BRIFRIVF U FRAEETEZE (1/2)

Vaccine Screening Questionnaire for Hepatitis B

IN=T ]
The City of Hiroshima

‘ (1st/2nd / 3rd ) & Circle today’s dose here (SEIDIFEICOELTLEELY)

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 SF. K&, 55 £FBA. BRSEEEFEREZFOANBTRALTESL,

SHOFRHEREIC DOV TERNSBYETH,

Immunization history Date of screening YYYY / MM / DD Body temp. °C

(EEE) (F2¥ERR) 20 |/ / (BERDEE)

Address Tel/BEEEHS( )

(fErm)

Name of child to be vaccinated (3272 ADKR) Name of parent/guardian

= Date of birth Yvwy / MM / bb (REZDKR)
EEAR) /7
Sex (MRl M/F Age () ( )years( )months
Please circle the answers that apply and fill in the blanks. ROBMEBHEICEZETDIENDEOTHATESV ( )ICIFZEORBTEZNTEEL,
Questions ERIZEIE Answer B1Z## | Dr. use EETEC A

Have you read and understood the explanation of the vaccine your child will receive today?* Yes | No
SBZITEFHERICOVTHRBEZH5H BRULELED, *See p. 2 for explanation of vaccine (iFEZ)

Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? Yes | No
EEZERITBANRLCETRTIN (GEHICEREFELTLETN.)

The following questions are about your child’s development. HRE=OHFIADHEBEICDVTHINALET,

Weight at birth ( )g MRS )g

Were there any abnormalities during delivery? PREFICEERBYELIED, Yes | No
Were there any abnormalities after birth? HERICEERBYELEN, Yes | No
Were you told there were any abnormalities during infant checkups? FLIEEZTEENHDEEDNZIEABUET Yes | No
e

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

( ) | Yes | No
SHARICEADBVNEIARHUETH, MFVIDEHAE ERNREREZEV TET L,

Has your child been ill within the past month? If yes, which illness? ( ) Yes | No
DM BBRICESICHDUELED, [RVIDBE FEEENTETL,

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
1HBULAICRERPECPEICFHRLA. BLA. KE. A<M EREDRTDANNELEN TFVIDHBE RBEEVNTIET,

Has your child received any vaccinations within the past month? If yes, which vaccine? ( ) Yes | No
INALARICFRAEREZITERLED. TRV IDBE, ZH=FHEEZEVN 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
EFNTHSESEHTIC SERERF. DE. Bl A, R RETSETOMDBERICHNY  ERMDBREZITTVLEIN,
NIV IDBE J/EBEENTET L,

Did the doctor in charge of their treatment approve today’s vaccine? Yes | No
ZORIEZ TESO>TVBERMIC, AHDFIEEEZIT TIVWEEDNELED,

Has your child ever experienced convulsions? If yes, at what age? ( ) Yes | No
OEDF(FVNA)EREILEZENBUETN, MFVIDHFE. fREISRILELED,

Did your child have a fever at the time? Z0D&, EEELFELIZH. Yes | No
Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? Yes | No
FEORRAT, REICRBPUAZTVADRERY  AOEENEL R IENRHBUETH,

Does your child have any close relatives diagnosed with congenital immunodeficiency? Yes | No
IEREIC ARMERBTEEBMEINTVDAHIFVET D,

Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) | ves | No
CNFETIC, FPHEEEZ ST TEEGRELORIEREBYETH. MELIDEGEE. ZDFHEEDEEEZE VN TET,

Have any of their close relatives felt sick after receiving a vaccine? Yes | No
EHREIC, PR EZT TREANES I ARRVETH,

Has your child received a blood transfusion or gamma globulin* injection within the past six months? Yes | No
6N ALIAICHIMS DV EH YT OTU D DEHEZIFELRH (%)

Did you receive a Hepatitis B vaccine after giving birth to prevent transmission from mother to child? Yes | No
BFREEETFHELT HERICBRFR DIV F UDEEZZTRIENBUETH,

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 AU=oO7UVIR, MREFID—TET, ARFFRG EDBEED T BRI CEFEDBRREDARENCETERINDZZENHY, COFHE3~6NALRNICETEA

(& BRUAGE DFRFEEDMRI+AICHR VN ERBYU T,
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BREURFFR T OF O FIHEEFELE (2/2) Vaccine Screening Questionnaire for Hepatitis B

Explanation of the vaccine (GiBFZ)

Public Foundation of Vaccination Research Center
(B FrrEEEUT—F V9 —)

Doctor use (EEfiEEAHH)

LU EDOMBZRUBROBER. SHOTHEER (EETSS - RADERIFINEL) HIBTLET,
-EEERADOERER ( )

REBICHU T, FRAEEDMR. BIRISKRU TSR SR RIEIC DLW T BBELELE,

EEME S X I ECE D

Parent/guardian use ({R:&&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)
EEIDESER - SBAE 2T FRAREDZIR P BN, ERGEIRISOATREN. FHiERERERERE SISOV TERLL LT HET S CIC(F
BUET-ARLERA) (cLWINMZOZLTEEL,)

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

COTFBRIE FHEEDZEHDERZBENEVTVET, COEZEBRO L AFELENLETIREINS ZEICARLET,

Parent/guardian signature ({Z#&EE)

ERDOF A EkE=s R RIRR T - EERRISRIE - EET R - 18 (FE2) £ AR
DOFIH BT EE IRt
Lot N 0.25mL | Egrgs
ot No. L,
BRI
el - £ - AR -
GCE)BIEIRNMIN TWR WA ERESR | Z£8 - FOM( ) | BE(FE2)ERH 0 F A H

GE) FRDOHDFKIE WEBEDFRICLVEEZEREDOESHE T RE RRZFEZT > TLVRVEDDHFTEETY . SHK DRI, EFEEI—F
ZRMALICEEEHU TS,
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