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Please fill in the blanks and circle the appropriate answer EXEEE B85 |
(Especially the blanks in bold frames) E 1EEH 2EH 3EH EBingy
— # 1 2 3 4
Immunization Date Yeartf: Month A DayH
HUAGE
Hamamatsu-shi Temperature C
Address PERIOKIE
FEAT Telephone
Lo
Y77 .
Name of the child Gender #31 Birth Date year month day
EEAR .
SHBADRA ( )M * A H
Name{%t%tﬁhg Egzardlan ()F % ;%ﬁg 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 BRI D TR OWT PR L T8 O 25t 7 FIAEL LT
Please answer the following questions about the child.&7 =03 FsioREE SW-CHBTRLES
Body weight at birth ( )g Did the child have any abnormal findings at delivery? 4o i nsin £Lin Yes No
HHAE AR Did the child have any abnormal findings on the 1st few months of birth? it s sevELizne Yes No
}{as th§ chilq ever been indicgted to have an abnormality in a medical checkup for infants? Yes No
HYREB TRE R DL DNI-ZENRHYET )
Do you have any concerns about the child's health today?4 r ikic Ba o Lz s5880 57 Yes No
If yes, describe the symptoms :  Ss#zesipha i Tzan )
Has the child been ill within this past month? &1 A BNIcE LRI D0 EL A Yes No
If yes, describe the illness 4 ( )
Has anyone in the child's family or friends had measles, rubella, varicella or mumps within this past month?
IR 1 I EAIS | FEIRRLE OIS, BRL A, L A, 7KIE, 3672 5B 7R EDRFRD I RNEL T Yes No
If yes, describe the illness 4 ( )
Have you had any of the fOHOWll’lg A.DPT (Diphtheria/Pertussis/Tetanus) B.DPT-IPV(Diphtheria/Pertussis/Tetanus/Polio) A ( ) t@es Bl
vaccinations many times before? C.OPV (Oral attenuated Polio) D.IPV(Inactivated Polio) ]2 E ; :x:
A BFERAVZFY B AMRGUIFL  CRIAUIFU () D.ARUAUIFU(RIEAL) AEEE L T oEd s D ( ) times [5]
Has the child received any immunization within the past month? (If yes, describe the date and circle the type)
AT 10 A AP PRHRTE 5200 LT (RTS8 IR &R ICHRE L7 A B &D 27 F > ORI OZFEAL TZEWY)
Date ##f4E /1 H years month day 0 Yes No
*Hib - Infant Pneumococcal /»epizskiz  * Hepatitis B i« DPT—IPV sms *BCG
*Measles/ Rubella Mr  * Varicella s «Japanese encephalitis p iz - Otherszo ( )
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
AEFENTPLAETICHERVER T DR B, I, Bt oA SE, £ ORI, RO R EST TOETH
If yes, describe the illness 7i4, ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZORREL Thb>TOBIENINCA B O FBA ST TR L b EL )
Has the child ever had convulsions?ox-i3 (Jvha) wecLizzeassnEds  If yes, at what age? ( ) reg Yes No
Did the child have a fever at the time? zorxicasmiELrn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? szl BIcRBLUAELAB Y, O BASEL 2722 L3 bDE Yes No
42 If yes, what kind of medicine or food #- 4 ( )
Is there any close relatives with congenital immunodeficiency? smgi#ic s Kb R 2L BIFS TS F TV ET ) Yes No
Has the child ever felt ill after receiving an immunization? zivgclo PEiERA 2 TRAIE R -T2 LFH £/ Yes No
If yes, what type of vaccine? T p5#:fo Tl ( )
Has any of your close relatives ever felt ill after receiving an immunization ?;esi# cfiz 1) CRARE T AT ET Yes No
Do you have any questions regarding today’s immunization? 4 R o ¥z > WCEM A £ Yes No

EEID (LI EDOBZRUVZROER. SHOFIHEREL 3 mWHE 2 RAbES EBRDY A2 Physician’s signature
ECAME |According to the result , today’s vaccination is: Possible Postponed
Doctor’s
EHEICHLT, EOHR. BIRIERY E4Ed ERCEHIEI DT, FRBALEL =,

Use |REEEITH FEHEEOMR. BIRE R U T IR R R EREHIE 5B GH 95T OBE- N EREERD

Having received the doctor’s examination and explanation and having understood No Guardian's signature REELE
. . .. . . Yes -

the aims and effects of this immunization, the risk of severe side effects AELET EE=N
and the vaccine injury compensation program, do you consent the immunization? s 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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