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(Please fill out the bold frames in easy-to-read characters with an indelible ballpoint pen)
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Polio Vaccine Screening Questionnaire
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Target age: 3 months to less than 7 years and 6 months old

[ #4114 Body temperature before exam
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% FE [A] ¢ Number of vaccination
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Other vaccination received within the past month
4 Year H month H day

(FE%H Type of vaccine )
4 Year A month H day

(FEJH Type of vaccine
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If the child receives the second or later dose off
DPT-IPV Vaccine, all previous vaccination dates|
should be written.
1 [B] H 15t time “Fyear  Hmonth H day
(4 live » Ai%{tinactivated)
2 [A] H 2st time Fyear A month H day
(4 live + Ai%{tinactivated)
3 [A] H 3st time “Fyear  Hmonth H day
(4 live » A~i&{kinactivated)
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Questionnaire for Vaccination
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1 | Have you read and understood “Vaccination and Children’s Health” and other
information material about the vaccination you'll be receiving today?

=G ANAY-4
Yes No

BFEADORERIZOWTEREZTRLET

HIZEMRTE Birth Weight ( ) g

Please answer the following questions about the developmental history of the child.

IYIRRFIC R H 23% Y £ L7272 Did the child have an abnormal finding at delivery?

9 ( Yy | minoTe | ol
HAERIZH 238 VD £ L7=2> Did the child have an abnormal finding after birth? No Yes
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Was any abnormality identified at an infant health check? £ oW b B
( ) No Yes

L RICEEDENE ZARH Y £ Is the child sick today?
3 f\ﬁgﬁ’] TRIENR & U T < 72 & W If yes, describe the nature of the illness.
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2nd and 3 time: 215t day or later after previous dose (until 56t day as a standard interval)

4[EH  : HIEIS 6 0 H LR (EAE L L C12~1822H D)

L4t time: 6 months or more after previous dose (between 12 and 18 months as a standard interval)

No Yes
( )
et 122 H BINIZIREUZ 0> & L 72 7 Has the child been ill in the past month? N TR
4 44 Disease name ( ) No Yes
About when? H month Hday ~ H month H tHday
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5 Has any family member or friend of the child had measles, rubella, chickenpox or mumps |A\AY-4 =
in the past month? No Yes
9144 Disease name ( )
About when? H month H tHday
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If the child received the second or later dose of Polio Vaccine, or other vaccine in the past
month, is the vaccination interval appropriate? R NS
6 I

Yes No
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Has the child been treating of congenital anomalies, diseases of heart, renal, liver, [ALANE ESA
neurologic, immunodeficiency or other diseases from birth to now? No Yes

7 Is the child consulting any doctor?

%4 Disease name ( )

( Tixv ) @ Ad ) (Only for those who answered “Yes”) SN VNS
FOHREZTH b2 TWDERNCA AOTI#EEEZZ T TH RWEWhiLE Lk Yes No
Did the doctor in charge of the above disease agree with today’s vaccination?
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Has the child had a seizure (spasm or fit) in the past? No Yes

8 About what age? kyears 7> H tHmonths old

( EW ) o ADZ) (Only for those who answered “Yes”) A1AY-¢ X
Z O & ZEMNHE L7=)> Did the child have a fever at that time? No Yes
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Has the child ever had a rash or urticaria (hives or ‘nettle rash’) as a reaction to
medications or food or become ill after eating certain foods or receiving certain AYAY 4 W

9 medications? No Yes

3R 14 Medicine name ( )
A 44 Food name ( )
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Does the child have a family member or relative with congenital immunodeficiency? No Yes
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11 | Has the child ever felt sick after receiving a vaccination? [A1AY4 O

T BAEERE O FEFEType of vaccine ( ) No Yes
TE‘«UfSymptom( )
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12 | Hasany family member or relative of the child ever felt sick after receiving a vaccination? No Yes

T B4R O FEXHType of vaccine ( )

13 4 B OFREEREIC W CE A S Y %372 Do you have any questions about today’s vaccination? | UMWz G
( ) No Yes

ERPFEAM Doctor's comment RIR37. 5°CLL T | A& bEHEEH
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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.
ZOFTZEZ, PHEROZENOMRREHNE LTHET, ZOZLE2BEO E, RTZEATICREENS 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.
R H E4 Parent/Guardian’s Signature
(A%, A/ EE LS OEA TS, Kl self-signed, first and last name/If you're not guardian, your first and last
name,relationship)
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