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(Please fill out the bold frames in easy-to-read characters with an indelible ballpoint pen)
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DPT (Diphtheria * Pertussis * Tetanus)
XA © 3 7 H ~T ik 6 22 Kl

Target age: 3 months to less than 7 years and 6 months old

)

2 23H1{KIEBody temperature before exam
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$% #& [A] 2 Number of vaccination
( )l B time
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Other vaccination received within the past month

4F year H month H day
0 dtiti (f#JH Type of vaccine )
Kasugai-shi 4 year H month H day
(f&%H Type of vaccine )
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fE A
Address If the child receives the second or later dose of DPT]
Vaccine, all previous vaccination dates should be
written.
1[EIH 1st time #Fyear A month Hday
TEL 2[alH 2ndtime #Fyear Hmonth H day
3[alH 3ndtime #Fyear Hmonth H day
H bR AR
gzggi;i%a)n%% B4 Dﬂ H Bomo? Eybear A month H day}
M- F| Dateof (#iAge  FEyears  7>Hmonthsold)
Child’s Name Birth
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Guardian’s Name HIWr, SR L7z Z EEFERH LT EE0,
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Questionnaire for Vaccination Answer Doctor’s
comment
S HOFPHEERICOWT [T+ &b O] 8% F5A THAFEL £ L) X
Have you read and understood “Vaccination and Children’s Health “and other information e iz
material about the vaccination you'll be receiving today? Yes No
BTESAMOREBRECONTRETRLEY
Please answer the following questions about the developmental history of the child.
HiA /A H Birth Weight ( ) g
YIRS #2358 Y £ L 722> Did the child have any abnormal findings at delivery?
( ) otz | ot
HZAE%IZ B 238 U &£ L72)> Did the child have any abnormal findings after birth? No Yes
( ) ot | ot
BB TERENRHD L b= ENH D 40 No Yes
Was any abnormality identified at an infant health check? oWw [ B B
( ) No Yes
LB, RICEEOEWNE Z AN H Y F 3 7s the child sick today? vz L e
BRI ZRE IR % U T < 72 & W If yes, describe the nature of the illness
( ) No Yes
BT 1 22 A BINIZTIREIZ 235V F L 725 Has the child been ill in the past month? R
74 Disease name ( ) iz HE D
About when? Hmonth Hday ~ A month HtHday No MES
122 HURNIZFEREOMHFIZHR LA, BLA, KE, BlSIhEREIZhroTe
ANFWE Lz
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
9144 Disease name ( )
About when? Hmonth H tHday
=ZRRAO 2B B UROEES R OELL) A 0%} 7= TR & O fERMRIZEs <97
If the child received the second or later dose of DPT Vaccine, or other vaccine in the past
month, is the vaccination interval appropriate? .
2+ 3 H : AiEH 521 H HAB57HH £ T O
2nd and 3rd time: 21st day to 57th day after previous dose Yes N
AlRTH ATED H62H LR (R & L T12~187% Df)
t time: 6 months or more after previous dose (between 12 and 18 months as a standard interval)
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Has the child ever been treating of congenital anomalies, diseases of heart, renal, liver, ARNPR S = S
neurologic, immunodeficiency or other diseases from birth to now? No Yes

7 Is the child consulting any doctor?

54 Disease name ( )
( vy @ A Z) (Only for those who answered “Yes”)
ZORRDFIREZIT, SBOTFHEREZZIT THROEWDILE LIZ)

Did the doctor in charge of the above disease agree with today’s vaccination?

=S AN I AN A~ 4
Yes No

OEDF TV A) B L2 ERHYD E30

% \
Has the child had a seizure (spasm or fit) in the past? ez NE

g About what age? ( akyears 7> H tHmonths old ) No ves
( NEvyg 0){\0)771) (Only for those who answered “Yes”) vz | Eon
ZDLEBRNHE LM No Yes
Did the child have a fever at that time?
R CRUBIC B LA E LA 0. RO BANEL 25722 L 3b 0 £3/0
Has the child ever had a rash or urticaria (hives or ‘nettle rash’) as a reaction to

9 medications or food or become ill after eating certain foods or receiving certain |AVAY-4 F

medications? No Yes
3 i1 4 Medicine name (
£ 554 Food name ( )

L0 | BRI RIE 2 2 B ST B NE T4 N
Does the child have a family member or relative with congenital immunodeficiency? No Yes
INETIETUEMEZZT TREANES RS ENH Y £ 7

1 Has the child ever felt sick after receiving a vaccination ? AVAY-4 X W

T BAEERE O FEFEType of vaccine ( ) No Yes
TE‘«UfSymptom( )
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VAV A
12 | Hasany family member or relative of the child ever felt sick after receiving a vaccination ? ~ 2

T B FE O FEFAType of vaccine ( ) No ME

67> A LINIZHfifL & D I v~ 7 a7 ) v odR A% E Lz
13 Has the child received a blood transfusion or an injection of gamma globulin within 6 months? |A\AY-& X w

il - 77>~ 17 Y 4 Blood Transfusion * Injection of gamma globulin No Yes

About when? ( H month H tEday)

14 | A BOTFEERICSWTHER2 % Y 977°Do you have any questions about today’s vaccination? |\ W

( ) No Yes
[EHIFEAMM Doctor's comment K37, 5°CLLE | RADHHH
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ERRE4 (4%, M4 UTE4 A (2 A+ 5RAD)

RO « i 2%, PHEMOZR AR, EERRBIBOSO AR, T I R & B i /e SIS >V TR L7z
Lo, ezt (ABLET - ABELEEA )
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, PHERORZEMORREHNE LTHET, ZOZ LE2EO E, RTPZEA/TICEE IS ZEICRELET,
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
(HE. M4/ LS OSA T4, Kl self-signed, first and last name/If you're not guardian, your first and last name,relationship)
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