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Vaccine Screening Questlonnalre for Japanese Encephallt s
Exclusive use for people over 13 to under the age of 20 (Who were born between April 2nd of 1995 to April 1st of 2007) 3
(For the use if the child is accompanied by the guardian or is married)

Please fill in the blanks and circle the appropriate answer =08 %gﬂg&@ %Sﬁg&@ .?;u’ﬁﬁ
(Especially the blanks in bold frames) ?ﬂz ’ L L'C?%n'@ L L'C#%JJE &t’C ;g ®
hmnuﬂ?ggztjﬂog Date Yeart: MonthH DayH 25 21 22 24
Hamamatsu-shi Temperature C
Address BEIOMR
{ERT Telephone
A
V45 ,
Name of the child Gender 151 Blﬁi‘;}?:te year month day
ZHADEA ( )M% F A A
Name of the guardian ¢ (F & A%Ae years & months old
REHEDRA Jn
Questions Answers Dr. Use
Does the patient have any concerns about the child's health today?4 pikic Lao@E Lz A28 £ Yes No
If yes, describe the symptoms : Sikezeika sy c<EEn ( )
Has the patient been ill within this past month? i1 A LmicmicsnnELzn 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 s H RIS, RERBEOHRIC, LA LA, KS, 3725872 L ORRO 1V ELI2 Yes No
If yes, describe the illness #i4 ( )
Has the patient received any immunization within the past month? (If ves, describe the date and circle the type)
Bl 1y A AR T BB % 2 U1 (725 3R (BRI AE A 0 2D 7 ORI O FEAL TLIZELY)
Date #:ffA 0 years month A day b Yes No
+ Japanese encephalitist 4z -Diphteria / Tetanus pr * Cervical cancer vaccine+ i T
-Otherszoit ( )
Has the patient 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
EENTHBA E T RIS DI BB TP, B S0 R RIE | ZOMIB RIS, BRI DB LT TV ETH
If yes, describe the illness 54 ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZORFRAED THES>TODHEMIZA 0O FHHRAZ T TLO LV biELE,
Has the patient ever had convulsions?o-x-ir (Fvha) wigzLzzennvzEss»  If yes, at what age? ( ) i Yes No
Did the patient have a fever at the time? zorxizgsmigLin Yes No
Has the patient ever had skin rash or felt ill after taking any medicine or food? s s ¢ gIc B RUAELAMHITY, (ko B Yes No
ansEchotzinbyxdn  If yes, what kind of medicine or food s a4 ( )
Is there any close relatives with congenital immunodeficiency? im#i# 2 KL i R AL BIT S TOB H IV ET D Yes No
Has the patient ever felt ill after receiving an immunization? = #cic PH#AS T RARE R 2L EBIET Yes No
If yes, what type of vaccine? iAo fiiH ( )
Has any of your close relatives ever felt ill after receiving an immunization?;m i # (<bliz = 1 < A& 1< Ao Tz AR ET 70 Yes No
For yomens s here any possbility you might b pregnan e delayed perid, . Yo | N
Do you have any questions regarding today’s immunization? 4 H o B>V CEEAHYET 5 Yes No
LEDEZRUVZEDOHR. SEOFHIEEL 3 ATRE 2 Rahed | EFDY AL Physician’s signature
EEEE)\TH% According to the result , today’s vaccination is: Possible Postponed

Doctor’s Uselya s 2 (=54 LT, FHHEBOME . BIRIS R U W EBREREHFHEICOVT, HBLEL,

CEIVFoNER-AHYBEEREE

Having received the doctor’s examination and explanation and having understood Y No Guardian’s signature R#E8E
the aims and effects of this immunization, the risk of severe side effects . e;?— BE (Own sign if the child is married s # 08 AEANE E)
and the vaccine injury compensation program, do you consent the immunization? REL 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.

ERIIFY ®Ee KIS - EMA - REFABR

DOFUB (R T#58) 8
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Lot No. 05

CEEDHBRAIATOEVHERHE mL | &EFABRCGEEEHER) 3 A =]

1t is not necessary to fill in the guardian's name if the vaccinee is married. B+ 55 BB D5 A, (135 O A LG EHYEE A,




