O 1 IV AR FPAEIET2SE (1/2) Vaccine Screening Questionnaire for Rotavirus IN=Di]

The City of Hiroshima

Parents/guardians should fill in the form, including the address, name, sex, and date of birth listed on Resident Records, and answer all questions.
FEREBFRUTVDEA. K&, 45l £FAH. EMEEEEREFTOADBIRALTLIZEL,

Address Tel/BEES ( )
({EFR)
Name of child to be vaccinated (212 ADKR) Date of birth YYYY / MM / DD Name of parent/guardian
[E=2=3=1=)) / / (REEDKR)
'?jiﬁiiﬂa)gﬂéfllaﬂ%’: k: d fter birth*
Sex (IE5l) M/F * LTHHLER Th£ next)d\:\l/eaiersbfrth is 30ur?t!§aasl ‘::y a;{er birth

Circle the type of vaccine and number of doses received, then check ( v') the confirmation box (5EINDTUF U DIEEE O EOTHA OMEEREL TV EL T
Write the dates of previous vaccinations in the 2nd and 3rd dose columns. (2[B8. 3EIBIECNFETHFEBFEARESZALTIEEL,)

You cannot mix and match vaccine types. scl:)rzteen?rfg YYYY / MM / DD Body temp. °c
(BUEEDIIF U CEREET T U TLIESL,) (F2EER) 20 / / (2ERIDINE)
2nd dose (2[@]8)
Rotarix (Monovalent vaccine) 1st dose (1[E]18) [ At least 27 days have passed since
(O%VJw o Z (1)) [ No longer than 14wé6d have passed 1st dose
From 6w to 24w after birth since birth Date of 1stdose (20 / / )
(EREEN 52483 T) (HEUEERERI TR (EEOEER)

(1EIEO#EERN 5278 EDEREA SV TLVD)
2nd dose (2[@]8)

3rd dose (3[E18)

RotaTeq (Pentavalent vaccine) 1st dose (1[EB) [ At least 27 days h d since 1st d [ At least 27 days have passed since 2nd dose
(O%7 v (5fff)) [ No longer than 14w6d have passed eaDSate ofa]\.lsst d?)‘: [()za;se/ 5|7ce) st dose Date of 1stdose (20 / / )

From 6w to 32w after birth since birth Date of 2nd dose (20 / / )
(26BN 53238F T) (HE1ERBEBIT TLARLY QEIROEIEH) (EEOEER) EEOEER)

(1EIBnEEEH 5278 EOBRNH LT D) CEIBDEEAH 5278 FORIFEAGL T B)

Please circle the answers that apply and fill in the blanks. JXOBEMIFEICHKLETIENDEOTHATET L ( )ICIFZORBEEVNTETL,

Questions EFERIE (1/2) Answer [E%1# | Dr. use EETEC A
Have you read and understood the explanation of the vaccine your child will receive today?*
(Side effects such as intussusception (intestinal blockage), etc.?) . ) Yes No
SHZIBTFHEECOVWTERAEZS A BRULELIZH. (BEREDRIRINE) *See p. 2 for explanation of vaccine
Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? Yes No
BEEZIDARLETRTIN (CEMICEREHZFZLTVETN,)
The following questions are about your child’s development. HR7ZDHFITANEBREICDOVTHENRLET,
Weight at birth ( )g HERE ( )9
Were there any abnormalities during delivery? DREFICEENBYELEZD. Yes | No
Were there any abnormalities after birth? HERICERENSGYFELEED, Yes | No
Were you told there were any abnormalities during infant checkups? FLIBESB CTRENHDIEENONLIENRBUETH, Yes | No

Do you have any concerns about your child's health today? If yes, please describe their symptoms:

( ) Yes No
SHARICEGDENECANGYFETH,. M[EVIDEE. EFNREREZ VN TIZEL,

Has your child been ill within the past month? If yes, which illness? ( ) Yes No
1D ALRICHESUSHDMN ELED, T[FVIDEE RRZEEVNTIESL,

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
W BRICRECECHEICKUA. BUA. KE. BTn<BMEREDETDADVNELED . [FVIDIZE MEEELTESL,

Has your child received any vaccinations within the past month? If yes, which vaccine? ( ) Yes No
INBLURICFIHEREEZ T ELRD. TEVIDIGEE. R FHEEEEV TSIV,

Has your child had intussusception before? Or, does your child have a congenital gastrointestinal disorder which is still being

treated? If yes, your child cannot receive the rotavirus vaccine. * Yes No

CNETIC BEBEICR T2 ENHBUET D FlFGARET TUTLWRVWERIEHILBESENHUET D,
xMEWVIDIBE. OV IMIVRTOF U DEREIEZIFSNEEA.
Has your child been diagnosed with immunodeficiency? Or, has your child had recurring bouts of infections, such as pneumonia
and inner ear infections, or diarrhea? Has it been difficult for them to gain weight? If yes, your child may not be able receive the
rotavirus vaccine. * Yes | No
CNETIC, BBRFEEDIINTVET D, F2lF MR PHERQREDBEEC TRERUIRLIZY  REDIBZNBHI o2 U
ZEBBYFETN XEVIDZE. OFTMIVATIOF U DEENRZIFT NV ENBYET,

Has your child been treated for congenital abnormalities, stomach disorders, or heart, renal, liver, blood, or neurological
diseases, etc., from birth until today? If yes, which disease? (

) Y, N

2O, CNETIC, EXIERS. BBREE. O, B, FFiE. 7. BSRORE. ZOROFRIHIY, EROBREZITVET | |
o MEVIDZE HBREZNTIZSL,

Did the doctor in charge of their treatment approve today’s vaccine? Yes No
ZORRJEZ TESOTVBERMIC. RHOFHHEEZEZIT LIV EEONELED,

Has your child ever experienced convulsions? If yes, at what age? ( ) Yes No
OEDF(FVNA) EREILEZENBYETN, MFVIDFE. AREISRILELED,

Did your child have a fever at the time? ZMDks, REAZLFELEZN, Yes No

Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? If yes, which foods or

medications? ( ) Yes | No
EORM T EEBICRBPLAFTLADNEREY  FOEEGNER T2 ENHBYFETHL [FLIDIZE . BEVERZEZ VTS,

Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) Yes No

NETIC, FHERZEZTTEGHEBLR2RIERBIERTH, [[EVIDHE. ZOTFIHEEDEREZE VTSI,

P.1



O 71V AR FRFEE TR (2/2) Vaccine Screening Questionnaire for Rotavirus

Answer Dr. use

Questions BNEIA (2/2) B8 EEEmEC AR

Did the mother receive immunosuppressants while pregnant?

If yes, what was the name of the immunosuppressant? ( ) Yes No
BERMHRPICREEIH T 2EDRSEZFELED TIFVIDHE, ZOFERDERIZEE VN TETL,

Does your child have any close relatives diagnosed with congenital immunodeficiency?

SEREIC RSB EBENTVS SN ET, Yes | Mo

Have any of their close relatives felt sick after receiving a vaccine? Yes No
TREIC, FHEREZ T TEANELR 2 ARVETH,

Has your child received a blood transfusion or gamma globulin* injection before? Yes No
CNETICHMGH D WNIAHY IO T O DEREZIFHELED

Do you have any questions about today’s vaccine? Yes No

SHOFHERICOVWTERNBYRTH.

*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 AV=IOTUDIE, MBREFID—ET, AR 474 & DRREMED T B CEEORMEDERENGE TERTINS &N BY  COFHE3~ 6 BLAICRITTS
[F RUABEDFREREOIRI+DICHBVNENRBUET,

Explanation of the vaccine (GiBAZ)

Public Foundation of Vaccination Research Center
(B FrrEEEUT—F 9 —)

Doctor use (EETECAMH)
L EDRBZRUZROER. SHOFHEREE (EHETES - REDERIEINELW ) SHBTLED,

EEZRADEDER ( )
REB LT, FHEBOMR, BIRIS FFICIBERBIE) MU TR ERRREREREICOVWT, SAZELERLE,
EEME R X F 5L Z D

Parent/guardian use ({RE&CAR)

| (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 (especially intussusception), as well as the vaccine injury
compensation program. (*Circle one)

EEIDEER - FiFAZE =T, FRHFEDMR AN, EELEIRIC (5 CREEIEEE) OFTREME . FHEERREEHRERE R SISOV TERLZ LT #
BIBZEC(ARLET ARULERA) (cLWINHNCOZELTIETL,)

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

COTFBRIE. FHEEODZEHEDERZENEVTVET, COZEZERO L AFELENLEHTIRESNSZECARLET,

Parent/guardian signature ({REEHE)

ERDIF % EEE EEHAARRTE - RS - EER - 1 (F2) £ AH
DOF U BrOER EEHRERRTED
Lot No O%UwoR | O97vy | EFHEEESE
: EEhE

1.5mL 2mL

CE)ERERAMIN TLVVR WANERESR & (F2)FRA HH F A =|

GE) TR DHDFEKRIE BEEEDHHEICLVERZRANESHET. AR RRZFEET > TV RVENDHARETY . SHRDERIL EFHEI—F
ZERRA LICEEEULTZE L,
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