BCGTFMHEEFLE (1/2)

Vaccine Screening Questionnaire for BCG

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 TV SE. K&, 55 £FRA. BRSEFEREZFOANBTRALTESL,

INZn
The City of Hiroshima

Date of screening YYYY / Mm / DD Body temp. .

(FBERR) 20 / (BEAOKR) ¢
Address Telephone EFEES ( )
(4XFR)
Name of child to be vaccinated (£33 ADKR) Date of birth YYYY / MM / DD z\:;:;%g)fé;r)ent/guardian

(&£A8) / / =
Sex (B M/F Age (Fiip) ( ) years ( ) months

Please circle the answers that apply and fill in the blanks. ROBEEEICZETDIEDEOTHATESL ( )ICIFZEOARBTEZNTESL,

Questions BERIEE

Answer [E)Z#

Dr. use EETEC A

Have you read and understood the explanation of the vaccine your child will receive today?*

SHOFHEEICOVWTERNSBYETH,

_ - \ N

SHRIZFHEEICOVWTERBAEZHH. BELILED, *See p. 2 for explanation of vaccine (FtBAE) e °

Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? ves | No
BEESTEANIEETRTIN. (GERICEREFZELTVETN,)

The following questions are about your child’s development. &REDHFIANDEKBEIC DL THINULET,
Weight at birth ( )g HERE( )9
Were there any abnormalities during delivery? DEEFICEENGVUELED, Yes | No
Were there any abnormalities after birth? HEBICEEABYELED, Yes | No
Were you told there were any abnormalities during infant checkups? LIRS TEENHDIEENDNLIEHHY Yes | No

FIhH.

Do you have any concerns about your child’s health today? If yes, please describe their symptoms:
( ) Yes | No
SHAICEADBVEIARHUETH, NFVNIDEHE ERNGEEREZE N TET L,

Has your child been ill within the past month? If yes, which illness? ( ) Yes | No
1A BLAICERICODNUELED TFVIDBE FREZENTETL,

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
1A BURICRERECHPREICHELUA BUA. KE. Blzn<HEREDHFRDANNELEZD NEVIDBE J/EEZNVTESL,

Has anyone around the child, such as family members, been diagnosed with tuberculosis since the child has been ves | No

born? £FNTHSSETICREREFGDEDY [CHEICH DTz ADRWELED,

Has your child received any vaccinations within the past month?

If yes, which vaccine? ( ) Yes | No
THBURICFIHEREZ T ELED [[FVIDHE. ZHT=FHEEZZEN TS,

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
EFNTHSSETIC, ERMRE. DL B, FHE. R, RRETEEZDMDOFERICH N ERDBREZ T TLEITH,
MEVIDBE FEEENVTEE L,

Did the doctor in charge of their treatment approve today’s vaccine? ves | No
ZORIESL TES DTV ERIC, ARDFHEEEZT TLLEEDNELED,

Has your child ever experienced convulsions? If yes, at what age? ( ) Yes | No
OIDF(FVWNA) ERILEZEDHBUETH. [IFVIDEGE, fAREICEILELED,

Did your child have a fever at the time? ZDB HEE#ELEULED, Yes | No

Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? ves | No
EORE T BBICRBPCAZTVANERY AOEENE R 2IENRBUETH,

Does your child have any close relatives diagnosed with congenital immunodeficiency? Yes | No
EHEIC, FRERBETLEBMENTVSHIFVETH,

Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) ves | No
INETIC, FHEEZZITESNEBIB ORI ERFHBYETN. [[FVIDGE. EDOFHEEDBEEZE N TIET L,

Have any of their close relatives felt sick after receiving a vaccine? Yes | No
EREIC. FHEBEZT CTEANEBIR I ARVWETH,

Has your child received a blood transfusion or gamma globulin* injection within the past six months? ves | No
6N BLIAICEIMS D W\ EA Yo OTU Y DFHREZIFEULREN(K)

Do you have any questions about today’s vaccine? 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 AveoO7) U, MREFID—E T, ARFFRRE DRED FRHE M CEEDREDAEENGE TEHINDZENBY . COEHE3I~6NBLURICZT A

[ LA E DFHEEDIRNTAICHRNCENBYET,
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BCGTFIHEETER (2/2) Vaccine Screening Questionnaire for BCG

Explanation of the vaccine (GiiffZ)

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

Doctor use (EEECAR)
L EORZRUZERDOER. SEDFHEER (ERETSS - REDERIFINELN) SHBUETD,

EEERANESER ( )
REZITHL T, FHEBOMR, BIRISKRU T EERBESHUARIEIC OV T BBZUEL
EENER X (I EC BB

Parent/guardian use ({RE&CAH)

| (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)

EEIDEZER - FHAZER T, FRIIFEDMR AN, EELEIRICO AR, FRRERREEERIE LGS COWTIERLZ LT EET S EI(F
BLET-ABLEEA) (cLWINHICOZLTETLY,)

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

ZOFBRIE. FHEEODZEHEDERZENELVTVET, COZEEERO L AFELRENLETIRESINSZEICARLET,

Parent/guardian signature ((REEHE)

FERIIF A EES Rt - AR - AT - 1B (F22) ER
DHF % =BT IE D
Lot No HEBE%BCCREMHE ERE
- EE%B = =
AU\ TR RS e
GE) BRHARMEIN TRV ERESR BiE(F2) %8R A0 =3 B =]

(E) FROHDFKIL BEBEDFAICLVEEZRADESHAT. RA RRZEZT O TWVRVEDDHATEETY . SHK DR, EFEEI—F
ZRRALICEEHUTET L,

P.2




