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Vaccine Screening Questionnaire for DPT—IPV—Hib (Diphtheria/Pertussis/Tetanus/Polio/Hib)
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Please fill in the blanks and circle the appropriate answer ESE
(Especially the blanks in bold frames) & 1mE 3EH Bing
— 2 2 3 4
Immunization Date Yeart  Month A DayH
AL H
Hamamatsu-shi Temperature C
Address PENOKIR
LT Telephone
HEE
U755 .
Name of the child Gender 31 B;t Iph)]q);te
I BNDIA, ( YME year month day
Name{g;fg ‘?ﬁ &gl;ardlan (OHF & ?F%wg 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
4 A% PHERIC O C T TR 7L b 0 B 56, FUARL EL77
Please answer the following questions about the child.s»#roxFsinsk B WCBEFRALET
Body weight at birth ( ) g Did the child have any abnormal findings at delivery? sy urso s a0 E L1z Yes No
RS Did the child have anv abnormal findings on the 1st few months of birth?i: % #5602 Li=n Yes No
Has th_e child ever been indigated to have an abnormality in a medical checkup for infants? Yes No
T ED T RAE D DD NI BB ET D
Do you have any concerns about the child's health today?4 fikic Laom Lz 2m80 £ 2> Yes No
If yes, describe the symptoms : Aikizasiikatnc<rzsn )
Has the child been ill within this past month? siri» 2 ppsicsRicmnELizn»
. . Yes No
If yes, describe the illness 74 ( )
Has anyone in the child's family or friends had measles, rubella, varicella or mumps within this past month?
FlT 1y A LAPIC . FIECBEOMRIIC, BRLA L LA, KIE ., B2 50 EREDIFLRO T HBNELTA Yes No
If yes, describe the illness 74 ( ) _
. A( ) times  [H]
Have you had any of the A .DPT-IPV-Hib (Diphtheria/Pertussis/Tetanus/IPV/Hib) B.DPT-IPV (Diphtheria/Pertussis/Tetanus/Polio) B( ) t%mes ]
following vaccinations C.DPT (Diphtheria/Pertussis/Tetanus) D.OPV (Oral attenuated Polio) E.IPV (Inactivated Polio) F.Hib g E ; 22:: E
many times before? ASHURS  BARES  COMEA DAVACE)  ERUACREL)  FE7 AL COE 2 ploume g
Has the child received any immunization within the past month? (If ves. describe the date and circle the type)
B Ly A AP PR B ST £ LI (2 725 3R (B LI 4R B LD 7 F L ORRICO%FEAL TS
Date #f4)1 H years month day A Yes No
*Hib -Infant Pneumococcal iz *Hepatitis B itk *DPT-IPV-Hib sitigs *DPT-IPV sammize *BCG
*Measles/ Rubella Mr *Varicella s - Japanese encephalitisnpuze -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
AEENTHOAETITIRVER DR, TR, TP, AR, S R AE, T OMATEUCADY | EOB REZ T TOETH
If yes, describe the illness 74 ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZOFEEL Thoo COBERNCA B O PHEREA ST ThnewbiEL)
Has the child ever had convulsions?o-i (Jvha) zigzLi-zensvess  If yes, at what age? ( ) e Yes No
Did the child have a fever at the time? zoexicaniizLizn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or f00d? st i el o RBRUAELABITED KD ROPEL ot LS bhE Yes No
+2_If yes, what kind of medicine or food - a4 ( )
Is there any close relatives with congenital immunodeficiency? i i ic e i fusi R LBMS N TOSF IO ET ) Yes No
Has the child ever felt ill after receiving an immunization? zhcic PHREZ S CTRAGRE R 2 LiZHD ET ) Yes No
If yes, what type of vaccine? Fp;# R ( )
Has any of your close relatives ever felt ill after receiving an immunization?sm# o1 T A A IE o7 ARV ET Yes No
Do you have any questions regarding today’s immunization? 4 A o PEiRRz W -CEIZ DY ET > Yes No
EEFD ULOMEZERUZEOHER. SO FIHEREE 3 ARk 2 REHhEd BEBRD YA~ Physician’s signature
SAAE According to the result , today’s vaccination is: Possible Postponed
Doctor’s

Use |REFBICHLT, FHEEOHR. BIRKEC R U FHEERRFEERFHNEICONT, SEBALELE,

GE)I0F DEE - HEHNREEER

Having received the doctor’s examination and explanation and having understood % No Guardian’s signature R#E6%
the aims and effects of this immunization, the risk of severe side effects ﬂ*L?; + Gl
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.
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