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Vaccine Screening Questionnaire for Japanese Encephalitis
Target Age for 1st Stage ( 6 months of age to before completing 7 years and 6 months of age )

BARR¢Z H30.10

Please fill in the blanks and circle the appropriate answer T EOE | =85
(Especially the blanks in bold frames) = 1@EA 2@ B EBhns
— o BT 12 14
Immunization Date Yeart=  MonthAl Day
FHAEA H
Hamamatsu-shi Temperature C
Address LA
R Telephone
ZUH .
Name of the child Gender #:51 Bg‘;?;te year  month day
SBADA ( YM A * j i
Name;z;fg télzgéardlan (OF % ?E%ﬁg years & months old
Questions Answers Dr. Use
Have you read “Vaccination and Children’s Health” and understood the vaccinations you will be taking today? No Yes
A RZIL PRI O W T PRIHEREL T OO MR 257, BFLEL)
Please answer the following questions about the child.»#-0sFsr0r BRIV TRETFRALET
Body weight at birth ( )g  Did the child have any abnormal findings at delivery? syrso 83 2500 £ L0 Yes No
MR Did the child have any abnormal findings on the 1st few months of birth? i sasen L= Yes No
Has thfa child ever been illdicated to have an abnormality in a medical checkup for infants? Yes No
AHREBTRESBILVDNIZEBBIET )
Do you have any concerns about the child's health today?4 ki tkic Rao@E Lz A58 £ Yes No
If yes, describe the symptoms : Rikmzseika i cEEn ( )
Has the child been ill within this past month? iz 1» A Smicsgics Lz Yes No
If yes, describe the illness #i4 ( )
Has anyone in the child's family or friends had measles, rubella, varicella or mumps within this past month?
FIE Ly A BLARIS , SR ORI, BELA LA KB, 35752 E DFRD HBNELEA Yes No
If yes, describe the illness #i4 ( )
Has the child received any immunization within the past month? (If yes, describe the date and circle the type)
Bl Lo 1 ARIC TSR R 21 $ Liehs (TS IR B L4 1) B LD 252 OFEBIC OZ AL TS
Date #:ff=A 0 year#: month f day H Yes No
*Hib -Infant Pneumococcal »rmpizskii  * Hepatitis B satirg  *DPT—IPV 4mine *BCG
*Measles/ Rubella mr * Varicella s+ Japanese encephalitisr #liiz -Otherszofi ( )
Has the child ever been treating of congenital abnormalities(diseases of heart,renal,liver,neurologic,
immunodeficiency or other serious disease)from birth to now? Is the child consulting any physician now? Yes No
AFNTHOAE TR DR, B IR, Bk, SR AE, £ 0T RIS, B OB AT THETH
If yes, describe the illness 54 ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZORRAEB ThH>TOBEAICS B O FPiBARZ  TLOEDRELEN
Has the child ever had convulsions?o-x- (fvia) #izLizzensvxdzn I yes, at what age? ( ) i Yes No
Did the child have a fever at the time? zoexicszstiELizn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? s e c s R BT AELABIEY, o BARE Yes No
norzensvigs  If yes, what kind of medicine or food - a4 ( )
Is there any close relatives with congenital immunodeficiency? iz #i# i % Kb ol R AL BUTSh TV B IRV ET 7 Yes No
Has the child ever felt ill after receiving an immunization? =i cic FPifzE %I TRABRE -T2 EHYET /1 Yes No
If yes, what type of vaccine? TifiofiiH ( )
Has any of your close relatives ever felt ill after receiving an immunization ?;m s # (cbefliz = 1 ¢ R & 4B Ao Tz AT ET 70 Yes No
Do you have any questions regarding today’s immunization? 4 B o B >V CEEABYET 5 Yes No
Bt [ALOBEZRUZEORER. SEOFHEE 3 AIRE 2 BAhtED ERF DY A2 Physician’s signature
A According to the result , today’s vaccination is: Possible Postponed
Doctor’s

Use |BREFICHLT, PHIEEONR. BIRG RV FHEERBREEREFEICOVNT, SBALEL,

CE)IOFoDEE-ANYBEERHE

Having received the doctor’s examination and explanation and having understood No Guardian’s signature R#EE8E
. .. . . . Yes e
the aims and effects of this immunization, the risk of severe side effects AELES R
and the vaccine injury compensation program, do you consent the immunization? = LEHA
This questionnaire has the purpose to ensure the immunization’s safety. I'm aware of that and agree with
the submission of this questionnaire to the Hamamatsu city.
FERIIFY #EsE XI5 - EME - EEEAR
DIOFU% (RT#RE)
EEI5HT
3k 0.25mL
ERT&
Lot No. 3@l 0.5mL

GE) BADHBAhTOROIERER BT (o) BIEFA B (GEEEHER) £




