’J W%FHHHU’&WETUO?’-D%I‘H%E??*)% (1/2) vaccine Screening Questionnaire for Pediatric Pneumococcus

The City of Hiroshima

‘ ( 1st / 2nd / 3rd / 4th ) ¢ Circle today’s dose (SEIDEEICOZE LT EETLY) ‘

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. N
(ETERF) (FERH) 0 / (BEFOHE) C
From 2-7 months after birth 1st dose YYYY / MM / DD 2nd dose YYYY / MM / DD 3rd dose YYYY / MM / DD
(2 A~ %70\ A) =8 20 / |/ 288 | 20 /  / 3EIE 20 / |/
From 7-12 months after birth 1stdose YYYY / MM / DD 2nd dose YYYY / MM / DD
(E7h B ~%£#%120°H) E=! 20 / / 2[EH 20 / /
12 months YYYY / MM / DD
(15%) 20 /]
Address Tel/EEEES ( )
({EFR)
Name of child to be vaccinated (272 ADKR) Name of parent/guardian

Date of birth YYYY / MM / DD (REZEDRR)

(EERH) /o

sex (g w/r | TR ( )years( ) months
Please circle the answers that apply and fill in the blanks. ROBMEEEICZETDIENDEOTHATLESL ( )ICIFZEORTEZTESL,
Questions BEIE Answer B4 | Dr. use EEFSEAMR

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

SBT3 FEEICDOVWTEBEZEE5A BREULELED, *See p. 2 for explanation of vaccine (FRBAZE) Yes | No
Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? Yes | No
BBEZTBANIEETRTIN (GERICEREHFZELTVETN,)
The following questions are about your child’s development. HR7zOHFTADEBEICDVWTHBINUET,
Weight at birth ( )g HERE ( )g
Were there any abnormalities during delivery? DREFICEERBYELED, Yes | No
Were there any abnormalities after birth? HERICEENRGYELEZD, Yes | No

Were you told there were any abnormalities during infant checkups? ZLIBESZ2 TREENHD EEODNZENBYEITN. | Yes | No

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

( ) | Yes | No
SHARIZEGDBV\EIANRHYETH. MELIDEGE. EARREREZN TSI,
Has your child been ill within the past month? If yes, which illness? ( ) Yes | No
INBLUAICHERUCHDVELED. TFVIDGBE BEEENTIESL,
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
1HBUAICKIR R HEMPEICER LA BUA. KE. BT <M EREDRRDDADNVNELEN [IFWIDEE . REEEVTZTW,
Has your child received any vaccinations within the past month? If yes, which vaccine? ( ) Yes | No

1D BURICFHEEZERITRLED [FVIDGE RITZFHERZEEN 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
EENTHSSETIC ERUERT. DE. B, FHE. iR, RETREZOMOBERUCHI | EEFDBREZITTVETH,
NFVIDBE FEEZVNTIET L,

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

ZORAELTES>TVBERIC ARDOFHEBES T TINEEDNELED, Yes | No
Has your child ever experienced convulsions? If yes, at what age? ( ) Yes | No
VEDF(FTVNA) ERILEZERBUETH, NFVIDHBE. AmEICRILELED,
Did your child have a fever at the time? Z0BF HEHELELED, Yes | No
Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? Yes | No
EORE T RBICRBOPLAZTVANEREY AOEEHEBIENBUETH,
Does your child have any close relatives diagnosed with congenital immunodeficiency? Yes | No
EREIC, TRERBEFAREBMINTVDAIRVETD,
Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) Yes | No
INETIC, FHEEZZITESNEBIROIZIEEFBYERTN. MFVIDIFE. EDFHEEDEREZVTIZTV,
Have any of their close relatives felt sick after receiving a vaccine? Yes | No
WHREIC, FIHEREZIT TEANEL O ARRVETH,
Has your child received a blood transfusion or gamma globulin* injection within the past six months? Yes | No

6NN ALARICEMNS D W\ EHY I OT) D DiERERIFELEN(X)
Do you have any questions about today’s vaccine? SHMDFHEREICDVTERNGYETH, 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 Av=7OT)E MEREFID—ET. ARBTR QG E QRBSMED T BRI CEEOBMEDBRENRE TERINS A HY, COFHNZE3~6hAUARICEITA
[F BRLAB E DTFRHEREDIRI+TAICHBVNENBUERT, P.1




INBRRERRERKE DO F O FHHEREFTEE (2/2) Vaccine Screening Questionnaire for Pediatric Pneumococcus

Explanation of the vaccine (GiBAZ)

Public Foundation of Vaccination Research Center
(AED) FEEERUY—FED5—)

Doctor use (ERTEEA)

LD RUBROER. SHOFHEEL (RT3 - REDERIFINLN ) SHBLET,
-EEERADERER ( )

REEICHU T, FIHEEDIR. BIRSKRU T EERERERERIEIC DV T SHAZEUELE,

EEEDE A X EC A IHRED

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)
EERDESER - RAAEZ(T . FRAEEDRCEN. ERLBIRIGO RN, T EERREEREHRE R EICDVWTEBRL LT #EEIT B2 EIC(A
BUFT-HRULFEA) («LWINHMZOZELTLETLY,)

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

ZOFBRIR. FHEEODZEHEDERZENELVTVET, COZEEERO L ATFLRENLEHTIRESINSZECARLET,

Parent/guardian signature ((REEBHE)

FERIIFIZ EE=s R RARRTEM - EE R - R - 1R1E(F32) £ HE
JDOF BT#RE EERERERERT T
Lot N 0.5mL | Epstepsg
EAERRAL
Gl - = - G- -
CE)BEMHIRNINTVWRWHERESE | AR - TOfh( ) | BE(F2)FEAR BeLi! F B H

(E) FROHDFKIL FEBEDFREICLVEEZRADESHAT. AR RRZEET O TWVRVEDDHFATEETY . SHK DR, EFEEI—F
ZRRALICEEHUTZT L,

P.2



