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Vaccine Screenmg Questlonnalre for DT 8

Double combined ( diphtheria and tetanus ) for infant

Please fill in the blanks and circle the appropriate answer EimaE | =183
(Especially the blanks in bold frames) = 1@A 2[E B Bhns
Immunization Dat X 1 2 4
unization Late YearfF Month DayH
FHAEA H
Hamamatsu-shi Temperature C
Address PERTORIE
=) Telephone
B
ZUH .
Name of the child Gender |  Birth Date year  month day
o AAEA A P A B
ZIHADEA, (H)MZF
Name of the guardian (HF & Age
Prend-gn i 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 TPHHEEICOW T PREREE T S O/ 232, BELELA
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 the child ever been indicated to have an abnormality in a medical checkup for infants? Yes No
AL REZ TRENDDHLVDNIZZENRHYET )
Do you have any concerns about the child's health today?4 p #kic RaoE L2280 %7 Yes No
If yes, describe the symptoms : Efkitresiekz itz ( )
Has the child been ill within this past month? iz 1» A SmicsRics» 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 L LA, SRR ORI  BRLA  BLA, KK, B72 5 R EDIFRO T BV ELID Yes No
If yes, describe the illness #i4 ( )
Has the child received anv immunization within the past month? (If ves. describe the date and circle the type)
Bl Lo I LARIC TRIBERE R 5210 $ Liehs (TS IR BRI 4E A B LD 25> OFEBIC OZ AL TS
Date i B years monthA day n Yes No
*Hib -Infant Pneumococcal »mmpizskis  * Hepatitis B satirg  *DPT—IPV s4mines *BCG
*Measles/ Rubella mr *Varicella ks *Japanese encephalitisn #fiiz -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
EFENTHHA ETITI RIS DB B, PR, Merhie, SR 2, ZOMBRITY, OB EE2Z T THET)
If ves, describe the illness %% ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
LORREB THEoTVBENITA R O FPiBEZ H TL LW bVELED
Has the child ever had convulsions?o-x- (fviva) #izLizzensvxdn 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 IR BT AELABIY, o BAME Yes No
norzzensvEgs  If yes, what kind of medicine or food -4 ( )
Is there any close relatives with congenital immunodeficiency? iz #i# i % Kk o R AL BHTSh TV B IV ET 7 Yes No
Has the child ever felt ill after receiving an immunization? =i i %2 T LA BB ol L EHY ET Yes No
If yes, what type of vaccine? TpifEofii )
Has any of your close relatives ever felt ill aﬂer receiving an immunization ?:i# # (<A 1 B Aot AEVET Yes No
Do you have any questions regarding today’s immunization? 4 B o B >V CEIEABYET 5 Yes No
Effn |ULOBBZRULEOHER. 5 HOFHEER 3 AT 2 Babhtd | EERDY A Physician's signature
A According to the result , today’s vaccination is: Possible Postponed
Doctor’s
Use |BREFICHLT, PHIEEONR. BIRG RV FHEERBREEREFEICOVNT, BBALEL,
CE)DOFVDER-AHYBEERS

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 AELET 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 #EE XI5 - EME - EEEAB
DIOFUE (RT#RE) B
EHESFT
ERH4

Lot No. 0 5

GE) ADHBRAhTOROIERR mL | #EEA A (HEEHER) & A =]




