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Child Information Form for Temporary Childcare

Provisional Translation
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Date: / / (yyyy/mm/dd)
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Full Name in Hiragana Sex Date of Birth Age
K4 0% O% & A H ® A
R Full Name M F / / (yyyy/mm/dd) Years Months
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Child T (Postcode) Does your child go to any of the following facilities?
fEfr ) Oxmtz OREMRE) OD#E O Zzofth
Address O No Day care Kindergarten Other
Tsukuba City i 22
Facility’s name:
S0 Rolat I e BEED T
Full Name in Hiragana Child Phone Workplace Name
Full Name
R S0 Rolat I e BEED BT
Parent/ Full Name in Hiragana Child Phone Workplace Name
Guardian
Full Name
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Other contacts
S H MR £EFH AR BE B
Full Name in Hiragana Sex Date of Birth School or Preschool Name
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Full Name M F / / (yyyy/mm/dd)
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. Full Name in Hiragana Sex Date of Birth School or Preschool Name
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1blings Full Name M F / / (yyyy/mm/dd)
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Full Name in Hiragana Sex Date of Birth School or Preschool Name
K& 0% 0% H H
Full Name M F / / (yyyy/mm/dd)
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BEE Yes (From to : )
Does your child usually take| 1z
anap? Ng
il Bo% OB D%E OB BED Ope O®E OB
Sleeping | oW W?H does your child Good  Average Poor How is your Chﬂ‘,j) Good  Average Poor
Pattern all asleep? when waking up?
(HDHEIZTEHALIZI)
jE2 Y10 If there is anything else, please specify.
BE-FH
Other sleeping habits
and/or preferences
O —ATERONS (ZOHE 1 O FIOhA OAS—=V-T4—2 0% )
ﬁ$ BHEOEF Eats independently (using their: hands _ spoon or folk chopsticks)
E:%Rg How does your child eat? | [ FEWVAHNE O ARIETTESIRBRENHD
Needs some assistance Needs to be fed
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Normal Body Temperature Regular hospital/clinic
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Check the box(es) if your child has received any of the following vaccines (even once).
O iEE4s (WEREE+ke7) O miER&s+e7 O BCG(##%)
TR Pentavalent (DPT-IPV + Hib) DPT-IPV + Hib BCG
Vaccinations O axu1VA(BBE) O FELA - BLA (MR) O KIES> 5 (OkfE)
Rotavirus MR (Measles & Rubella) Varicella (Chickenpox)
O 87230 (FATHE THRZ%) O BARBZ O BRUFFZ
Mumps Japanese Encephalitis Hepatitis B
O &Y (KiE: C, WotE: EDEDFEE: )
ﬂ‘@wli VA Yes (Temperature: C / When: / Conditions after the seizure: )
Does your child have any mEAY
ﬁ% allergies? iIo
Health
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Yes (Check all that apply.) X
5 . O O43 Oh”F DOEBAEF EIFE) wED | OBREEH
D J V)}i’i; Eggs Milk Wheat Pollen (ceder, cypress, or other) B Tested
oY llorgies? | D A= OAYRSAR - O 20f( )| allerey | O ktrE
: Dust mites House dust Other Testing Not tested
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E%g@%: Asthma Atopic dermatitis (eczema) - e
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Underlying Medical Prone to dislocation (history of dislocations) e 1cat10{1sl aken
Conditions / Health 0O zofh( Regularly
Concerns
Other
FEIRED
BEL®
ZDfth Favorite activities/toys
Other
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Notes




