(BN MRAMAKE H0.10

Vaccine Screening Questionnaire for Infant Pneumococcus 14
Please fill in the blanks and circle the appropriate answer
(Especially the blanks in bold frames) =) 168 2[H 3EH 4lE1H
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hmnuﬁgggﬂog Date Yearf: MonthH DayH
Hamamatsu-shi Temperature C
Address BARAIOMIE
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Name of the child Gender 14|  Birth Date year  month day
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ZIBADEA, ( YM% 4R A A
Name ;:;fgglz Egardlan (OF % ifﬁ’f 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 BRI D PHHEEICOWTI PREREE TS O/ 232, BELEL)
Please answer the following questions about the child.»#7-0s 7340 BRIV TREFRALET
Body weight at birth ( ) g Did the child have any abnormal findings at delivery? syiiso 83 2550 £ L0 Yes No
MR Did the child have any abnormal findings on the 1st few months of birth? gz s sien FLr Yes No
Has the child ever been indicated to have an abnormality in a medical checkup for infants? Yes No
AHREL TRESDILV DRI BYET 0
Do you have any concerns about the child's health today?4 ntkic B4 0Lz 2850 E 2 Yes No
If yes, describe the symptoms : fikeziika i cEEn ( )
Has the child been ill within this past month? g7 1» A Smicsgicsr 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 1y A LA, SO RTIT, BELA LA KB, 357 5B E DFRD HBNELEA 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)
Bl L AW PR BER% 5203 £ L7t (R 155 A IR B L2 4 1) A LD 29> OFIZ O AL TS
Date #zmi ] A years monthA day n Yes No
*Hib ‘Infant Pneumococcal »rmpizskis  * Hepatitis B satirg < DPT—IPV 4mize *BCG
*Measles/ Rubella mr *Varicella s+ Japanese encephalitisa #fisz -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
AN THOAE TSR | DI, B P DR, S I R 4E | T OMIBRUT A0, BRI DB EEZT TOETH
If ves, describe the illness 74 ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZORRAEB ThH>TOBERICS R O PPiBfAZ T TLOEVDAELEN
Has the child ever had convulsions?o&- (i) ziezLi-zensvzds  If yes, at what age? ( ) i Yes No
Did the child have a fever at the time? zoexic#zstiELizn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? s e i c s R BT AELABIEY, o BARE Yes No
motzenwyxdn  If yes, what kind of medicine or food s-fi4 ( )
Is there any close relatives with congenital immunodeficiency? iz #i# ic 5 Kb s R AL SRS TV B IRV ET 7 Yes No
Has the child ever felt ill after receiving an immunization? = cic PPz % TRABE R -T2 EHYET /1 Yes No
If yes, what type of vaccine? Fpirio s ( )
Has any of your close relatives ever felt ill after receiving an immunization 25wl iz 2 T A3 E 2 o7 ARV ET Yes No
Do you have any questions regarding today’s immunization? 4 B o TBi#fc >V CEEAHYET 5 Yes No
Efo [MLOEZRUZEDOHER. SEHOTFHEER 3 WHE 2 RAabtd | EEROY A2 Physician’s signature
SO AME |According to the result, today’s vaccination is: Possible Postponed
D e LT, FHEEONE. IR R U T AR EHERFHEI oL T, HALELE,
GCE)DOFOBE-EHYBEERER

Having received the doctor’s examination and explanation and having understood No Guardian’s signature R#E8E
. . . . . Yes e
the aims and effects of this immunization, the risk of severe side effects i Gy
RO . . .. RELET
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.
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