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The City of Hiroshima

Vaccine type: Cervarix / Gardasil / Silgard 9 (1st, 2nd, 3rd) & Please circle the name of the vaccine and dosage

SERERE DOF ARG —NIYIRA=I VI VIVA—-F9) (1EEB-2E8-3HE) <I7IF/E EHICOZL TSI

Parents/guardians (or the child to be vaccinated if aged 16 or older) should fill in the form, including the address, name, sex, and date of birth listed on Resident
Records, and answer all questions.

EREHERL TV SE. K& M EFRA. BERERFEREEDH (REEZZI AN 16RULDBARFAN DU I EALTEST L,

1st dose YYYY / MM / DD Date of screening YYYY / MM / DD
=S (F2E#RR)
Immunization history 20 / / ” 20 / /
(€::3:17)) 2nd dose YYYY / MM / DD Body temp. o
2E8 0/ / BEIOMR) C
Address Tel/BFEES( )
(fEFR)
Name of child to be vaccinated (Z(+2 ADK&) Date of birth YYYY / MM / DD Name of parent/guardian*
(€3=32]=)) (REEDKR)
Age (FEi) / /
Sex (M£50) M/F ( ) years ( ) months
_____ O | *If the child is 16 or older, this space can be left blank.
Please circle the answers that apply and fill in the blanks. 1 = s pam St Tasb D
ROBIBECHALTZEDEOTHATLES U, ( )ICEZONEEBN TS, | K BREIDSHNECGRALOBAE BHOLEEYEEA,
Questions EEfEZE1E Answer B1Z4@ | Dr. use EEFECAH
Have you read and understood the explanation of the vaccine your child will receive today?* v N
SHEIF5FIEEIC DOV TEREEHH . BRELELEED, *See p. 2 for explanation of vaccine (FiEAE) e °
Is the child to be vaccinated a Hiroshima City resident (do they have a Resident Record in Hiroshima City)? Yes No
BEEZIDARLETRTIN. (GEHICEREFELTLETH,)
Do you have any concerns about your child's health today? If yes, please describe their symptoms:
( ) Yes No
SHOEKICESDODENEIARGEUETD, FVIDEGES. EFRNREREENTEE L,
Has your child been ill within the past month? If yes, which illness? ( ) Yes No
INBURICHESICHDVELED, TEVWIDZE REEENTET L,
Has your child received any vaccinations within the past month? If yes, which vaccine? ( ) Yes No
N BURICFREBEZITELEZD,. RV IDBE. ZFLFHEEEZEVTIRTL.
Has your child been treated for congenital abnormalities, or heart, renal, liver, neurological, or immunodeficiency diseases from birth until
today? If yes, which disease? ( ) Yes No
EFNTHSSETIC ERERE. O, BliE. TR, bt RETLEZDOBRICHHIY . ERDBREZITTVETH,
MEVIDBE SRR EZ VTSI,
Did the doctor in charge of their treatment approve today’s vaccine? Yes No
ZORI[EZ TESO>TVBERIC AHDFIHEREZ T TV EEODNELEED,
Has your child ever experienced convulsions? If yes, at what age? ( Yes No

)
OIDF(FVWNA) ERIULEZERBUETH, NELIDBE. [AmREICREILELED,
Did your child have a fever at the time? Z DB, FEEELELIZD, Yes No

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

EORDT. HBICHBPCAZUANEEY FORANE ARSI ERBYET Y, Yes | No

Does your child have any close relatives diagnosed with congenital immunodeficiency? v N
IRE(C, EREREREEBIINTVBHRNETH. o °

Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) Yes No
CNFETIC, FHEEZZIITESNEBIR DI EEBYETN. MEVIDGE. EDFHEEDEREEZE VN TZT,

Have any of their close relatives felt sick after receiving a vaccine? Yes No
EREIC. FHEREZ T TEANER I ARVETH,.

Has your child received a blood transfusion or gamma globulin* injection within the past six months? Yes No
eMALIAICEIM S D W\ EAH Y~ OTU D DFHEZIFELREH(X)

Is there a possibility your child may be pregnant? (Late period, etc.) Note: pregnant women receiving the vaccine need special consideration. Yes No
IRE EHIRU TV S AR (BN FEL VBN TLRRE) FHYETN. CEOHIRL TV AANDEEICITFENVETT,

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

SHOFREREICDOVWTERNSBUETH,

*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. 31> <2 071) (&, MREFID—RE T, ARIFR 7R E DREIED FFH
B CEEDRPEDARENGE TERINDZENRHY  COFHZE3~6D BURICR TR AIF MULABREDFHEBDOIRI+2ICHEBVN ENBUET,

Check (V) the boxes that apply. Parent/guardian consent box must be signed regardless of whether they accompany the child.
(BT BRBOOIC EL TR T\ REE B BMIE. BEOEECHDNS TERDUETT.)
[ The child is 16 or older or will be accompanied by a parent/guardian.
Do you agree to your child being vaccinated, having undergone an exam by the doctor, as well as having heard the explanation and understood the effects and aims of the vaccine,
the possibility of severe side effects, as well as the vaccine injury compensation program? ( Agree / Disagree ) << Circle one
(REENRMSNDBARUREBEN 16U EDBA, (L LIABICOEL TLEE L)
ERMD2ER - SHBAE T, FRAEEDR Y BN, ERLGEIRICOETREN., FHEERRRERAFIELSECOVWTERL L THREZZTIZCEICARLETH (ARULET -RARELEEA))
[ A parent/guardian is not accompanying the child today >> Must circle the vaccine type and sign the consent form on page 2.
Do you agree to the vaccination of your child with consideration to their medical history, overall health, and health on the day of vaccination? ( Agree / Disagree ) << Circle one
(REENEHELRVEESP20D T 0F V&R, BRZE(CEERANNE,
HRIEDEFTADKRRE-ERIRR - EELHOFRAEEER U L TEEEZ TS CEICARLETH. (ARLET-RARLERA) «LWITNMZOZELTIES L,

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

Parent/guardian signature (or signature of child to be vaccinated if 16 or older)
(COFERIE. FHERENORZEMDERZBNELTVEY COCEZERO L AFESENLETICREINSCEICRRLET . REE (BRER AN U LDBEEEANBEE)  p 1
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If the child to be vaccinated is 13 or older but less than 16 years old and do not have a parent/guardian accompanying them
(BTN 13 E16main C. EE S BICREENRFLRVIES)

Be sure to carefully read everything printed here, and if you are unsure about anything, ask the doctor administering the vaccine. Having done so, then decide whether your child
should be vaccinated, and which vaccine you’d like them to receive.
If you would like your child to be vaccinated, having fully understood the effects and side effects of the vaccine, fill out the following.

NETORLWBERE & <Hidr THLRNHNISE, FHEEERICHEHK U LT FRICRBIE DD, 2. EOTIF U ERET MR TIET WL REBIRBISOV
THHERUZ LT BEERETZHAE. TRlCEANBETT,

Vaccine type (Please circle one) (T72F &R (L\WINMNZOZLTLIESLY)

Today’s dose (if the child receives their first dose of Silgard 9 by the time they are 15, then they will be completely vaccinated by the second dose)
SEINERBEIE(VIVH—RE, 15RICRDETORIC1E B DEEE ZIINIL 2B TOEET T ERYET,)

1st dose 2nd dose 3rd dose
m=E) EB8) (3E8)

Vaccine type (EEEZ(FDT U F V)

Cervarix (Bivalent vaccine) Gardasil (Quadrivalent vaccine) Silgard 9 (Nine-valent vaccine)
(=IO QAT IF2)) (H—=F VI (T OF2)) (IVH—Ro(offiTOF )

Consent form for cervical cancer vaccine (FESENAFIHDOF VERBREE)
(Parent/guardian signature, address, and emergency contact information box) ({RZE B EH- (XA BRUERScC AR)

| agree to having my child vaccinated for cervical cancer, having read the explanation and understood the effects and aims of the vaccine, the possibility of severe side effects, as
well as the vaccine injury compensation program. | also agree to providing this paperwork to the City of Hiroshima, having understood that this explanation packet was created
to help parents/guardians better understand the vaccination.

FEENATIIOF O OEEEZITBICHE O TOHRABZEHH . FHIEEDWRCEN. EELRIRICOREDAREER U FHEELEHERSICDOWTERLLE

T FHRICEESESCEICARLETD,

BH REPEE REFICTFHERICH T SEREED DENDHICIERI NI EEBR U LT AKRANEEMRICRESNDCEICARLET,

Parent/guardian signature*
(IREFBEX)

Address
({EFR)

Emergency contact information

(RBDEBEE)

*Parent/guardian signature needed on page 1 as well. Date (FHH) YYYY / MM / DD
If there is no signature, your child will not receive the vaccine. / /

(PADREEBEBRICEELANBETT . TADRINIFFEEFR T S NEEA.)

Explanation of vaccine (F%BFZ)

Public Foundation of Vaccination Research Center

(RB) TR —FEo9—-)

Doctor use (EEEMEZAME)
B EDBEEZRUZEDOER. SHOFHEEL (EETTS - REDEEEINARLY) SHETLET,

EHEERADESER ( )

BEERIS (REE - AANEEERITENHRULOGAXSFEZRITSENI3mU L1 6B AR TREENBEUVZRASEEREZLT
WBIHH) ICHU T, FRAEEDRR, BIRICKR U TR ERRRSHEFIREICDOWT, BAZLERL.

FEETE £ X5 1PED
ERIOF U HIEE ATt ER S ERTR - E(F) £RH
TF % HREE E BT
Lot No AR
' 0.5mL EEn
CH BRI TN TV R DERR FRE®FAE o % R A

CE) FRE2DHDFKIE MEBEDMRICLVEEEZRANDESHE T PRE. ERICBITU TV RVEDDHATRET T . 5HRDIRIE. ERHERI1—F
ZRMALICEHLTIES VL,

P.2



