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Vaccine Screening Questionnaire for Infant Pneumococcus 13

Please fill in the blanks and circle the appropriate answer
(Especially the blanks in bold frames) 5] 1E8 2[EH SEH 4EHE
#
Immunization Date . 1 2 3 4
AR F B Yeartf: MonthH DayH
Hamamatsu-shi Temperature °C
Address PERTOMRIR
FERT Telephone
A
ZUHF .
Name of the child Gender #31 B;g;gzte
B NDEA, ()YM% year month day
Name 1gfgilzlggardlan ()F & ‘;%Z 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 AT THIEREIC OV PRIHEREL T-E b O &5t/ BEL £L72h
Please answer the following questions about the child.z»nr-osrsioxEmESWCBEFALES
Body weight at birth ( ) g Did the child have any abnormal findings at delivery? smsomwn5m0 £ L7z Yes No
HE Did the child have any abnormal findings on the 1st few months of birth?: im0 £z Yes No
Has the child ever been indicated to have an abnormality in a medical checkup for infants? Yes No
ASED TRESDDLVDREI LD ET
Do you have any concerns about the child's health today?4 m ki AaomnezsmmoET s Yes No
If yes, describe the symptoms : A kivrihsEnczsn ( )
Has the child been ill within this past month? mimi» A SpiciRicrs v EL A
. . 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?
B 1n H BARIC, FERREOIEIT, LA, LA, A, BT 5 EREDITRD T AN ELID 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)
FolE Ly A IS TR % 20 S U7 (78 R R B LI 4R A B &0 2> ORI O % FEAL TS
Date #fE4EH B years: monthH day B Yes No
*Hib -Infant Pneumococcal /emmizskis - Hepatitis B st +DPT-IPV-Hib SFE{ES +DPT-IPV smre *BCG
*Measles/ Rubella mr *Varicella s *Japanese encephalitist Az - Otherszaofin ( )
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
AEERVTODA ETITSERIETRH | DB, I IFI, IR, sl R A | ZOMIBRICHY | R OB LT TOETH
If yes, describe the illness 4. ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
EOREEL THH-TOBIERIA A O PREEZ TR L bhELn
Has the child ever had convulsions?ox-u (rvvha) aezLizzensvgd7s I yes, at what age? ( ) i Yes No
Did the child have a fever at the time? zorxizgusiiELizn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? st TR IEBRUAELAMIEY, Ko BABEL Yes No
rworzenmvxya  If yes, what kind of medicine or food .54 ( )
Is there any close relatives with congenital immunodeficiency? iz#i#ic K s R 2L BIINTOB TN ET A Yes No
Has the child ever felt ill after receiving an immunization? zncic PHEfE 2 CRANE 2722 LiEHIET > Yes No
If yes, what type of vaccine? TBiHfEOfLE ( )
Has any of your close relatives ever felt ill after receiving an immunization?ei# i cbeiie % A& HE Aotz AT ET 7 Yes No
Do you have any questions regarding today’s immunization? 4 o TFEisiic oW CHEA B ES /> Yes No
EEHD ULOBBZRUZROER. SEDOFIHEREIL 3 ATRE 2 R&bhtd | EERDY A Physician’s signature
A According to the result , today’s vaccination is: Possible Postponed
PO g R LT, FIEEONE. BIRGS R U R AR EREHE T, BALELE,
GE)I0F o OBEE- AR ERRE

Having received the doctor’s examination and explanation and having understood Yes No Guardian’s signature R#E8E

the aims and effects of this immunization, the risk of severe side effects — FE
DR . . L 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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