Nakano City 18-Month-Old Dental Health Check Registration Form o }fc'ﬁfty“’ 18-Month-Old Dental Health Check Questionnaire Please circle or complete the appropriate item

Date form completed Year Month Day
To the parent or guardian: please make a consultation while your child is between 18-24 months old. Family living together: Father Mother Brother ( yrs.) Sister ( yrs.) Grandfather Grandmother Other ( )
Parent or guardian section Principal guardian: Daytime ( Mother Father Grandmother Grandfather Other Childcare, etc. Centre)
Child's Boy Birthday Night-time ( )
name Girl Year Month  Day 1yr.  Months 1 Has your child had any significant illness, e )
injury, etc. til ?
Address Nakano City Chome surgery or injury, etc. up until now
- = Does your child have an appetite? Eats well ~ Eats moderately  Barely eats
Parent or Daytime o N
guardian's name contact 3 :
I hild drinking breast milk? N Y t d
In the event the dentist directs you to make a consultation, please contact the Sukoyaka Health and Welfare Center: AT R " 4 ) gor duy)
[OChubu Sukoyaka Health and Welfare Center Tel:3367-7788 [ONanbu Sukoyaka Health and Welfare Center Tel:3380-5551 4 s il e e N e o e i)
ClHokubu Sukoyaka Health and Welfare Center Tel:3388-0240  [1Saginomiya Sukoyaka Health and Welfare Center Tel:3336-7111 » b B e PR
BT 2 8B Bt R EHEMEAR ’ What is the reason when you are using an infant Crav‘l r.1g ; SRR W gon}g el dur.1 Lo
feeding bottle or breastfeeding your child? Nutrition is a concern Letting nature take its course
B R Ram £ Other ( )
(S & 6
E What does your child usually drink? Water Tea  Milk Baby formula  Other ( )
EHRE & :
B N
B eiplcimialalnl € 0olE L1 s E 1
LEREE x Has your child drunk sweet beverages like those Yes
WEE * on the right for more than 5 days in a week? Fermented milk beverages  Juice  Ion beverages
T T Other ( )
R’EHE ¥ 8 No
—‘@ — Has your child eat: t confecti h
ﬁg ﬁ 7 ;Eg ~§ Co fME Ci~C4 %wﬂﬂ * thoszon t;e rigf: ;;SI;V::e tch(:rll eSCC;:)r’l:Ii.i :.uc r =
EHRLIRE FCo LEIREC FC1~C2 Wk A WNEH O I5—52a7 | | | i Hard candy  Softcandy  Gummies Gum  Chocolate
T (EEE £ERE KETL %) : Tablet candies = Wafers  Cookies
BPHER SHESL 9 Please refer to the example below and record what your child ate, drank and did yesterday.
1. RRE%L O102ABC ©Waking- Sleeping OMeal ASnack xDrink (Milk, Infant formula, Breast milk, Juice, Ion beverage, etc.)
2. ERBHE( [220L\T) BHEBOER Morning Lunch Evening
3. FmERE( [22L\0) 1L A ( ) g .8 .- B i e . @ & 4 § Boeod ol
4. ZRE HRRTITS - thERBEIRE N ( ) REDEE |
5. FOMEHE2—ERN L B ( ) Evening Midnight Lunch
(R XE DE ZTDH( )] ToROEE =00 | 9 o 3-8 1 2 3 4 5 & fse 0 2 3
T T o ® 0 A
ERNE OEEARRE
O EHEEZ. PHLEDTTH Ehly DL B 10 B it B it Yes (Every day ~ Sometimes)  No
O AR .FERZOIITH child's tee}:hV o g —(DA fter the child finishes imitating, the parent or guardian brushes
O &£FEENIEE. BENDIEE T O EUE A—ADEIREIR : 7Just the parent or guardian finishes brushing.
== 2 11 i
g 5 Oba) RHL Are you using anything other than a toothbrush Toulnny Gy g s
O tHEEER = —Toothpaste  Fluoro spray  Fluoro gel
to brush your child's teeth?
O 0t ) Dental floss tool ~ Dental floss  Other ( )
12 . . : No Yes
Does your‘)chlld have any habits related to his or Thumb sucking ~ Pacifier  Lip sucking
EREEDEOERIULEDESYTT, & A =| her mouth? Teeth grinding  Sucking on a towel ~ Other ( )
[EE#EEL FrEt EREMKA] 13 Do you have any concerns about the health of Yes—
your child's mouth? No
E e a—K 14 Please write about anything you would like to
consult on in relation to your child's teeth or
mouth.

Tor submission to medical facility




