Dental Examination Questionnaire for Two Years Old
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Child’s name Male / Female
BFSADAHEI % 8
Date of birth year month day | ( ) th child
AEAEA &2 A H CADRS
Parents | Mother | Age years-old | Occupation( )
[GaE ) Efi % [HES
Father Age years-old | Occupation( )
K A fi % [HES
Phone &%

1. During day time, who usually takes care of your child? Please answer in relation to your child and circle
one that applies.

BEIOERREELRILRT2TTh, BFIAEZPLIT, YTTELHDE—DOBRATIEIN,

Mother / Father / Grandparent / Nursery (Nursery school’s name )/

Other ( )
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2. Has your child ever had a major disease or been hospitalized?
BFEMIAETREDIFRUCOD S22 EDBH Y T,
Yes (Sickness )/ No
EUARRAIAY-4

3. Does your child have any food or material allergies?
TULAX—IEH Y T
No
Yes — Egg/ Milk / Latex / Other ( )
AVAF- AR EUAREES TN S R 2 S R a2l i

4. After the dental examination, we provide fluoride treatment to the applicants. Would you like to have the
treatment to your child?

Yes / No

Ty REMamELETN

EAAREANAY-4

5. Do you have any concerns about your child’s diet?
BHCOWTORAZE, WMoTWDHZEEdHY £Th



No

Yes — small appetite / picky eater / playing with food / unbalanced diet (
taking a lot of sweets / swallowing foods / Other (
Y-S
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6. Would you like to have a consultation by a nutritionist?
RELICEDMFERIHFRREZFEL £,
Yes / No
EVAREAATS
7. Do you breastfeed your child?
HE, BLEG X TOETD,
No
Yes — Morning / Noon / Before bed / At night
RS

v - - B BDHT - AR

8. Does your child use baby bottles?
BUE, WFHEEZ > TOET D,
No
Yes — Morning / Noon / Before bed / At night
WDE e o] - B - ZDHAET - &

9. How often does your child eat snacks? Snacks include sweet beverages.
BROODEZHIXE D TTh, BRDIITH WS &,
Almost never / Once or twice a day / More than 3 times a day
2w 1H1~2RE2% - 1H3EUESEZS

10. How often does your child eat sweets such as candies and chocolates in a week?

TALHL, Faa, TARRES, MRS, B VR EOTVEBEFOLXFITLE D TTh

Almost never / Once or twice a week / Three or four times a week / Almost daily

H.x7ew @izl ~210E @i 3EME - #H

11. How often does your child drink sweet beverages such as juices, fermented milk drinks and sports drinks

in a week?



LR, V2 — A AR—VEEE, RIBEEH e EH KRB D 52 513 E 9 TT
Almost never / Once or twice a week / Three or four times a week /
Almost daily ( mL/day)
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12. After tooth brushing before bed, does your child drink or eat anything except water?
B, WA BDINTARITK » BRSO EZ L E T,
No / Yes (What does your child drink or eat? )
WNZ R (T )

13. Do you brush your child’s teeth_every day?
RAEEDBEAESNE 2 LET
Yes — After your child brushes his/her teeth, you do a follow-up brushing.
Yes — Only you brush your child’s teeth
No — Your child brushes his/her teeth by oneself.
No — No one brushes your child’s teeth.
L EFHREEZLTND (FEDRRRWE, REEMEETHZREEZ L TWND)
T EBRHS THBPTIRGEE LT THBN TV D,
FHEZTF THBINTND,
FHEGIRFEE b BB NT VLY,

14. Does your child have a regular dentist?
BT EAOPHY D OHERHEMIZVE T2,
No / Yes (Dental clinic’s name : )
DWW Z - T (RFRHERE4)

15. Does your child use tooth paste including fluoride?
7 TN OWHBER o TWET D,
Yes / No
EVNRIANAS-S

16. How often do you check your child’s mouth?
BFSADBAOHEBEZET 22 L1THY £,
More than 1 time a week / More than 1 time a month / Almost never
TR T EIELE - BRI TEIPLE - 13 & A RN
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