Dental Examination Questionnaire for 1 And A Half Year Old
[3638] 1% 6 71 L i RHERp R 22

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.

BEIOERREBESRILRT2TTh, BFIAEZPLIT, YTTEL2HDE—DOBRATIZIN,

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

Other ( )

- A2 AR - RER - Zfth

2. Who lives with your child? Please answer in relation to your child and circle all that apply.
FHHRE A TLEE N, BB, BTSAZPOCRBLTIEE N,
Father / Mother / Grandfather / Grandmother / ( ) older brother / ( ) older sister /
( ) younger brother / ( ) younger sister / Other ( )
A2 e B AHAC - AHEE - S - il - BB - 5K - ZOfth

3. Has your child ever had a major disease or been hospitalized?
BFEMIAETRERBRUCOD ST EDRH Y 30
Yes (Sickness )/ No
EUARRAIAY-4

4. Does your child have any food or material allergies?
TUAX—EH Y T,
No
Yes — Egg/ Milk / Latex / Other ( )
WNZ - F SRR TT v 7 R - 20

5. Your child’s daily routines
BITIAOAEEY RAE#H 2T EN
Wake-up time —  Before8a.m./8-10 a.m./After 10 a.m.
Bedtime — Before 8 p.m. /8 - 10 p.m. / After 10 p.m.
FLIRIFH — 8HER - 8 ~1 OWf - 1 OKpLARE
HENM 2 O0WFAT - 20~2 21+ 2 2 FLIRE

6. Is the meal time of your child regulated?
BFERMZRD TOET D),



Yes — Breakfast /Lunch : [/Dinner : [Snack

No
WHTWD -] K B K& - Hg

D TR

7. Do you try to let your child eat vegetables every day?
B, BREBERDIOFHILTHETI,

Yes / No
EUARRAAY 4

8. Does your child enjoy at meal times?
BFIAMIBFORFHEZELATHE T ?

Yes / No
VAT 4

9. Does your child have meals with his/her family?
FROHEN & —FECBFEZT DL L TWET D,

Yes / No
AR

10. Do you have any concerns about your child’s diet?
BHIIOWTLEARZE, WoTNDZEixHY £Th,

No

Yes — small appetite / picky eater / playing with food / unbalanced diet (
taking a lot of sweets / swallowing foods / Other (

e

30— DR DHRV CBEVES - FHR - VL OBZ - DA - T Ofh
11. Do you have any concern about your child’s chewing and swallowing?
Wi T, BRAAZ T TRIZR D Z EEH 0 T,

Yes / No
AR A4

12. How often does your child drink milk?
FHORBITNELE 5 T A

Every day (
BH - e« 2CEERY
13. Does your child often drink sweet beverages?

HWERBM) % Z < ERBE T D

mL/day) / Sometimes / Almost never

] 15620 RERHME2

)/



Yes / No
EUVAEAIAY-4

14. Do you breastfeed your child?
BIE, BAEHEXTOETH,
No
Yes — Morning / Noon / Before bed / At night
RS

T -] - ' - \DRHT - KH

15. Does your child use baby bottles?
BUE, WFHEEZ > TOET D,
No
Yes — Morning / Noon / Before bed / At night
WNZ 3 =8 - ] - JDRHT - KH

16. How often does your child eat snacks? Snacks include sweet beverages.
BRODEZHIEE D TTh, BRDIITHWER S &,
Almost never / Once or twice a day / More than 3 times a day
27w 1H1~2RE52% - 1H3EUESEZS

17. How often does your child eat sweets such as candies and chocolates in a week?
TALHL, Faa, FARES, T, BTV REOHWBETOEIHILE ) TTH
Almost never / Once or twice a week / Three or four times a week / Almost daily
B x7guy < i1 ~2E - #@i2 3ELAE - fEH

18. How often does your child drink sweet beverages such as juices, fermented milk
in a week?

FLEERECRL, ¥ a— A, AR— VR REEEH: & HBREE O 5 2 138 ) T,

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

Almost daily ( mL/day)

Gz - @iz ~2E - BIZ3ELE - EH

] 15620 RERHME2

drinks and sports drinks

19. After tooth brushing before bed, does your child drink or eat anything except water?

B Z2BBPNTRITK - BRSO EZ LET D,
No / Yes (What does your child drink or eat?
DUVE - 3 (i )

20. Do you brush your child’s teeth_every day?
PREE DM H RN E &2 LET D



[#3E] 1% 6208 W ERHE2

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.
fEEFHREE LTS (THRARNE, REEDME ETFAREE L TN5D)

T ELRHS THROTIEEE 2T THRNTND,
FAHETNT TEBNTN D,
FHEHREE D AN TN,

21. Does your child suck his/her fingers or use a pacifier?
LS, BLOoS D REDERH Y 30,
No / Yes — (Finger sucking / Pacifier / Other)
VWNZ TV LR SY s B LR - 20

22. When did the first tooth of your child cut?
BFEADOWINDOTAENGAEZIEDE L2,

( ) month
ys

23. Does your child have a regular dentist?
BT SO0 S OEFHERTIZNE T2,

No / Yes (Dental clinic’s name :
WO s W (REERE4)

24. Does your child use tooth paste including fluoride?
7w RANY OWHHEHZE > TOET D,

Yes / No
AR

25. How often do you check your child’s mouth?
BrEAOBOOHFEBETHZ LiEH D T30,
More than 1 time a week / More than 1 time a month / Almost never

THEFNZ T RIEALLE « A2 1TREIELE < 1 ZE A E70

XZOMZEIIERTEIRLEY, RBEF~EH LN &,



