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Vaccine Screening Questlonnalre for Japanese Encephalitis 3
Target Age for 2nd Stage ( 9 years of age to before completing 13 years )
Please fill in the blanks and circle the appropriate answer . FMAE | 51 AHE F4
. . 5288 1EE8 5% 2EB % BN
(Especially the blanks in bold frames) g sl | sLcizie | sLciEE
Imrnun\izapion Date Yearf:  MonthA Day 25 21 22 24
HIAE A H
Hamamatsu-shi Temperature C
Address BERNIO IR
LR Telephone
A
VAT )
Name of the child Gender t1| B 1;21; )? Hate year month day
ZHNDEA ()M i A H
Name &f%télg L%zardian (OF % ‘2;%; years & months old
Questions Answers Dr. Use
Do you have any concerns about the child's health today?4 nikic 2a 0B 2mm0ES 2 Yes No
If yes, describe the symptoms : Afkizesitzt<zsn ( )
Has the child been ill within this past month? 5z 14 Spsicsiicsn 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?
R 1 A BUALC, SO LA LA, K 35725 <R E DR R D TR E LT 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 10 A BAAIC PR A 215 £ Ui (R8RS B LR A A 272 F L ORI OZTRAL TS
Date ###4H A years: monthA day m Yes No
+Japanese encephalitis 4z -Diphteria / Tetanus pr *Cervical cancer vaccines iz A 75
-Otherszofin ( )
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
AEENTHLA ETICERIERH | DR B, TR B, S8 R RAE. Z ORI DY, ERIOBREZ TOET)
If yes, describe the illness 5% ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZOREEDTHESTOBIEMICS B O THBMAZ T TLE bR EL N
Has the child ever had convulsions?ox-it (fvha) atezLizzensvgds  If yes, at what age? ( ) Hi Yes No
Did the child have a fever at the time? zorzizgusmigELin Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? st &M sB oA ELAMIEY, (ko BAHEL Yes No
morzensvxia  If yes, what kind of medicine or food s a4 ( )
Is there any close relatives with congenital immunodeficiency? iz i# i 5 Kb sos KL BUTSR TV B H IRV ET 2 Yes No
Has the child ever felt ill after receiving an immunization? =n iz THIBERA % TRANE o L EBIET H Yes No
If yes, what type of vaccine? FB5EORIIE ( )
Has any of your close relatives ever felt ill after receiving an immunization?iz#i# i hfias 1) < L AR B o7 A&7 Yes No
Do you have any questions regarding today’s immunization? 4 o ¥pishic >V CERB 85 ET Yes No
EEID |LLLORZRUZROER. SEOFHEREE 3 ARk 2 Rabhted | EMOY A Physician’s signature
2 A |According to the result , today’s vaccination is: Possible Postponed
Doctor’s
Use |REFEIIHLT. PHEEOMR. BIRIERUFIHHEERRESREREICOLT, SRALEL, (5T 5F OBE- LR ERE

Having received the doctor’s examination and explanation and having understood Yes No Guardian’s signature R#E8%
the aims and effects of this immunization, the risk of severe side effects B=

BELEY

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.
EROIFY EEE EHeiGET - ERR - BESAA
DHF % (B FHEHE) ]
Ee 5
3R

Lot No. 0 5

GE) BB AIA TGV ERESR mL | #EEF AR GEEREHER) F A =]




