ETO0OF EBETFEE (1/2) Vaccine Screening Questionnaire for Hib Vaccine
‘ (1st / 2nd / 3rd / 4th) ¢ Circle today’s dose (SEIDEEICOELTIETLY) ‘

Parents/guardians should fill in the form, including the address, name, sex, and date of birth listed on Resident Records, and answer all questions.
FEREHU TSR K& 6. £ FAH. EMBEEEFREFTOANNBIETALTZE L,

Immunization history Date of screening YYYY / Mm / DD Body temp. o
() (FBERR) 0/ / (BEEOHE) C
From 2-7 months after birth 1st YYYy / mMm / DD 2nd YYYY / MM / DD 3rd YYYy / mMm / DD
(b B ~%£%70A) 1E18 20 / / 2B 20 / / 3EIH 20 / /
From 7-12 months after birth 1st YYYy / Mm / DD 2nd YYYY / MM / DD
(BTN A~%#120'A) 1E18 20 / / 2E8 20 / / i
Address Tel/BEEES ( )
({ErR)
Name of child to be vaccinated (273 ADKR) Name of parent/guardian
Date of birth Yyyy/ MM/ pb (REZDKR)
(EEERH) !/
Sex (FE2l) M /F Age (i) ( )years( )months
Please circle the answers that apply and fill in the blanks. ROBEEEICZETDIEDEOTHATESV ( )ICIFZEORBTEZENTETL,
Questions BEE Answer B | Dr.use EEFSCAR
Have you read and understood the explanation of the vaccine your child will receive today?* Yes | No
SBT3 FEEIC DO\ TEREEHA BRELELEED, *See p. 2 for explanation of vaccine (GiiBEE)
Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? Yes | No
BEEZTBANIEETRTIN (GERICEREHFZELTVETN.)
The following questions are about your child’s development. HREOHFIADEBEICDOVWTHBNALET,
Weight at birth ( )g HAERE( )g
Were there any abnormalities during delivery? DIREFICEENSBUELED, Yes | No
Were there any abnormalities after birth? HERICEERBUELED, Yes | No
Were you told there were any abnormalities during infant checkups? FLIEESZTEENHDZEEONLIENHY Y N
T, e e
Do you have any concerns about your child’s health today? If yes, please describe their symptoms:
( ) | Yes | No
SHKICESODRVNEIADGYETD, FVIDIGS EFRNREREEVNTZE L,
Has your child been ill within the past month? If yes, which illness? ( ) Yes | No
INBUAICHERUCHDVELED. TFVIDSEE BREEENTESL,
Has anyone in the child’s family or playmates had measles, rubella, varicella, or mumps, etc., within the past
month? If yes, which illness? ( ) | Yes | No
1IN AURICRERCECHEEICE LA BLAL. KE. BTEn<HMEREDBRDABRVELED. [ELIDIGE. FEESVTIETL,
Has your child received any vaccinations within the past month? If yes, which vaccine? ( ) Yes | No

1IN BUARICTRHEREERTRUIZN, [[EVIDHE. RIFT=FHEEZEVTIES L,

Has your child been treated for congenital abnormalities, or heart, renal, liver, neurological, or

immunodeficiency diseases, etc., from birth until today?

If yes, which disease? ( ) | Yes | No
EENTHSSETIC ERERE. DE. B, FHE. iR, RETREZOMOBERUICHDIY | EFIDZREZITTLETH,
NIV IDHBE FBEEVNTIZTL,

Did the doctor in charge of their treatment approve today’s vaccine?

ZORREDTE5o TV SERIC. ABDOFHEEEEFT L EENNELED, Yes | No
Has your child ever experienced convulsions? If yes, at what age? ( ) Yes | No
OEIDF(FTVNA) ERILEEZENGYETN, MFV DS, AREICECLELEZD,
Did your child have a fever at the time? ZDB FEEELEULEN, Yes | No
Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? Yes | No
FEVEMT REICRBPULAZUVANERY . ROEENE LI ERBUETH,
Does your child have any close relatives diagnosed with congenital immunodeficiency? Yes | No
SEREIC ERERBTR2EBMEINTVSAIRNETH,
Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) Yes | No
CNETIC, FHEEZZI TESHEBROEIERBIETN, FVIDIGE. EDFHIEEOEEZEN TSI,
Have any of their close relatives felt sick after receiving a vaccine? Yes | No
EREIC, FHHEEEZIT TREANEBI G ARRVETH,
Has your child received a blood transfusion or gamma globulin* injection within the past six months? Yes | No
6N BLIAICEIING D W\ EH Y~ OT) D DFHEZIFELRLMN(K)
Do you have any questions about today’s vaccine? SHOMFIEEICDOVTERNGYETH, Yes | No

*Gamma globulin is derived from blood and can be injected as a way to prevent infections, such as Hepatitis A, or as a treatment for severe infections.
Vaccinations, such as those for measles, etc., may not be as effective for those who have had an injection within the past 3-6 months.

X AUTOTI UL, MREFID—FET . ARG E DREMED T ERCEENBRREDARENGE TERINSZENHBY, COFRE3~6NRLURICRTA
[F BRUABE D FRHEREDMIRI T2 ICHBVNCENBUET,
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ET0OF BETEE (2/2) Vaccine Screening Questionnaire for Hib Vaccine

Explanation of the vaccine (GiifFZ)

Public Foundation of Vaccination Research Center
(B FrrEEEU T —F 59 —)

Doctor use (EETEZ A
L EORZRUZEROER. SEDOFHEER (ERETSS - REDERIFINELN) SHBUETD,

EEERANESER ( )
REZITHL T, FHEBOMR, BIRISKRU T EERBRESHUARIEIC OV T BZUEU
EEMER X (I EC BB

Parent/guardian use ({RE&E AR

| (agree / disagree )* to the vaccination of my child, having undergone an exam by the doctor, as well as having heard their explanation and
understood the effects and aims of the vaccine, the possibility of severe side effects, as well as the vaccine injury compensation program.
(*Circle one)

EEIDEER - HAZEZ T, FHFEDOMR AN, ERQEIRICO AR, TR ERRRERERIE G COWTRRUE LT EETBE(C(E
BULET-ARLEEA) (cLWINHMCOZELTIETLY,)

This questionnaire is designed to ensure vaccination safety. | understand this and agree to the submission of this questionnaire to the City of
Hiroshima.

ZOFBRIF. FHEEODZEEDERZENELTVET, COZEZERO L AFRENLEHIIREINSZEICARLET,

Parent/guardian signature ((RE&HE)

ERIIFIE &E= ERHRIRT T - EERRVRRE S - EEEDR - 121E (F52) £ A
DOF BT #ERE EERRHERERT Tt
Lot N 0.5ML | Emierag
ot No. B
FEAERRAL
el - £ - AR -
CE)EMEIRNINTWRWHERESE | £ - ZOfh( ) | BE(F2)FAR Rt F B H

GE) FROHDFKIE HEBEDFFICLVEEZRADESHET. AR RRZEZT > TVWVRVEDDHFTRETY . 5HR OB, EFREEI—F
EREALICEEUL T,
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