O

4 N=WAN S/ EE . - ui

Vaccine Screening Questionnaire for DPT=IPV (Diphtheria/Pertussis/Tetanus/Polio)
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Please fill in the blanks and circle the appropriate answer B15aE E1H |
(Especially the blanks in bold frames) =] 1= 8 2EH 3EH Bing
Immunization Date # 1 2 3 4

: Yeart: Month A DayH
HAMEA B
Hamamatsu-shi Temperature C
Address LI
FERT Telephone
7975 ;
Name of the child Gender #51 BélEr;thq)%te year month day
ZIHANDEA ( YME5 & A H
Name of the guardian (OF & Age
ears & months old
[ O KA A fhp Y
Questions Answers Dr. Use
Have you read “Vaccination and Children’s Health” and understood the vaccinations you will be taking today? No Yes
4 1R TR HARIC S W T P E 7L b O R 2 5%, B EL77
Please answer the following questions about the child.s#n-o s r3i0 RIS WCBEFALET
Body weight at birth ( ) g Did the child have any abnormal findings at delivery? 5w o ®ignm £Lizn Yes No
SRS Did the child have any abnormal findings on the 1st few months of birth?u s RigmmnzLra | Yes No
Has the child ever been indicated to have an abnormality in a medical checkup for infants? Yes No
AAREED T RERDDLN DRI ZERBIET A
Do you have any concerns about the child's health today?4 nikic L ao @y Lzsm80 £S5 Yes No
If yes, describe the symptoms : Hikizesita #nc<zsn ( )
Has the child been ill within this past month? s 1 2 Bz &icn 0 ELA 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?
Rl 1 BLNIC SR ORISR LA, LA AV B 5<BRE DR D H N ELED Yes No
If yes, describe the illness Ji4 ( )
Have you had any of the following A.DPT (Diphtheria/Pertussis/Tetanus) B.DPT-IPV (Diphtheria/Pertussis/Tetanus/Polio) Al ) qmes =
L . B ( ) times =]
vaccinations many times before? C.OPV(0Oral attenuated Polio) D.IPV(Inactivated Polio) C( ) times  [f1
A SHRGV /Ty BAMEATIFY CRIFDIFV(4) D. RUADIF U (ARiEAL) ZffEERELCOET 2 D¢ ) times [l
Has the child received any immunization within the past month? (If ves. describe the date and circle the type)
B L A BANIC F Wi % 0 £ U7 (U7 A SR (B L7 42 B LD 2 F L OFERIZO 2 R AL TLIESLY)
Date #zfE4EH A year4: month / day n Yes No
*Hib -Infant Pneumococcal /~unizesis < Hepatitis B sagrx  *DPT—IPV 4mmigs *BCG
*Measles/ Rubella vr  +Varicella ks +Japanese encephalitis i 4% -Otherszofi ( )
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
AENTHOAETIT IR | DB B T RS S0 R R £ OMIH LU0, EBEIOBEEZT TOET D
If yes, describe the illness #54: ( )
Did the doctor in charge for the treatment approved the immunization today? No Yes
ZORRED THEoTVBEMIZS 0O TH#EZ T TR LV bRELED
Has the child ever had convulsions?ox~i3 (3vha) eezLi-zenavidsr  If yes, at what age? ( ) #e Yes No
Did the child have a fever at the time? zorxicampizLzn Yes No
Has the child ever had skin rash or felt ill after taking any medicine or food? s o Tz RBE R A ELANHID, (kO RARE o2 2ERBYEFS Yes No
» If yes, what kind of medicine or food #- a4 ( )
Is there any close relatives with congenital immunodeficiency? imsi# iz % Ktk foss R 2L BUI SR TS IRV ET 70 Yes No
Has the child ever felt ill after receiving an immunization? - clc FPiR% %I TEARE R -T2 B £ v N
. es 0
If yes, what type of vaccine? B DR ( )
Has any of your close relatives ever felt ill after receiving an immunization? #:# icbsfi% %3 T RARBE o7 AT ET 5> Yes No
Do you have any questions regarding today’s immunization? 4 b o #piiz >V CEERSH) £S5 Yes No
Etfn |[UEDEBRUZEDHER. SHOFHEER 3 AIEE 2 Rah¥d | EERDY A2 Physician’s signature
AR According to the result, today’s vaccination is: Possible Postponed
Doctor’s
Use |REFBISHLT. PHEEOSHR. BIRISR VT EERRESHFREICOVT, SBALEL . i
CE)DOF o OESE - AR EERR
Having received the doctor’s examination and explanation and having understood No Guardian’s signature R#&8%E
the aims and effects of this immunization, the risk of severe side effects _ ges Bl
and the vaccine injury compensation program, do you consent the immunization? RELET 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.
FERIIFY HiEE EIESET - EAR - BESAR
DOFUH (R TFHE) _
KIS
ERTi%

Lot No. 0 5
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