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Vaccine Screening Questionnaire MIYAJI Children's clinic

TENOR G
(& )] Body temperature before interview . C
fERT
Address
ZITEADKL F A BEZEh
Child”s Name 5(male) £FAH Born on / / (d/m/y)
REEDKL 4 (female) Birth date b = »A
Parent/Guardian’s Name Age . vears months
S EIP=S/5i ERTED AR
Questionnaire for Vaccination Answer Doctor’s comment
S B2 FHERICOVTHBAXEEFRHAELEZ, (YA (AYAY-
Have you read the document explaining the vaccination that will be administered today? Yes No
(BFIFIZDOWNT)] HEEOBFIADEBTEZOVNTEBRALET HAERE( )g
[Question to the child] Please answer the following questions about the child. Birth Weight ( )g|
DIERFICEBIEHYELZ, YA YAV
Did the child have any abnormal findings at delivery? Yes No
HAERICEBIEHYELE, (38 (AR
Did the child have any abnormal findings after birth? Yes No
IS REL TERBEEHRINILEHYETH (E3A ARV
Was any abnormality identified at an infant health check? Yes No
SHRRIZEENBENEIAEHYETH ERMDIEREZNTIZE ( ) (&0 AAY-3
Are you sick today? If so, describe the nature of the illness. ( ) Yes No
A 1M ALAICERICONYELZH fm4( ) 10 (AAY-S
Have you been ill in the past month? Disease name ( ) Yes No
1D ALRIZRECRAICERS., BB, KE. BN EREDFRIDAMNNELZM [EYA (AAY-S
Has your family member or your friend had measles, rubella, chickenpox or mumps in the past month? Yes No
1™ ABLIRICFIEREE 2T ELE, FrrERoEEA( ) [F ARV
Have you been vaccinated in the past month? Vaccine name ( ) Yes No
EENTHSSEFTARMRF, O B, R, Baf 2ETLETOHROFRIOY, B S s
DEREZITTVESH fm( )
Do you.have a oongen.ital anomaly, heart, kidney, liver, centrallnerve disease, immune deficiency, or any Ves No
other diseases for which you_have_consulted_a dogtor? Disease_name (
ZTORK[EL TELO>TCV\IERMICS BOFHEREZITTELWNEEbELEZL (3 ARV
Where relevant, did the doctor who manages the above disease agree with today’s vaccination? Yes No
VEDF (TN A) ERILIZCEEHYET H ( VR (3 ARV
Have you had a seizure (spasm or fit) in the past? If so, at what age did it occur? ( ) Yes No
ZOREIERMNTEL D, (38 (AR
If you answered “yes” to the preceding question, did you have a fever at that time? Yes No
HOBRTRBIZEBOCCAZTLANKEY, OB ENERo=2ENBYFETHM &Ly (AAY-4
Have you ever had a rash or urticaria (hiveslolr ‘nettlelrash')l asa reaction to medications or food or Ves No
become ill after eating certain foods or receiving certain medications?
HEHREBICERERBERSELZHIN TV AIFVET H (S8 ARV
Do you have a family member or relative with a congenital immunodeficiency? Yes No
CNETFHEREZTTCREAGOEGSEAFWET AN FIHERORE( ) [y (AYAY-4
Have you had a serious reaction to a vaccine in the past? Vaccine name( ) Yes No
AHECFHEREZT TCREEOER>EAFVNEST A IR LNV
Has any family member or relative of the child had a serious reaction to a vaccine in the past? Yes No
6 A LRICEmMBDNEH Y TOT I DX EZITEL A (S8 (ATAY4
Have you received a transfusion of blood or blood products or been given a medicine called gamma Yes No
globulin in the past 6 months?
(ZMDA] BEFRL TS, HLAXEIRL TW D RTREM I HYE T H (S8 ARV
[Question to female] Are you pregnant now? or May you be pregnant? Yes No
SEOFHERCOVWTEEABHYET H (<A ARV
Do you have any questions about today’s vaccination? Yes No
EFRmEC A Doctor’s comment
HEE(HREOBFESE)OMBPRUBROGER. AEOFHEREL(  EETES : REeEbEEANRLY ) LHmLET.

Ba§ed on the above answers and the_resu\ts of \'nter\_/iew, | have decided that the person ( can / should not ) receive a vaccination today.
REFITHLT, FHHEREOMR. BIRIGIZDOWNTHBALELE,

| have explained to the parent/guardian the information concerning the benefits and side effects of vaccination.
ERmE4  Signature of Doctor

EMODR HAEZT. FHEEOHREC N, EELRERISOAREEALISOVTERLE togET st RELET - BELEEA )
COFLEE FHEROZEMEOEREBEMNELTVET,

This screening questionnaire is used to improve the safety of vaccination. You or the child have been interviewed by the doctor, and information
concerning the benefits, objectives, and risks (including serious side effects) of vaccination has been explained to me by the doctor. | believe that |
understand this information.

I( do / donot ) give consent for the child to be vaccinated.

BE(REHE)EE Signature of Patient(Parent / Guardian)

HA7YF > Vaccine Name EEe Dosage EMIBFT - EAM4 - &4 A H (hnstitution / Doctor Name / Date Administered)
(B T 3E5f:Subcutaneous injection) B o R
95F 24 - Lot No EHEISAT Institution HRL/NRET) =Y
EEffi4 Doctor Name

Vaccine Name/Lot Number ml &4 A B Date Administered Ny &F A =]




