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(Please fill out the bold frames in easy-to-read characters with an indelible ballpoint pen)

“HEERCITIVTZRUHEER) FHIEEFER
KHAFHD © 11 3~ 13 pA
DT (Diphtheria-Tetanus combined) Vaccine
Screening Questionnaire
Target age: 11 years to less than 13 years old
Z 22K Body temperature before exam
°C
EEPIT] 12> H PIPIT S T Tl oD T B 44
Kasugai-shi Other vaccination received within the past month
fE I3} F: Year A month H day
Address (FfJH Type of vaccine )
4 Year A month H day
TEL — — (FfJH Type of vaccine )
/A A A
In Hiragana iz AE [Bomon A year H month H day
ZT D NDEKA M- F | Dateof | (iiAge  i%years  2>H monthsold)
Child’s name Birth
g o 5 # * BV 7 L— SR B H A, RN
Guardian’s N T, X L7 2 EARFTE L TS 7E a0,
uardian’s Name
21 i L H (E1RE S = RTFEAMH
Questionnaire for Vaccination Answer Doctor’s
comment
AR OPIBRICOT [ TR E & b OWRRE 72 A/ CEME L £ L7270 . s
1 | Have you read and understood “Vaccination and Children’s health” and other information Co ~
material about the vaccination you'll be receiving today? ves No
BFSAOREBRICOWTEZTRALET
Please answer the following questions about the developmental history of the child.
H A Birth Weight ( ) g
MR B A3 0 F L 727> Did the child have any abnormal findings at delivery? ot | dole
9 ( ) No Yes
HAERZIC 73% v & L 727> Did the child have any abnormal findings after birth? ol | ol
( ) No Yes
HMBEZTRER S D E Wb Z ERH 0 50 A »H b
Was any abnormality identified at an infant health check? No Yes
( )
3 AETIC, “HTI=MEREE TR T2 LhH 0 3 [ AN R AAY-3
Has the child ever received DT (Diphtheria-Tetanus) or DPT (Diphtheria-Pertussis-Tetanus) vaccination? Yes No
. KICEGOENE Z AN H D £ 3 s the child sick today? i
4 f\WE’J TRSER 2 T < 72 & W If yes, describe the nature of the illness PNz
( ) No Yes
e 122 H BINIZIREUZ 0> & L 72 7 Has the child been ill in the past month? N
. . AAY & X w
5 4 Disease name ( )
About when? A month Hday ~ Hmonth HtHday No Yes
1A AP EIGEREOM IR LA, LA, KE, BeSnEREIThroT
ANFWE Lz
6 Has any family member or friend of the child had measles, rubella, chickenpox or mumps in |AVAY-4 X W
the past month? No Yes
144 Disease name ( )
About when? Hmonth H tHday
7 | IPRUNIAO TE BB E R I a, BERRITEY) T30 (ESAN AN AY -3
If the child received other vaccine in the past month, is the vaccination interval appropriate? Yes No
EFENTHOAE T RMERT . O, Bl ITIE. e, SEREEEZ OO
US| ERIOBEREZZ T TOETH
Has the child ever been treating of congenital anomalies, diseases of heart, renal, liver, |AVAY-4 X w
neurologic, immunodeficiency or other serious diseases from birth to now? Is the child No Yes
8 | consulting any doctor?
J7i 4 Disease name ( )
( v oA 0)7%) Only for those who answered “Yes” . e
ZOWROERECIE, 4 HOPHEREZTT LRV EVDIE Lk o e
Did the doctor in charge of the above disease agree with today’s vaccination? Yes No
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DEDTF TN EZBZLIEZENHY £ N
Has the child had a seizure (spasm or fit) in the past? No Yes
9 About what age? ( kyears 7 HEmonths old )
( TiIxvy 1 @ A@ ) (Only for those who answered “Yes”) ST S IS SRN
Z DL ZED M E L7-7°Did the child have a fever at that time? No Yes
R TR HBY LA E LAY . RORENEL 2o722 L4 ) E9 7
Has the child ever had a rash or urticaria (hives or ‘nettle rash’) as a reaction to

10 medications or food or become ill after eating certain foods or receiving certain |AVAY-4 X W

medications? No Yes
3K i1 44 Medicine name (
/it 44 Food name ( )

1 BB RMERE R R L2 SN TV D NV Ed LA = S
Does the child have a family member or relative with congenital immunodeficiency? No Yes
INETRETPHH#EEEZZIT CRAENELS ol 2 eV 90

12 Has the child ever felt sick after receiving a vaccination? | AVAY-4 F

TR O FESH Type of vaccine ( ) No Yes
JEHRSymptom ( )
I TR#EEZ 2T TRENELS ot NiFWE T 7 s .

13 | Has any family member or relative of the child ever felt sick after receiving a vaccination? et & U

FEAEFEOFELH Type of vaccine  ( ) No ves

1 A H OTBHEREIZ W TERA S Y F47%°Do you have any questions about today’s vaccination? | Mz | 1F W
( ) No Yes

ERHFC A Doctor's comment P37 SCLLE | RaDEEM

U EORIZROBEOHEE, A4 B OTHHEMIL(ERTE S « RADERLFN L) Ll L | CHFR LBl

£9, REHICH LT, %Bﬁ%’i@éj}% B SIS B O B B Rl G e e o RO o B S DU TR

BaLE L,

EEREEA (15, IE4) SUTERASHED (= L)+ ARAED)

EATDZE - AT, PRHERORL AR, EERAISUSO ATREME, T B SRR HEg & BOF il L /e ST >V TR L7
ke, gEzIsz sl (ABLET - AELERA )
Having received the doctor’s examination and explanation and having understood the aims and effects of this
immunization, the risk of severe side effects and the vaccine injury compensation program, I (do * do not) give
consent for the child to be vaccinated.
ZOFTRET, PHEROLZEMOMREHNE LTHNET, ZOZ LZ2EO E, RTZEN/TICREE IS ZEICFELET,
This questionnaire has the purpose to ensure the vaccination’s safety. I understand it and agree with the submission of this
questionnaire to the city.
{R7% 3 B 4 Parent/Guardian’s Signature
(HZ, W4/ RHEELSNOEAINEA . #ili self-signed, first and last name/If you're not guardian, your first and last name,relationship)

EHD 74 W M & TR T - BEFREANA - BEREAEA B Z 4 A H
P2 = - Fo—
Chovvowminy | Gormm | SR sm w0 n
Lot No. Tt 0.1ml BEfd R Rl 44
() BZNHABR T TV R W BEESR ) HREFEAR Sf F A H * RADEDOLEEDIREA
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