
Questionnaire for eighteen-Month Old Health Examination 
Please fill out this questionnaire prior to the examination and bring it at the day of examination. 
 
Name of Child (         ) ‘st child 

Address Chiyodaku Male / Female 
Phone No  Date of Birth        /         / 
Person who provides daytime care for your child Mother/(           )Nursery/Other(          ) 
The examination was held on the age of (          )month(           ) days 
 

Baby’s Condition at Birth Weight(          )g,Height(           )cm 
Fill in the approximate times for the activities below.  

 Wake-up time    Breakfast    Lunch          Nap         Dinner     Bed-time 
   (    :    )      (    :    )  (    :    )(   :   to    :    ) (    :    )   (    :    ) 

Has your child ever had a major disease or been hospitalized? 
           Yes(Sickness                           )  / No 

When was your child able to walk unassisted?  
        (               )month 

Does your child speak meaningful words such “mommy”or”bye-bye”? 
Yes No 

When  you show a picture book to your child,does he/she try to point something he/she knows? 
    Yes   No 

Does your child turn around when you call his/her name. 
   Yes   No 

Does your child try to eat himself/herself with a spoon? 
   Yes   No 

Can your child drink water from a cap by himself/herself? 
   Yes   No 

Has your child ever had allergic diseases? 
No Yes Name of disease  
Is your child still drinking from a bottle or Breastfeeding? 

  No          Yes(          times/day) 
Use the space below to write down any concerns about child-raising or any other comments that you have. 

 (                                                                                     )  
 
 
 
 
 
 
 
 
 

1 6  
 

 (         )  
   /  

          /         / 
 /(           ) / (          ) 

 (          )  
 

(          )g, (           )cm 
  

                                  
   (    :    )      (    :    )  (    :    )(   :      :    ) (    :    )   (    :    ) 

? 
           (                            )  /  

1 ?  
        (               )  

? 
 

? 
        

 
       

? 
       

? 
       

? 
 

? 
            (          / ) 

 
 (                                                                                     )  
 


