Screening Questionnaire for Rotavirus Vaccination
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with a ballpen. (Especially the blanks in bold frames.)
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Application Date n O simERCTIF T M
20 Year Month Day
HAFAR
Body Temperature 52
SHOKE C
Address .
B Hamamatsu-shi Telephone
Furigana
P
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Name of the Child Male 8 | Date of Year Month  Day
RIS\ ORS Female £ EBlrth Born week  days ago
Parent/Guardian cmale #RA (& bl B#)
RBEORS Calculated from day after the delivery
Doctor’s Use
Questions Answers E N
Did you read and undestand the explanation about the vaccination to be administered today? 4 8%+2Fmgli= oL TORBEHHELLD No Yes
Did you read and understand the explanation about intusussception (intestinal blockage)? m&#iszIou\TEBIE 21T BELELID No Yes

We would like to ask about your child's development. #0874 0RHEOWTELTRLES

Weight at birth ( )g Were there any abnormalities during delivery? ssesi<RunimyELim Yes No

Were there any abnormalities after delivery? w#uizR#nmYEL 1M Yes No

Were you told of any abnormalities at the infant checkups? slrfescREABI L DRI ENBYET D Yes No

Is your child unwell today? (Symptom: ) SEGICRAOEOECARBYETH BIRIRIER ( ) Yes No

Has your child been sick the past month? (Illness: ) Bk 1H A RISHRISDDYELLED HE( ) Yes No
Have any family members or playmates contracted measles, rubella, chicken pox, mumps etc., in the past month? s 158 umiz. RigoiU R,

BRLAL BLA L KIE. BT 5O EREDRAD A AL ELIA Yes No

Tliness ( )

Has your child received a vaccination in the past month? (If yes, when was your last vaccination. Please circle the vaccine type below.) g
D AUAIC, PIHEEERIFELA (RHTSE EB&ITHIELIE R BETIF L OBBEICOFRALTHAL)

Vaccination Date: Year Month  Day wsmzags Yes No
HiB  Pneumoccocus Hepatitus B 4 Combined Japanese Encephalitis BCG Rotavirus Other ( )
=2 INEREGRIRE BEIEF aEEE B AR
Has your child ever had intusussception before? Does your child have a congenital gastrorntestmal dlsorder whrch has not been treated Yes No
Has your chlld been diagnosed with 1mmun0detlclency? Or has repetitively had infectious diseases such as pneumoccocus ear Yes No
amn [rnea ¢ C A S b (2R 1-Y, AERINAENS
Has your Chlld been seemg a doctor about congenrtal abnormahtres stomach dlsorders heart krdney, hver blood cranial nerves, and
other diseases? chEclzexR%. BRIEE. - Bl FHi- k- BMARORE . TORBRIHANY, EROBREZHTOET L Yes No
Name of Disease ( )
Have you told your doctor who is treating your child for the above disease that your child will be having this vaccination? zosszptssotn| N Yes
BEHICS BOFHEEERI TLLELDOELED
Has your child ever had convulsions? () times a month v&23 (FLvhAa)EBZLECEABYETA  ( )M AE Yes No
Did the child have a fever at the time? zoezimtmzLizn Yes No
Has the child ever developed a skin rash or felt ill after taking any medicine or food? geaRTERBIZRBLLAELANEEY, KORBHNEI 1IN BYETH v N
es o

Name of Medicine/Food ( )
Has your child ever felt ill after receiving vaccinations? If yes, what type of vaccine? ( ) ShETEFME | yeg No
HERTRANE oL EHYFTH FHEEOEE( )
Did the mother receive immunosuppressants during pregnancy? Name of drug ( ) BEASRBICREEINT | yeg No
SEOBEEBHELID FHIA( )
Has any close relative been diagnosed with congenital immunodeficiency? sg# - £ Xt eE T2 LEBHERTODHFNET D Yes No
Has any close relatives fallen ill after receiving a vaccination? sa##(=FHigiz 21 TRA KB FRVET A Yes No
Do you have any questions about today's vaccination? 4 BoFp#mI= oL THEABYET N Yes No

According to the result, today’s vaccination is: . Ll

1) 3 Possible 2 Postponed M4 4> Doctor's Signature
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= G707 OBE-EHNEEERR

Guardian's Signaturc BB B =

Having received the doctor’s examination and explanation and having understood the aims

and effects of this immunisation, the risk of severe side effects and the remedial measures for| I consent I do not consent

o . . ARLET RELEHA
damage to health caused by vaccinations, do you consent the immunisation?
The purpose of this preliminary questionnaire is to ensure the safety of the vaccination.
I am aware of that and agree with the submission of this questionnaire to Hamamatsu city.
ERTIFY EEE KiESET - ERR - EEFAR
: (FEOHEE) [
IIFE BOER | s
a4ayy9 R 1.5mL
Lot No. a47v9% 2.0mL EhT#
CR) ARSI MTOELOH,IERES ZAM=O | mEFARGHEENER) 20 F A =]

20.10



