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Vaccme Screening Questlonnalre for DT 8

Double combined ( diphtheria and tetanus ) for students

Please fill in the blanks and circle the appropriate answer
(Especially the blanks in bold frames) A2
= # .
Immunization Dat .
uq] ﬁﬂiHOFl c Yeartf: Month H DayH
Hamamatsu-shi Temperature C
Address BERHIO IR
fERT Telephone
Ak
TUTT )
Name of the child Gender 1| B ;rt/}; )? Hate year month day
ZUHNDEA ()M i A H
Name ;;f;;; L%zardian (OF % ‘2;%: years & months old
Questions Answers Dr. Use

Do you have any concerns about the child's health today?4 i tkic B ao @ e ame0 £ 2 Yes No

If yes, describe the symptoms : Afkizesitzsnt<zsn ( )
Has the child been ill within this past month? 5515 8 Spsicssicsn 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?
Bl 1 A BV SRS OMRINC  BRLA LA, A0 357257 EDRTRD S 2 E LI Yes No

If yes, describe the illness #i4 ( )
Has the child received any immunization within the past month? (If ves, describe the date and circle the type)
B 19 A BN T BB A 21 £ L7 (RT3 R S B L 74 A 2020 ORI O% AL TS

Date ###4EH A years: monthA day p Yes No

- Japanese encephalitis 4z -Diphteria / Tetanus pr *Cervical cancer vaccinesizA 75

-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
AEEN T4 E T RIERS | DB I, TPRL B, S R A, Z ORI D0, BRI OB REZ TOET )

If yes, describe the illness 74 ( )

Did the doctor in charge for the treatment approved the immunization today? No Yes

ZOREEDTHESTOBIEMICS B O THBMAZ T TR bR EL N
Has the child ever had convulsions?ox-i (Fuvvna) zezLizzensvzss  If yes, at what age? ( ) #a Yes No

Did the child have a fever at the time? zorxizgusmigELin Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? st & i sB oA LAY, (ko BAHES Yes No
morzensvxda  If yes, what kind of medicine or food s a4 ( )
Is there any close relatives with congenital immunodeficiency? ims# 12 % Kb s R & L BUTS L TOB H IV ET D Yes No
Has the child ever felt ill after receiving an immunization? =nEcic PHBEAZ T TEANE 2o 2 LEBIET 5 Yes No

If yes, what type of vaccine? FB5EORIE ( )
Has any of your close relatives ever felt ill after receiving an immunization?iz## i hias1 T R AR E o7 A ET 72 Yes No
Do you have any questions regarding today’s immunization? 4 o ¥pisfiic >V CE 8B ET Yes No

EERD | LOMBZRUZROEE. $BOFHER 3AE |2 Rabwd | EEDY AL Physician’s signature

ECAM According to the result , today’s vaccination is: Possible Postponed
Doctor’s [— N — R ] =

Use |BREFEIIHLT. PHEEOMR. BIRERUFIHEERRESREREICOLT, SRALEL, (5) 9 HF OBE- AL R ERE

Having received the doctor’s examination and explanation and having understood No Guardian’s signature R#za%
. .. .o ; . Yes e
the aims and effects of this immunization, the risk of severe side effects AELET B=
and the vaccine injury compensation program, do you consent the immunization? = LEEA
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.
ERTIFY BEE EieHr - EE - EESAA
DUF4 (BT H#5E) _
KIS
E3:E

Lot No. 0.1
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