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Child Record

Date of entry (yyyy/mm/dd) : / /

Katakana Gender [normal body temperature |  Katakana
Guardian
; B Name
Child ~ [Physician : TEL
Name [Birth date(yyyy/mm/dd) Family ISurgery -
G Doctor -
Dentistry :
— Family L. _—
(T - ) Relationship Please list in order of priority contacts
Current D Yy ( — _ )
Address @ ) ( - - )
® ( ) ( = = )
Katakana Family
Name Relation [ Date of Birth | Workplace/School Phone number
ship
C
ie)
)
©
-]
=
0
=
€
©
L
®Name @Name ®Name
Emergency Contact Priority
Other than Parents Phone: Phone: Phone:
seeing off | Sent by (hame) | Time |Pick up by (name)| Time Pick up by (name)| Time
and meeting Sat.
on
Name of business where|relationship/name Name of business where |relationship/name
parent/guardian works parent/gquardian works
Start Time Start Time
End Time End Time
Parent's Saturday Parent's Saturday work
work schedule schedule
Time from facility to work| about min. Time from facility to work about min.

How long do you

require childcare?
X Please check the same

H Short Period
8:30~16:30

one as application

[] No Saturday use

[] Use until 12:00 pm on Sat.

O Use after 12:00 pm on Sat.

% Check one of the
appropriate boxes

documents!

XAs a general rule, it is
determined by the working
hours and commuting time

of the parents.

[] Long Period
7:30~18:30

[] No Saturday use

[] Use until 12:00 pm on Sat.

[] Use after 12:00 pm on Sat.

X Check one of the
appropriate boxes




Developmental status and medical history

. Have you been diagnosed with .
1 [When was your child's head stable? ( ) month - No YesX No
atopy/allergy?
2 |When did your child start walking alone? () month - No %Those who answered “Yes" [Allergy Test Result—>[]Yes [INo]
- - - - @ Foods to be restricted
3 When did your child start speaking meaningful ( ) month « No [JEgg [Wheat [CIDairy products [IOthers { )
words (mama, papa, v.van wan, etc.)? (If it is difficult to provide safe lunches, we may ask families to bring their
When you call your child, does he/she react?
4 Yes No own lunches.)
@ Others
5 |Can you make eye contact with your child? Yes No 18 |DBronchial asthma [JAtopic dermatitis [JAllergic rhinitis(hay fever)
6 Does your child look for or cry when he/she can not CJAllergic conjunctivitis(hay fever)  CJAnimal allergy [1Drug allergy
see the person who is usually with him/her? Yes No OZfth ( )
7 Can your child understand simple instructions v N WV Please describe your symptoms. v
(come here, wait for me, no, etc.)? es °
Does your child try to communicate by
8 o Yes No
pointing?
. . . . i Has your child been diagnosed by Yes
9 |Does your child enjoy being with friends? Yes No No
a doctor that he/she need an ( )years old
10 Does your child suddenly and without reason Yes No Vaccinations
slap, bite, or raise a loud voice? 4type VACC : (1 - 2[@ - 3[E - Additional) Streptococcus pneumoniae :
1 Does your child stick to the limited things Yes No BCG :(1[@) (1[E- 2[E- 3 [@-Additional)
(numbers, shapes, play, food or etc.)? Japanese encephalitis : Hib : (18 - 2[8 - 3[8 - Additional)
12 Does your child have an av.ersion to being Yes No (18- 2@ - 3@ - 4[E) [Others])
touched by others or to noises? 19 Measles T18i: (1[@) Mumps  ( )
Does your child have trouble with sleep; shallow sleep, HA - .
13 difficulty falling asleep, or sleeping only for short periods of Yes No Measles THJ: (1) Rotavirus ( )
o Rubella IHi: (1[@) Influenza ( )
Has your child had any major illnesses or injury in the past? A .
(infection, heart disease, head injury, broken bones, etc.) Yes No Rubella T#3: (1) Others ( )
.......................................... Chicken pox (18- 2MmE)
Name of illness or injury ( ) - - -
_________________________________________________________________ Major Medical Hhistory
14 [Hospital Name ( ) Measles  ( %) Chicken Pox ( %)
'''''''''''''''''''''''''''''''''''''''''''''' 20 Meningitis ( %) Mumps ( %)
Pertussis ( %) Kawasaki disease ( %)
Rubella  ( %) Pneumonia ( %)
Persons under treatment or observation: Have you consulted with your doctor
regarding admission? [JYes [INo o Please fill in below as much as you know by referring to the Maternal HandbookK]
Has your child had Cramps and Convulsions v N 22 Circumstances of birth
es o
before? — (Normal - Cesarean - Suction - Asphyxiation - Unknown)
15| ( y  m old, body temparature is about and times ) 23 [Height and Weight at birth — Height( )em - Weight ( ) g
Medication [ONo [OYes ( 24 [The baby was born at ( )weeks gestation. Unkown
For developmental or chronic iliness, ©Please answer if you are applying for admission in the 0- or 1-year-old class.
|Syour Vclr?irlrtiﬂcurrently going to a hospital or receiving Yes No P Progress of baby food
[INot started [JIEarly [IMiddle ClLate [IC leti CJEnd
Name of disease / disability ~ ( ) o slame ary aee =S ompreton i
----------------------------------------------------------------- 26 |Can the baby drink bottle milk? Yes Breast Milk Only
Name of hospital or facility ( )
................................................................. Health Check- |Please write what advice you received from the health
16 |Current Situation [Healing [During treatment [JObservation

Medication [ONo [OYes ( times

up nurse and what you discussed about your child.

day)

Have you consulted with your doctor/consultant regarding admission?

4-month-old check-up

[JReceive [JNot

CYes [INo

IL year&6 month check-up|

[JReceive [JNot

17

Please describe your child's personality and any special attention
you would like us to pay.

3 years & 6 month check-up

[JReceive [JNot

0 you have a Physica
HB or Rehabilitation Certificate HB?

Those who answered "Yes"=Handbook Name, Grade, Degree

(e.g.) “Shy,” “arms easily slip out,” etc. "5

Disability Certificate




