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Vaccine Screening Questionnaire for DPT-IPV-Hib(5-in-1 vaccine) (Diphtheria/Pertussis/Tetanus/Inactivated Poliovirus/Hib)

*Stage1(1st /2nd /3rd) - Stage 1Booster & Circle today’s dose (SEIDFEICOZLTIREETW)
NEAEEIE-2EB8) [QF: =)

Parents/guardians should fill in the form, including the address, name, sex, and date of birth listed on Resident Records, and answer all questions.
EREHU VSR K& 45 £FBH. BRFEEEREZFOADNYUTRAL TS,

Immunization history Date of screening YYYY / MM / DD Body temp.
(BEREE) (F2EAR) 20 / / (EEADINE)
DPT-IPV-Hib(5-in-1) vaccination | None | 1stdose | YYYY/ MM / DD 2nd dose| YYYY/ MM / DD 3rd dose | YYYY/ MM / DD
history (SIERARKIER) (2L) (1EE) 20 /] (2E8) |20 /] BEEB) 20 /
Hib vaccination history None | 1stdose | YYYY/ MM/ DD 2nd dose| YYYY / MM / DD 3rd dose | YYYY/ MM / DD
(ETDOF IEERE) (72L) (1E8) |20 / / (2EE) |20 / / BEER) |20 / /
DPT-IPV vaccination history None | 1stdose | YYYY/ MM/ DD 2nd dose YYYY/ MM/ DD 3rddose | YYYY/ MM/ DD
(AIERAEER) (2L) (1E8) |20 / / 2E8) | H9 / / (BEIR) |20 / /
Address Tel/EFEHES( )
({EFR)
Name of child to be vaccinated (272 ADKS) Name of parent/guardian
= Date of birth YWYy / MM / bb (REEDEE)
(EEAR) /o
Sex(FERl) M/F Age (£Fii) ( )years( )months

Please circle the answers that apply and fill in the blanks. ROBMEEBEICHLTDIEDEOTHATIET W, ( )ICIFZORBEEV TR,

Questions EBRIEE Answer B8 | Dr. use EEEfEC A

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

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

The following questions are about your child’s development. &HR7=DHFIADEBREICDOVWTHRNALET,

Weight at birth ( )g AR ( )g

Were there any abnormalities during delivery? DEEFCEENGVUELED, Yes | No

Were there any abnormalities after birth? HERICEENGYELED, Yes | No

Were you told there were any abnormalities during infant checkups? ZLIREZ TEENGDEEONZIENBUETH. | Yes | No

Do you have any concerns about your child’s health today? If yes, please describe their symptoms:
( ) | Yes | No
SHARICESDBVEIARHYETH. [FLIDGE EANEREZZNTES

Has your child been ill within the past month? If yes, which illness? ( )

1D BURICERICARUELED, [N DBE. BEEBNTIEE Yes | No

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
1IN BURICREPECHEEICERUA . BULA. KE. BT <HMEREDERDADRVNELED. [FLIDGE FRREEZSVTIEEL,

Has your child received any vaccinations within the past month? If yes, which vaccine? ( )

BRI FHEEESFELED, (R I0BA. S FHEEEEL TR, Yes | No
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 SERERE. DE. BhE. FFE. b, RETSEZOMDBESICHNY | EMDBREZITTVETN.
MEVIDBE FEEENVTIES L,
Did the doctor in charge of their treatment approve today’s vaccine? Yes | No
ZORI[ESZ TESO> TV ERIC, AEDFHEEEZ(F TLVEEDNELED,
Has your child ever experienced convulsions? If yes, at what age? ( ) Yes | No
OIDF(IFVWNA)ERILEZEDRHVETN. [IFVIDGE, fREICEZILELED,
Did your child have a fever at the time? ZDB EE#ELELEN, Yes | No
Has your child ever had a skin rash or felt ill after eating certain foods or taking certain medications? Yes | No
EOEMT, EBICRBOPCAFTVANEREY  AOEENRER2IENRBUETH,
Does your child have any close relatives diagnosed with congenital immunodeficiency? Yes | No
EHEIC ARERBAREZIMINTVSAIFVETH,
Has your child ever felt ill after receiving a vaccine? If yes, which vaccine? ( ) Yes | No
CNETIC, FHEEZZIITEGHEILORIEREBUETH. [[FVIDGE. EDFHEEDBEZE TV
Have any of their close relatives felt sick after receiving a vaccine? Yes | No
EREIC. FHEBEZT TEANRROIZARVETH,
Has your child received a blood transfusion or gamma globulin* injection within the past six months? Yes | No
e BAICEIME D W\ EH 70T U DiFHREZIFE LR (%)
Do you have any questions about today’s vaccine? $EMDFRHEREICDVWTERNGYETH, 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.

¥ HUTTOTU UG, REHID—TET, ARFT 474 & DRMED TR B EREOBRMEDARENAE THIINBZENGY, COEHE 3~ 6N AUNICSH
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Vaccine Screening Questionnaire for DPT-IPV-Hib(5-in-1 vaccine) (Diphtheria/Pertussis/Tetanus/Inactivated Poliovirus/Hib)

Explanation of vaccine (G%BAE)

Public Foundation of Vaccination Research Center

(ABD) FrhEE I —FE9—)

Doctor use (EEEfiEE AHH)

L EDBEEZRUZEDER. SHOFHEEL (EETTS - REDEELEINARL) SHBTLET,
-EEERADERER ( )

FREEICHU T, FIHEEDIR. BIRS KU T SRR ERERIEIC DV T SHAZEUELE,

EAE S X ILEC B ]

Parent/guardian use ({RE & AR)

| (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)
EENDEER - SRBAE T, FRIERROURC BN, EXLEIRIDO AR, FIHEERFRERFEFRRE RSSOV TCERUZ LT #E@ TS CIC(A
EEEE ﬂ%\bitf/u) (cVFTNNCOZELTLIZELY,)

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

ZOFBRE. FHEEODEZEHEDERZANELVTVET, COZEEZERO L AFLENLETIRESNSZECARLET,

Parent/guardian signature ((REEHE)

ERDOFUE BEE ERRiBIRR T - EE IR - ERET R - 18 (F32) £ RH
DOFUE R T i EFRRBARR T
ErAIPSEE 0.5mL | EsEieaa g
Lot No. EEFL,
FAEERL
A - A - AR -
CE)BHRIEINTVRVWNERER | LR - ZOf( ) | BE(F2)FRA 0 F B =]

CE) F2DOHDFEXRIE, HFEEEDKRAICLVEBZREDE DI5ET. BE. REREZEEIT> TLWVRVLWEDDHAERE T SR DRI, EEEEI—~
A LICEHL T
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