT D, (GEVOH : )
* Use the space below to write down any concerns about child-raising or any illness that required medical attention,

or any other comments that you have.
OFROLE, oK, BELSZHMICEALELL ).
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Health Check-up for Your Child at One Year Old
1 ERREEE

(Examination held on (Year) (Month) (Day) at the age of years months.)
T h BER- ®& »A)
Weight: g Height: cm
ki 5 .
Circumference of Chest: cm Circumference of Head: cm
Ha ; GEMA
Diet: Good/Needs Advice Breastfeeding:  Stopped/Still Breastfeeding
FEFEEE . B - EifE {527 fRATWARL - RATWS

( )mealsperday, ( )snacksperday| Eyes (Eye Position, etc.): Normal/Abnormal/Possible Abnormality )

IHICES () | ME& BP0 () @] BORE (HRfE - zof) ZL-db-E( )

General Health: Healthy/Requires Monitoring
Teeth: Healthy/Need Treatment (No. of Teeth: )

; FEGEoOLLE . 2L -dh ( K)

£ Dental Hygiene: Good/Fair/Poor

%ﬁ E|ID|C|B|A|A|B|C|D|E|#aHEh: shv- 525 - &k

g o Gums/Membranes: Normal/Abnormal ( )

8 &K W - R RELL - (. )

s |E|D|C|B|A|A|B|C|D|E | Occlusion: Normal/Abnormal ( )

g FEWE %L - BiEE ( 3
(Examination Date: (Year) __ (Month) ____ (Day))
( # A H#ZE)

Recommendations:

fRiHIE

Name of Medical Institution or Health Professional:
sz B I E L E S

Health Record Until Next Check-up
ROBERZEE TOLHR
(Please record weight and height if checked at home)
(BETRELLFR - REBRALEL £ 20)

Date Age Weight Height Recommendation ~ |Name of Medical Institution or
Health Professional
£AH Fis hE o83 fREEH fies LIRS ER
g .o¢cm
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Fill out this page before 18 months health check-up.
COR—FJR1IR6PARRSITICEALTEEELL S,

Your Child’s Condition at 18 Months (Recorded on (Year) (Month) ___(Day).)
REENRE (1&X6»PADER] ( & B BE

* Does your child walk well without support? Yes [/ No
QUEhTEFIZHEETTH, 48} VWA

(Began walking by himself/herself on _years months old)

(DEDKREFTED LI Lo/ & AH) . ﬂ
. Does your child utter meaningful words such as “mama” or “bye-bye™? : Yes [/ No
YRR, T—T -k EERDH D LIFEVCOPTELET A FORNERTAY | ﬂ

. Can your child drink water from a cup by himself/herself? Yes [/ No
OQHESTCay TiFE-sThkERD T T, [E4A (AIRY3
* Is your child still drinking from a bottle? No [/ Yes
ORFLE > ZfEo T E 7 (AIRY4 [E4R}

(To prevent tooth decay, your child should stop drinking from a bottle.)

(HFLE > & fio THREDIE, G LETFHLLEDOLHIIPHELIILEL L)
+ Do you give your baby meals and snacks at a generally set time? Yes [/ No
OEFCHA (B%2) EMiErViVEEs TV E T, (- JRN AR 4
* Does a parent/quardian complete the task of brushing the baby’s teeth by giving a final thorough brushing? Yes |/ No
OREEFBOELIFAFEE LTHI T E T, By vni
* Does your child appear to have any strange eye movements or be overly sensitive to light?+ No [/ Yes
OBBIZFALA o0, HBOBEEBYPLVOTREVHLRIZED 34, ¥ (AIAT S~ dA
.* Does your child look back when you call his/her name from behind? Yes / No
O3 LADPLERMEFFAZLE, RYIMETTH, IR ATAY
* What activities does your child like to do? (For example: )
QUALBUDIHFETTH, EVOH . :

* |s there anything about child-raising that you find particularly difficult? No/ Yes / Difficult to Say

OFF TPV THBEERLLZ LZHY LT, [ATOT-S ~ RN () ot SYRT i/ Y

* Use the space below to write down any concerns about Chl|d -raising or any illness that required medical attention,
or any other comments that you have.

OFROLE, o mR, BRELZEEMICRALZ

Lx9e

Please mark an “x” on the diagram for any

decayed or abnormal teeth.

SLEE ERNBREICRIVESAEORIICXH
ED2UTHEELLD

*If your child is sensitive to light or watches TV with his/her eyes half-closed or neck tilted, it may indicate a vision
problem.
MBRIZER LD o0,
WwIZiHdhhId,

TLERRZEZEEMOHL), @ TsE 312, HALEHNE
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: 7Health Check-up for Your Child at 18 Months Old
16 »ARERE

(Examination held on (Year) (Month) (Day) at the age of years months.)
( &#8 B B%x&- & »A)
Weight: kg Height: cm
thE . HE :
Circumference of Chest: cm Circumference of Head: cm
g [ g il :
Diet: Good/Needs Advice | Breastfeeding: Stopped/Still breastfeeding | Fully Weaned: Yes/Not Yet
FEYE: R-EEE 1521 RN FATVAEWV - BRATWS RETL T - ®%ET
Eyes (E ge Position, Vision, etfc.): Ears (Hearing, etc.): |
Nonnab‘Abnormall ossible Abnormality ( )| Normal/Abnormal/Possible Abnormality ( ) 1
HOR% (RL - 8] Zofl) &L -5 -8 ( )| HOEE (BE- - Zoft) @ &2L-50) B ( )

Immunizations (Circle the immunizations that have been received):  BCG Polio
PR (ZUHTe340L0%#3 5.0 ¢

Diphtheria/Pertussis/Tetanus ~ Measles/Rubella
BCG KW+ Y7707 -HHtE-EEER KLA-BELA

General Health: Healthy/Requires Monitoring

Caries Attack Pattern: O, O, AB C

LLENRER . 0,0A B C

Teeth: Healthy/Need Treatment (No. of Teeth: ______ )
HHEBEOLLE &L -5 ( %)
E|D|C|[B|A|A|B|C|D|E |Dental Hygiene: Good/Fair/Poor
EoER Ehwy - 525 - Elhw
Gums/Membranes: Normal/Abnormal (
Z|EIDICIBIA|A|B|C|D|E |t -#is: 854l -5 (
Occlusion: Normal/Abnormal (

TEEE L - BiEE (

(Examination Date: (Year) __ (Month) ____(Day
{ =g A H#E

Qverall Dental Health

)

Recommendations:
fHEHIH

Name of Medical Institution or Health Professional:
ez m LIBLES

Health Record Until Next Check-up
ROWEREE E TDECSH
(Please record weight and height if checked at home)
(BETRAELLBR - BEHTLALELLD,)

Date Age Weight Height Recommendation  |Name of Medical Institution or
Health Professional
#HH i £33 R RS | MRz B XITBLER
kg . 0M

Caries attack pattern: O1= Teeth are clean and there is no decay. O2= No decay but teeth are not clean. A= Decay in
either upper front or back teeth. B= Decay in both upper front and back teeth. C= Decay also in lower teeth
CLEORER O LELL, Hdbahvy Ol telLhL., HELLY A BET A EAHE
IZ&rLth B:HEEEEIEICLLE C: TAEICLELE
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Health Check-up for Your Child at Two Years Old

: f - | 2 ERERE
Your Child’s Condltu_)n at Two Years (Recorded on (Year) ___ (Month) ____(Day)) (Examination held on (Year) (Month) (Day) at the age of years months.)
REEDESE [2mOE]( & A B8 ( % A A%K- B »A)
My child turned two years old on (Year) (Month) (Day). Weight: kg Height: cm
£ B BT22RIIHhILIS *E : BR .
! Circumference of Head: cm Body Type: Heavy/Average/Thin

» Can your child run? - Yes [ .No SHE : FRIKEE . HE DR - Hil - PERK
Ok ,5;—.5- e ,5_?,0 . ki Eyes (Eye Position, Vision, efc.): Ears (Hearing, etc.):
* Does your child feed himselfherself with a spoon? Yes [ No . Normal/Abnormal/Possible Abnormality ( )| Normal/Abnormal/Possible Abnormality ( )
ORT = > R > THFTANIT N, B vni HOR% (R -7 - Tof) (&L b0 B ( )| HoRE BE-2of) 2L -39 -8 ( )

« Does your child play by stacking blocks to build a tower or line the blocks inarow like atrain? ~ Yes /  No

OMATEDES b DEEorl) . BIcHRCEEL LA TTESRCEE LT T, BU Wi General Health: Healthy/Requires Monitoring

S B - ZBE
* Does your child imitate adults or TV performers or characters? Yes / No
OFLERRANDHFRYOIRELIT T vy WA
+ Does your child speak in simple sentences? (i.e., “Me hungry" or “Dog come”) Yes / No Teeth: Healthy/Need Treatment (No. of Teeth: _____)
O2BX (Tv7%%, =owFa9¥4) hEEBVETH. Bu L RieOULE 2L -H0 ( F)

. v £ .| Dental Hygiene: Good/Fair/Poor
» Does your child eat meat or high-fiber vegetables? Yes / No 3 ekl it

o i p £ EID|C|B|A|A|B|C|D|E|@oEh: 2iw: 525 - Eikw
ey 5 ek e i o o s % Gums/Membranes: Normal/Abnormal ( )
» Does your child try to brush his/her teeth? Yes | No § % KR BELL B ( )
b2 ¥ D \ ALY R = M :
Ofi# b & DHBEZ I LHTET D, By - s |E[D|C|B|A|[A[B|C|D|E |occlusion: Normal/Abnormal ( )
» Does a parent/guardian complete the task of brushing the baby's teeth g REES &L - BEE ( )
by giving a final thorough brushing? Yes [/ No (Examination Date: (Year) (Month) (Day))
OREBENFEROL LT ANFEZLTHITTE T [E4 (AR ( # A H#ZE)
* What activities does your child like to do? (For example: ) T
OX AN E T 0 GEFDR : ) iﬁgg"dm"&
8

* Use the space below to write down any concerns about child-raising or any illness that required medical atention,
or any other commenis that you have.
OFROLE, pholciA,. BEAZETHBICRALELE ),

Name of Medical Institution or Health Professional:
ML ES

Health Record Until Next Check-up
ROMEBLEE TOECSR
(Please record weight and height if checked at home)
(BETHELLSR - REBELRALEL £ I,)

Date Age Weight Height Recommendation ~ |Name of Medical Institution or
Health Professional
' £AH i *hE gk fEEEIE M E L IBLESR
kg .o cm

28 29




Please fill in this page before your child’s health check-up at three years.
COR—FVIIIRERBITIIRALTEEILL .

Your Child’s Condition at Three Years (Recodedon ____(Year) ___(Month) ___(Day))
REENDESE [3EOE]( & B B

My child turned three years old on (Year) (Month) (Day).
£ B  HT3IEILEOWILL,

Health Check-up for Your Child at Three Years Old
IEREmEE

* Does your child easily climb the stairs without using his/her hands? . Yes / No
OF LTIV E N THEZDRZAETD, \ v (AIAY-4
* Does your child draw circles with crayons? Yes / No
Ozvaribch (A) *®HE T, EOANAAY
* Does your child want to dress and undress by himself/herself? Yes [/ No
OKROFHEZVEDTLEA) T35, [>JANNNAIAY 3
* Can your child say his/her own name? Yes [/ No
OHFDEHHER LT - IANAAY3
* Does your child usually brush his/her teeth and wash his/her hands? Yes / No
OMANFERLFHRVELTWETH (- IR ATAY 4
* Does a parent/guardian complete the task of brushing the baby's teeth

by giving a final thorough brushing? Yes / No
ORBENFHOMLEITANFEELTHIFTVETH, (=N (A1
* Does your child always suck his/her thumb? ' No / Yes
O 2L R EFLTVETD, RTRY- SR - JA
* Does your child always chew his/her food well? Yes [/ No
QI PATENLIBEIZH) T35 (=4 A [AIAY-]
* Does your child appear to be cross-eyed? No / Yes
OFIEH Y T35 (AAYS (EqR
* Does your child move closer to or squint when he/she looks at an object? No / Yes
OmzRasLEHEZMDHI), BRISGEITTRADLETH ATAY S - A
* Does your child's hearing appear to be poor? No / Yes
OHOMIAPFEVOTIEHEVWIALRILED T30 LA =48}
* Does your child like to play “house,” “monsters” or “pretend?” Yes |/ No
OFFTL, FMT-oThE, THoZEUNTEIFTH, > 4A (AIAY4
* Does your child have friends to play with? Yes [/ No
OFEFRLELDVETH, (= 4R (AIAY4
* |s there anything about child-raising that you find particularly difficult? No / Yes / Difficult to Say
OFETIPVWTHEZRLAZ LIZH Y T, VWA e Edbuniiun

* Use the space below to write down any concerns about child-raising or any illness that required medical attention,
or any other comments that you have.
OFROLE, Phol-fmA, BE2EZABICEALELE I,

(Examination held on (Year) (Month) (Day) at the age of years months.)
( & A H=EE- B »AR)
Weight: kg Height: cm
(ki . GE .
Circumference of Head: cm Body Type: Heavy/Average/Thin
L) - FERIRNE . AL )FRE - Bl - AR

Eyes (Eye Position, Vision, efc.): Normal/Abnormal/Possible Abnormality (
HORE BRMIRE 80 Zoft) (4L -0 -8 (

Ears (Hearing, etc.): Normal/Abnormal/Possible Abnormality (
HORY (#FE-Zofb) (4L -50 -8 (

Immunizations (Circle the immunizations that have been received):  BCG Polio  Diphtheria/Pertussis/Tetanus ~ Measles/Rubella
FRHEHE (ST 40II0% T 5, BCG KU+ Y7707 -GHEE -HER RLA-BELA

General Health: Healthy/Requires Monitoring
feHE - BE%S

v |

Caries Attack Patterm:O A B C; C.

GLENEEM .0 A B C, C;

Teeth: Healthy/Need Treatment (No. of Teeth: )
HiHHobLE: 2L -0 (1 F)
E{D|{C|{B|[A|A|B|C|D|E |Dental Hygiene: GoodFair/Poor

BN Ehv - 50 - Echw
Gums/Membranes: Normal/Abnormal )
e - BRI BELL B ( )
Occlusion: Normal/Abnormal ( )
TIEEE L - Bik&E ( )
(Examination Date: (Year) ___ (Month) ___(Day))
( "% B H#®E)

FoE S B

,:
m
(w)
o
w
>
p
w
(@]
(W)
m

Qverall Dental Health

Recommendations:
fe g

Name of Medical Institution or Health Professional:
Wi LTI Y &S s

30

Health Record Until Next Check-up
ROBEZEE TOCEH
(Please record weight and height if checked at home)
(BETAELLSR - FEHEALEL L D)

Date Age Weight Height Recommendation  [Name of Medical Institution or
Health Professional
A8 ks R SR RS Mas s LIS E S
kg .ocm

Caries Attack Pattern: O = No decayed teeth. A = Decayed teeth in either front or back. B = Decayed teeth in both
front and back. C1 = Decayed teeth inlower front. C2 = Decayed teeth in lower front and other areas
CLEORSBR O OLLELL AIREIZQGHEICGLE B RELHEILLE Cil T
At Lt Co: TR ZOMIZL LF
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Your Child’s Condition at Four Years (Recordedon ____ (Year)__ (Month) ___ (Day))
REENGRSE [4MOE] ( £ B BES
My child turned four years old on (Year) (Month) (Day).
# A HT4@ichhFL,

* Does your child jump down from the second or third step of a staircase? Yes |/ No
OlE%2. 3ROBEEILEUBILNLIETH. (= 4R VWA

3 * Does your child hop on one leg? Yes [/ No
3 ORRTr > > LTLUETH, B vz
‘ » Does your child tell either/both parents about his/her experiences? Yes [/ No
OEFOBRBELIZLEBHIARPBREAELE T, [EIR ARV S

» Can your child copy a drawing of criss-cross lines? Yes / No
OBFFEEZRTHFEIHMITE T4 (FOA N ATAY 3

* Can your child use scissors well? . Yes [/ No

Ol shx EFITHERETH, EIR ARV

« Can your child dress and undress himself/herself? Yes [/ No
OKBROFEHREHITEF T E TR ATAY
*Does your child play make-believe games with his/her friends? Yes [/ No
QEHEbE, ToT#UELETH EIR AT S

* Does your child brush his/her teeth, rinse his/her mouth and wash his/her hands? Yes / No

QAN E, OFTTE, FrvnikLITd,
* Does a parent/guardian complete the task of brushing the baby’s teeth
by giving a final thorough brushing?

OREENFHOL EITFAIEE L THITFTVE T4
* Does your child always suck his/her thumb?
OuobiLe EDELTVETh,
* |s your child “picky” about food?
OR~POIFEHVIEH D T35,

(Example of what your child does not like:

[F4A) [AIAY4

Yes [/ No
IFw RIRY 4
No [/ Yes
(ATAY 3 (E4A
No [/ Yes

VMLV E (4R}

)

(WL boop

* Does your child use the toilet by himself/herself to urinate?
OBLoZZUEDTLESD,

)

Yes |/ No
[F4A WLLVE

* Use the space below to write down any concerns about child-raising or any illiness that required medical attention,

or any other comments that you have.
OFEDLE, ph-o7mK, BELEETHBICEALEL L I,
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Health Check-up for Your Child at Four Years Old

4 mRRZE
(Examination held on (Year) (Month) (Day) attheageof _____years _____ months.)
( % A B=E% - & #A)
Weight: kg Height: cm
HE - BE s
Circumference of Head: cm Body Type: Heavy/Average/Thin
- " FEKIE . HLDEMK - HE - PR
Eyes (Eye Position, Vision: Right () Left () , others) Normal/Abnormal/Possible Abnormality-( )
BORY BUEBY -®AO:F( ) -E( ) -zofl) (4L -dh -8 ( )

Ears (Hearing, etc.): Normal/Abnormal/Possible Abnormality (
HoORE (- toft) (&L -0 -8 (

— —

General Health: Healthy/Requires Monitoring

fREE - BEE
Teeth: Healthy/Need Treatment (No. of Teeth: )
BiaEotLE 2L -5 ( %)
£ Dental Hygiene: Good/Fair/Poor
£, |E|D|C|B|A[A|B|C|D|E|tomn: s 555 s2tkw
£ p Gums/Membranes: Normal/Abnormal ( )
a8 B - R BELL - B ( )
35“ E|ID|{C|B|A|[A|B|C|D|E |occlusion: Normal/Abnormal ( )
8 FERS : %L - BiER ( )
(Examination Date: (Year) (Month) (Day))
( # A 88%
Recommendations:
HEHA

Name of Medical Institution or Health Professional:
MEixa L IdHLES ©

Health Record Until Next Check-up
ROEEZE X TOEH
(Please record weight and height if checked at home)
(BETRAELAFR -FEBRALEL £ D)

Date Age Weight Height Recommendation ~ |Name of Medical Institution or
Health Professional
#AH i %E 5k EEEL R Mk XL ESR
kg . ¢cm
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Your Child’s Condition at Five Years (Recordedon ___(Year)___(Month) ____(Day))
REENKCSHE [SEOR] ( # A 8=
My child turned five years old on (Year) (Month) (Day).
F A BHTSRIZahELL,

* Can your child do somersaults? Yes [/ No
OTASCHELMRTEE T (= SR RAY 4
« Can your child draw pictures from memory? Yes / No
OBVWHLTREE(ZENTEETH, FIRTENATAY &
* Can your child identify the colors, red, yellow, green and blue? Yes /[ No
Ofa (. #. &. &) »bh ) I3, [EJAATAY 3
* Does your child speak using correct pronunciation? Yes / No
Oldo &) LARETEFTE LT (=4 [AIAY A
* Does your child use the toilet by himselt/herself for bowel movements? Yes / No
OXKfEXTENTLET D - JA N AR
* Does your child enjoy group activities at his/her kindergarten or day care center? Yes [/ No
OHHER, REFRLZLEOEMAEFICLZLA, BLAILTWE T, Fwv vng
» Does your child appear to consider the feelings of others or show a love of flowers and animals? Yes / No
OEeiEEdhbudiofzh, HAZEVRERAFLER-TWE LI T, EJR AR 1
* Does your child eat with the family? Yes [/ No
OFtEE —#HITABLTASTVITH, By wni
* Does a parent/guardian complete the task of brushing the baby's teeth

by giving a final thorough brushing? Yes [/ No
OREZHFWOL ETF AP EEZLTHTFTWE T = AR ATAS
* Does your child always suck his/her thumb? No Yes
OwobigLe s ZLTWETh, LWL (4R}
* When you read a story to your child, does he/she understand the content? Yes [/ No
OBEEFHEATHITLLEDAENFG»H LI T LA, (= dR NN ARV S

* Use the space below to write down any concerns about child-raising or any iliness that required medical attention,

or any other comments that you have.
OFROLE, PP o7mR, BEELAMICEKALILL ).

Health Check-up for Your Child at Five Years Old

SERERZE
(Examination held on (Year) (Month) (Day) attheageof  years_ months.)
( & B H=EK- ® #»A)
Weight: kg Height: cm
fEE R
Circumference of Head: cm Body Type: Heavy/Average/Thin
SR FEIRRE . S DERMR- il - P HERE
Eyes (Eye Position, Vision: Right () Left () , Others) Normal/Abnormal/Possible Abnormality ( )
BOE®W REEFE-#A:E( ) -E( ) -20fl) &L -0 -8 ( )
Ears (Hearing, etc.): Normal/Abnormal/Possible Abnormality ( )
HORE (BE- o) &L -5h -8 ( )
General Health: Healthy/Requires Monitoring
fRHE - BEIH
Teeth: Healthy/Need Treatment
ER@ObLE 2L -5
6(5(4 2111112|3({4|5|6]| (Baby Teeth: Permanent Teeth: )
<= (fLlE & kAH F)
3 Dental Hygiene: Good/Fair/Poor
Ty E|ID B|/A|A(B|C[D|E BOBN . S - hod « Ak
£p Gums/Membranes: Normal/Abnormal ( )
8K WA - R BELL - ( )
= B EID BIA|A|B|CIDIE Occlusion: Normal/Abnormal ( )
® REBE : %L - BiER (
o Condition of the Mouth ( )
6154 21141121314 W - OREORFRE | ( )
5|6 (Examination Date: (Year) (Month) (Day))
( # A 8B2%H
Recommendations:
B HIH

Name of Medical Institution or Health Professional:

MRk X IFB Y EE .

Health Record Until Next Check-up

EF TOiLsH

(Please record weight and height if checked at home)
(BETHELEER - FEHRALELL D)

RDIERE

=5
RZ

Date Age Weight Height Recommendation ~ [Name of Medical Institution or
Health Professional
#£HH i k& BR THMFIH Mgk s AL E S
kg cm

34

35




Health Check-up for Your Child at Six Years Old
b XBREE

Your Child’s Condition at Six Years (Recorded on (Year) (Month) ____(Day))
REEDGKHE [6EDE] ( & A Bz
My child turned six years old on (Year) (Month) (Day).
£ B BTO6MIAhEL,

» Can your child stand for five to ten seconds on one leg? Yes [/ No
OFRTS5 ~10HH LT ETh, (=48} (ATRY3
» Can your child draw a square? Yes |/ No
OMfOFHEIRT, FEFETh. v vni
» Does your child understand which is his/her left and right, front and back? Yes / No
OBa® [kl k&Gl ¥BBXEbhh T3, 3oy WL
* Can your child read or write his/her name? Yes [/ No
QULALOHADREMERAID . HOWTEIT D, Fw Lng
» Is your child able to control his/her temper even when he/she wants a toy or a snack? Yes [/ No
OBbbevBETRLRELLTHYRBTCELL 122D LD Ly (AR 4
» Does your child abide by the rules and regulations in games? Yes [/ No
O#ER N — N EF 2> TESTTH RN AR 3
* Has your child's first permanent tooth come in? Yes [/ No
O6 M (FLETIOBIZE 2 ZAAM) (3HEX T LI2h, U wni
» Does a parent/guardian complete the task of brushing the baby’s teeth

by giving a final thorough brushing? Yes / No
ORBEENWOM LT AN EL LTHTTE T, EIR ARV 3
* Does your child have breakfast every morning? Yes / No
Oz HMEE<T T EIR R ARV

» Use the space below to write down any concerns about child-raising or any illness that required medical attention,

or any other comments that you have.
OFRDLE., Pho oA, BRELETABIZERALILE

(Examination held on (Year) (Month) (Day) at the age of years months.)
( 8 A B=k- & »A)
Weight: kg Height: cm
hE . R .
Circumference of Head: cm Body Type: Heavy/Average/Thin
JAH z FEPEE . SLDERE- il CERK
Eyes (Eye Position, Vision: Right ( ) Left () , Others) Normal/Abnormal/Possible Abnormality ( )
HOEE MRUEBE-RAO 6 ) -E(C ) -Zofl) (&L-5H0 -8 ( )
Ears (Hearing, etc.): Normal/Abnormal/Possible Abnormality )
HORE (- zoft) &L -0 -5 ( )
Immunizations (Circle the immunizations thal have been received . BCG  Polio  Diphtheria/Pertussis/Tetanus ~ Measles/Rubella  Japanese Encephalitis
eI (St To2 Lor0R S, BCG #U4 Y7707 -GRA¢E - HME KLA-RLA BRER
General Health: Healthy/Requires Monitoring
feHE - BB

Teeth: Healthy/Need Treatment

EiHEOLLE L - HD
(Baby Teeth: Permanent Teeth: )
(L & kAl &)

=

E Dental Hygiene: Good/Fair/Poor

T . EID|C|B|A|A|B|C|D|E| |oEh: shw 5235  d0:40

En Gums/Membranes: Normal/Abnormal ( )

8 % MP - B D RELL -HD ( )

== EIDICIB|A|IAIB|[C|DI|E Occlusion: Normal/Abnormal ( )

o RERS © & L Bk ( )

o Condition of the Mouth ( )
H - OFEOEFRE . ( )

615|4]|3|2|1(1|2|3|4(5/6 (Examination Date: (Year) ___ (Month) ___(Day))

( i A H#E)

Recommendations:

fHEEH

Name of Medical Institution or Health Professional:
Wiz L3N ER

Health Record Until Next Check-up
ROBREZEE COLER
(Please record weight and height if checked at home)
(BETHELEER - AEBRALELE D)

36

Date Age Weight Height Recommendation ~ |Name of Medical Institution or
Health Professional
£HH G & R I MBI LES
kg . cm
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<Boys> Mark the height and weight of your baby on the chart.

<B> ! BT EADBEREFRECOT T 7IZRALEL L I,
(cm)80 LR B B L U B L L L L R L N B e N
75
(kg)
701 12 -
@Height
] 5E
651 11
60t 10
551 9
501 8
451 7
40* 6
t ‘ @Weight
t FE h
Height ©
R A -
4 - -
Stands up with support D70 1) %
= e ——tt .
Craws (v idv
3 R S i
T Controls head ~ Tums over .
Weighl HibHh FHED Sits without help _
ﬁCEZ.'."."." [ 11 11 RN LA [ I B

0 1 2

(BmAge—'34567891011umu}520u

(H4F5) A : (#A)
Arrows indicating head control, turning over, sitting, crawling, standing and walking show the period between the age
at which 50% and the age at which 90% of boys can perform each action. Mark the age at which your child first
perform these actions.
HYbHY, #ED, 0EDTHY, 22T DAL, EVEVWRTFGEDEIOEIL, HEROTELHTE
L5 - Elmd S, HIHOTELHNTELLICLEA - EREITCOMMERELL-LOTT,
BTFEANTEDRE IR L E#RAICRRALELES,
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<Boys>
<E>

Mark the height and weight of your child on the chart.
BF2AOKRERLHEZ IO/ T 712 ALELLE Y.

(cm)125
120
115

110
k :
105 (27g) @Height

1
Weight i
hE 7

Iwues :uk ')ﬁ%é

Il sl i B st b A d S p s b 46
Age _, Years Old
i (%)

The height and weight of 94% of boys will fall within the shaded area in the above chart. There is a great range in the
growth rate among children. It should be noted that these statistics show only the standard of Japanese children.
Note that the length of children under the age of two is measured while the child is lying down whereas the height of
children two and older is measures while the child is standing.

FELBEDOY T 7 1 HOPIZiE, £A - EHO 04—t Y FOTELOMAAD £+, ADEORHBEA
EHFRKEWCTH, ZOVIT 75 —EOHEE LTS,

B, 2EKEOFRIENETHN, 2EULOFRETVAETHS-LLDTY,
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<Girls> Mark the height and weight of your baby on the chart.

! <> : BT3AOKBERLERE IO/ 7IZRALELE I
(cm)SO T T T
Vis
| (kg)
70112
651 11
601 10
551 9
50¢ 8
451 7
40¢ 6
g _
Height
BE A
4 Stands up with support 27
. A N
Crawls i;tm.h:
3 t
f LT L) s Wil help,
Weight DENTDHY ]
ﬂiﬁz. < 'Il'lI-II.II.II.II-Il.ll.ll.ll.
0 1 2 S 4 5 6 7 8 9 10 11 12
(Birth) Age — Months Oid

(Ih4Em) Hig (#A)
Arrows indicating head control, turning over, sitting, crawling, standing and walking show the period between the age
at which 50% and the age at which 90% of girls can perform each action. Mark the age at which your child first -
perform these actions.
Hibh, LR, 0ENThh, 22F DAL, EVIEIVWRTFTEDRZORENL, HFHOTLELNTE
X205 A - ERmPS, HIFOTLINTELLILLA - FImEToOMMERLA DT,
BFESANTELL )L B2 EHTRHRALILE
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<Ciris> Mark the height and weight of your child on the chart.

ok BPSAOKECHEEZO7 T TERALEL L Jo

(cm) 125 ‘ :
120 :
115
i(l)g g‘.,g) | @Height _ : '
1001 26

& 8 &
&

Height 17
BE 16

@Weight

Walks o uﬂléé
k& 74 L 3 + % i 5 : 75 N . . . .
1 (1-6) 2 3 4 b 6
Age — : Years Old
ik ()

The height and weight of 94% of girls will fall within the shaded area in the above chart. There is a great range in the
growth rate among children. It should be noted that these statistics show only the standard of Japanese children.
Note that the length of children under the age of two is measured while the child is lying down whereas the height of
children two and older is measures while the child is standing.

HELEEDY T 7 HOPINE, £ - FHO 94— LOTFELOEIAD T, LHRORHEEA
ENKEVTTY, SOV 7 7% —DBRLELTLEE Y,

LB, 2ERBOHFREAE»ETHEY., 2EUELOFRIEVAETHS2bDTY,
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<Boys> Mark the head circumference of your child on the chart.
<8> BFIAOHFHEZOY 7 7IHALEFLL I,

(cm) © 7 (em)
49 r T 1 T T T T T TT | ) | TT T T 3 7 49
48F i~ 148
il Infant Head Circumference a7

7R I

461 : 146
a5} 45
441 44
43 43
42 42
41 41
40 40
13 R T R S T Y

38 5 Months Old 7 (1)
37 55 155
361 ¢ 154
35} 53 453
34 152
33 451
32 50 -150
3Lk 49 149
t+ 30F 48 48
) Head o9l w 47 Head Circumference/ | ;-

Circumference ™ 0 - et
Bl ol Ts
& ) Child fiea
ol o T
t 43r t <443
Circumfarlgggg (g;'an—l (16 2 3 5 6 e
= Age - Years Old
R (&)

Chart for head circumference: 94% of infants are within the segmented area. Head circumference is measured

directly above the eyebrow line.

GO Y5 7 HOdh|Z 94 /f‘—-'i:‘/ FOFELOEHFAN T, &b, HEHIEFOBOBEEXEAL XL

THl-7-bDTT,
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<L> BTEAOHERA DY F7IC8BALELE I,
(cm) (cm)
49 I [T T T LI T | B | T 1 T T L= | T ;17 4-9
48r 48
Infant
47+ 147
46k LR Head Circumference
-46
S
451 445
e 44
431 443
42 442
41+ —41
40 140
39 - 11 L1 1 1 1 1 L1 ol
6 7 8 9 10 Bk b B 1] %
38 7 Months Old  #*H (cm)
37 55 =565
361 3 154
35} -153
34+ S 52 152
33+ 51 451
32+ 15() - =50
. 31F 7 49 —149
t 30 7Age 48 -48
) Head ogl V' Hi 47| d
Circumference & 0 ar Head Circumference 4
(Binh)) 46 B E 17 46
(HZRE) 451 C - 45
hild
441+ o 44
1 43 B | N 43
Head 4oL &
Circumference (33;1)1 (16) 2 3 4 5 g
e Age - Years Old
Fi (%)

Chart for head circumference: 94% of infants are within the segmented area. Head circumference is measured

Mark the head circumference of your child on the chart.

directly above the eyebrow line.

HHROYZ 7 HOPIZ94 03—k POTFLELOMHEAEAN 5, b, FHIEGOBOE @S LI IZL

Tﬂ’) 7 ‘.) 6’)'?'?}
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<Boys> Mark your child’s height and weight on the chart. (Connect the points where your child’s height and weight intersect.)
<B> BFEADKELGRYEETHRETF7IZRALELE S,

(kg) Degree of
Obesi
O T I I L T IET] Ene
i Qespton 11T T +30%
|| +30% or more: Overweight
1| saobi: SEDFE
]| +20% ormove bt lss than +30% Signty Ovenweignt. | TT 11T T LT 1 +20%
25 17 +15%0ormrebutss than +20% ncined o b Overveiht |-  ARRArS
1] sisebl bk hEDER 8
0 More - 5% bt s 4165 | Average 18
L -15%8+15% kR A9 4
11 |(3) More than -20% but -15% of ess Underweight
p{{P i i el O 14
| T]©-20% orless Underweight AT
204 20%NTF PETE .
Weight |- 4 i
*hE |t AT (. i 15%
- 20%
// L2 y
21 ,/I 5
15 /] A —
P AT %
é [
B%
- 1
L g 1
-1 A
L1 >
10 |~ - |1
5 Height 55
70 75 8 8 9 95 100 106 110 115 120cm

Even though your child's figure will change as he/she grgws and there may be individual differences, this chart can
be used as a rough aﬁulde 1o determine if your child is overweight or underweight. Even though your child's
measurements may fall outside the “average” category, it does not necessarily mean that there is something wrong
with your child. However, if you have any questions or concerns, consult your doctor. Mark this graph whenever your
child'has a physical exam and note the changes in your child's growth. y
FELOPLEDFERRE EHEEL, BAZLREVOTTH, COMBEETEHLLEO—EOHRELTY
3w, [529] KALRWAL Lo TRELIZRELVI DTS ) THAN, LRSS RERSICHE
LELdo HHERMEToRLERIOY I TIRAL. REICHEIZRESRBEIICLELL I,
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<Girls> Mark your child’s height and weight on the chart. (Connect the points where your child’s height and weight intersect.)

<#> BFEANKEL BRI RETHEEYF 7IZ8ALELLE Y, Degree of
(kg) Obesity
S R NANNNN NN NN RN AR A NS B ]
—— Cal ipti 4
1 % il %
[T |©+30% or more Overweight
1| sa0mbll HEDTE T+ 20%
| |@ +20% or more but less than +30%{ Sighty Overweight /
| s b0k PRAENFE Y114+ 15%
25 T | @ +155% of mare butlss than +20% Incined o be Ovenveight vaRAP
| +1s%bl 2ok hEDER /’ -
1 |0 Morehan 1% b B +15% | Average 7
-15%8+15% K 429 1.
118 More than 20% bt 15% orless ; /
O x| St v pauny
][0 aries Undeweight T
204+ WEHT PETE v
Weight |- 1AL -15%
fhE /] L —20%
il 1 g %
/ 4
// £ %
1/ "
4illrd
15 P
e 1
v @ 4
A A
A1 L
L~
A 1
1 L1
1 Pl 1
104 —
L1
5 Height %5

70 75 8 8 9% 9 100 105 110 115 120(cm)

Even though your child's figure will change as he/she grgws and there may be individual differences, this chart can
be used as a rough Elﬂmde to determine if your child is overweight or underweight. Even though your child's
measurements may fall outside the “average” category, it does not necessarily mean that there is something wrong
with your child. However, if you have an*lquesllqns or concemns, consult your doctor. Mark this graph whenever your
child'has a physical exam and note the changes in your child's growth.

FLLOPLEOEEHEL EDIZEL, BAZLKEVOTTY, ZOMBERBLLEO—EOHE L LTK
FEV, [529 ] LALZWALEVSTRELIZREL VI DI TS Y AN, LELEHEERSICHZR

LELE. BHEMET AL ERIDT I 7IZRAL, REIZEIZ(EEABLIICLELL I,
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Immunization Record

FEhiEIE DS
BCG
Immunization Date Lot. No. Physician’s
Y/M/D Signature Remarks
(Age)
#EHEEAA o b BHEEE wE
(%)
Diphtheria, Pertussis and Tetanus
VI27UT7 - BAEE - HWER
Time Type of Vaccine | Inmunization Date | Manufacturer/Lot No. [Physician’s Signature| Remarks
YM/D
(Age)
R 7yFOfEE| HEFEAH A—=H—/0v } REEEL fZ
(%E i)
1st
®1 18
E, M1 ong
B 9| 2@
[a]
3rd
3

1stterm & | 15
booster ;& 1

Record any allergies to drugs or other substances here.
ERLEEDOT L LE—TAMW

Vaccine Immunization Date | Manufacturer/Lot No.| Physician's Signature | Remarks
YMID
(Age)
7y F O EEEAR b BEEES fHE
(4£#5)
Polio (Oral Polio Vaccine)
g ¥
 Measles 1stterm
LA WiLA 514
Rubella 2nd term
AL A w2
Japanese Encephalitis
B A< ¢
Time Immunization Date | Manufacturer/Lot No.|Physician’s Signature| Remarks
YM/ID
(Age)
5351 %HEFAR A—H—,/0 3 k EHEEESR f%
(4E#)
1st
1st term 10
gm wE ooy
2[8
1stterm % 1 &)

booster ;&M

46

=When a single antigen vaccine is received, record it in the “Remarks” column or the “Other

Immunizations” column.
WHE CTFHEEL S5 4E, FAE5Hh5 L9 IZHEML L LR FooFHiEEmIce A LT

AR

47




Vaccine Immunization Date | Manufacturer/Lot No.| Physician’s Signature | Remarks ol liness Date of Onset Remarks (Symptoms, Complications, etc.)

Y/M/D YD
(Age) 3 : ' (Age) _
9y F v OEE HHEERA A—d—/ay b BEEES s _ it £HA &% GEk - SHELR L)
(4R w) : . (458) -
Measles
BELA (L)
Chicken pox
K& (KizIZ3)
Mumps
BlosL{ M
x ! Rubella
¥ 4 _ BLA (ZHIELA)
" Erythema Infectiosum

EYAEAIIE (D ATH)

Hand-Foot-Mouth Disease
FROM
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Marks indicate: Healthy Teeth /", Tooth Missing “A”, Treated Teeth “O", Previously Untreated Cavities “C”
EORELS | REWE/

Dental Check-ups, Guidance and Preventive Care
EOREZE. Ri2EE. FHREAE

®wEHs RESO RRELLEC

Ag;ofﬂ“Ch#ed(-up: Yrs.  Mo. Old
i & A
E[D[C[B|A|A|B|C|D|E |Guidance Given Not given), Preventive Care (Given/ Not given)
Elplc|IBl|A|lAIB|ICIDI|E 8 (4 - &) FRiRE (F - &)
Other:
0
Examinedon ___(Y)_(M__(D) Name of Institution or Dentist
=N H##E Hadk 4 & 7o (X RS AR %
Ag; oiifctlzed(-up: Yrs. Mo. Old
SEHE & A
E|ID/IC|B|A[A|B|CID|E Gmdancc: (Gwen! Not given), Preventive Care (Given/ Not given)
EilpDlcliBlAlAlB|CIDI|E 4 (4 - B) FhiRg (4 - E)
Other:
ok
Examined on N_M__M0 Name of Institution or Dentist
£ H A& Wik ¥ 2o i RHERG £
Age of Check-up:  Yrs. Mo. Oid
elplalB|alaletc|D]E |
!%tgdar}oe (GW??)[ gglj gn;en) Preventive Care (Given/ Not given)
1 i (&
E|D|C|B|A|A|B|CID|E Malocclusion, Abnormal Frenulum Fused Teeth, Other:
TEMA. MERG, BaM, 08
Examinedon ____ (Y)__(M)__(D) Name of Institution or Dentist
O H#&# Hadk 4 ¥ 2o R 4
Age of Check-up: ~ Yrs.  Mo. Old
6[5|4|3[2|1]|1[2|3]|4|5]|6|smsem & »)
g‘mdance (%lvem(’GNot g}\ﬁn) )
reventive Care (Given/ Not given
E/IDICIBIAIAIBICIDIE R (-8B FHLAE (4-%)
E|ID|IC|B|A|A|B|C|D]|E Other.
. o
6|5(4|13|2|1]11|2|3]|4]| 5| 6 | Malocclusion, Abnormal Frenulum, Fused Teeth:
AR, TR, EAH
Examinedon ____ (Y)_(M)_(D) Name of Institution or Dentist
£ - R 134 Midk4n 71X BHEM %
Age of Check-up:  Yrs.  Mo. Old
6151413 [2[1[1]2]3]14]|5]6|2unEk ® »H
Guidance (%wenz‘ Not given)
Preventive Care (Given/ Not given)
E/IDICIBIAIAIBICIDIE 5 (4 - ) FOILE (4 - g
E|DIC|B|A|A(B|C|D|E Other:
ot
6|54 (321|123 |4]|5 |6 |Malocclsion, Abnormal Frenulum, Fused Testh:
AIEER, DTRE, EEH
Examinedon____ (Y)_(M)_(D) Name of Institution or Dentist
£ H H &4 Haa s I 71X BHERG 4

Circle the applicable number/letter for malocclusion, abnormal frenulum and fused teeth.

For the lower jaw, wright the condition below the dental formula written on the upper side of each column,
AIEEE .

AR

AWML > TERAL, AZITOER
THOBXIEFEIILTEDOTIZRATS
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The Maternal MChldHeﬂmHMEfwmngmwmmdnH s growth.

Please write down such information as the height and weight of your child. as well as his/her

BrRETRI, FELoORRREOLHTT, MEATERL, SRETEDLE - Pﬁﬁﬁ&&rtﬁiﬁrmu_;\hi:ﬂiﬂgx s
Your Child’s Condition at Seven Years Old and Older
FEENGEHE (TERLIE)

Date Age Weight Height Remarks

£AH Fie fhE E-g=3 Z 0t

kg .o cm
Immunization Record
TR DR
Type of Immunization Immunization Date Remarks
Y/M/D
FrisEtEOfER ®HEFAH LB

Diphtheria and Tetanus (2nd term)
YI770T - wER (5520)

Japanese Encephalitis (2nd term)
H#AHE% (520)

Main llinesses that Required Medical Attentibn ()

hh-hELRTA (%)

lliness
EE ]

Date and Year (Age)
£RE (k)

Remarks
fWZ

* Use the space below to record any illness that required medical attention (such as rheumatism, diabetes, nephritis,
congenital heart disease or Kawasaki disease).

¥ oMz, B mb\ofmz,z&#ﬁﬁ

ALTL &5,
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NNgRE%E &) b




Frequently Used Numbers

BIREXE

Your Childbith | Name Tel.
Facity 20 s
S FE | Address
Hia% PriEit
Muni Name Tel.
PR Address
try— | Bt
Public Name Tel.
Health L mak
Center Address
frfErr e

Name 7 Tel.
Physician | %% > e
] Address

AT {EH

Name Tel.
Physician | %5 e
B=F Address

[Figis: ]

Reme Tel,
Dentist e 0N o
HEFHERM | Address

e

Name Tel.
Midwife | %77 a2
BhE i Address

BT {E it

Name Tel.

e L

Address

igds: ]

Name Tel.

& f5 ]

Address

g

Name Tel.

ki BE

Name Tel,

akia i

Name Tel.

i Wik
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The Children’s Charter
(Proclaimed on May 5, 1951)

Preamble
We, the people of Japan. in accordance with the spirit of the Constitution, do adopt this
Charter to set forth proper attitudes toward children and thus bring about their well-being.

General Principles

The child is and shall be respected as a human being.

The child is and shall be given due regard as a member of society.
The child shall be brought up in a good environment.

Text
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All children shall be assured healthy minds and bodies and shall be guaranteed freedom
from want.

. All children shall be entitled to be brought up in their own homes with proper love,

knowledge and skill. Those children not having homes shall be brought up in an
environment offering similar advantages.

. All children shall be provided with adequate nourishment, housing and clothing and

shall be protected against disease and injury.

. All children shall be educated in accordance with their individuality and capacity and

so guided that they will honestly and independently discharge their responsibilities as
members of society.

. All children shall be so guided in developing a love for nature, a respect for science and

art, and acceptance of the value of morality.

. All children shall be assured access to schooling and be provided with complete

educational facilities.

. All children shall be provided with the opportunity to receive vocational guidance and

training.

. All children shall be fully protected against exploitation in labor that their mental and

physical development shall not be set back, their opportunities to receive education not
be lost and that their lives as children not be hampered.

All children shall be assured access to wholesome recreational and cultural resources
and be protected against harmful environments.

10. All children shall be protected against abuse, exploitation, neglect and other injurious

treatment. Children who have committed wrongful acts shall be provided with adequate
protection and guidance.

11. All children who have mental or physical handicaps shall be provided with appropriate

medical care, education and protection.

12. All children shall be so guided that they may hold in common a spirit of love and

sincerity and as good citizens devote themselves to the peace and culture of mankind.
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