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

[]\Em ﬂfﬁ ﬁ}*@ % Bﬁ&ﬁ n/m 225 {AR Body temperature before exam OC

Pediatric Pneumococcal Vaccine screening 1% 7 [5] X Number of vaccination

questionnaire (__ )ElHtime
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Other vaccination received within the past month

Target age: 2 months to less than 5 years old JE Year H month H day
(E%H Type of vaccine )
4F. Year H month H day
(¥ Type of vaccine )
Prpp MR EKE O 2 [B B DAk OSGE ., A &
Kasugai-shi g EE.)\ )
If the child receives the second or later dose off
£ i Pediatric Pneumococcal Vaccine, all previous
Address vaccination dates should be written

18] H 1sttime: Fyear H month H day
2[A] H 2sttime: Fyear Hmonth Hday

TEL B B 3[A] H 3sttime: Fyear HAmonth Hday
5 0 »n 7 A4
In Hiragana 5.1 HA |Bomon  “Fyear A month H day
2T NDK4 M-+ F | Dateof | (iiAge  ikyears 7 monthsold)
Child’s Name Birth
R O K 4 \ ]
Parent/ KEIEM 7 L —IC3ES T 258, EAFEAN
Guardian’s Name WHIET, RS L7722 &R LTS a0,
= | == IH S| EREWN
- ) ) i - - Doctor’s
Questionnaire for Vaccination Answer comment
5 RO FHERIC VT (PR L 1 b ORENE 7 2 % A CHAF L % L R
« s ; : , » . . A
1 | Have you read and understood “Vaccination and Children’s Health” and other information
f . ) o Yes No
material about the vaccination you'll be receiving today?
BrEAOREBRICOWTBETRALET
Please answer the following questions about developmental history of the child.
HARE Birth Weight ( ) g
MR B A3 0 F L 727> Did the child have any abnormal findings at delivery?
( ) Rinolz | ol
: HAERIZE 235 Y F L7=2> Did the child have any abnormal findings after birth? No Ve
LR TREN DS &b LR b Y T PR
Was any abnormality identified at an infant health check?
( ) No Yes
. RICEEDENE ZARH Y £ Is the child sick today? vz L o
3 T{Z':E,J TRSER &2 T < 72 & W If yes, describe the nature of the illness No Yes
( )
e 1223 BANIZIRSEUZ 020 F L7275 Has the child been ill in the past month? .
y . | AYAY-& X W
4 74 Disease name ( ) No Yes
About when? H month Hday ~ H month H tHday
122 LNIZE BRI LA, B LA, KiE, BS<nEk Elihroie
NTWE Led
5 Has any family member or friend of the child had measles, rubella, chickenpox or mumps in |A\AY-4 X W
the past month? No Yes
74 Disease name ( )
About when? Hmonth H tHday
/NEFRERE O 2 51 B IO EREC1H A NI O TR L % T 7256, HEM
PRI S T h =R IAY-4
6 | If the child received the second or later dose of Pediatric Pneumococcal Vaccine, or other Yes No
vaccine in the past month, is the vaccination interval appropriate?
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Has the child ever been treating of congenital anomalies, diseases of heart, renal, liver, [AIAY-4 X W
neurologic, immunodeficiency or other serious diseases from birth to now? No Yes
7 Is the child consulting any doctor?
J9%i 4 Disease name ( )

( Tixv ) @ A ® &) Only for those who answered “Yes”
ZORR[DFIREZIZ, SBOTFHEREZZ T THROEWDILE LIZ)

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

EAN AN AY-S
Yes No
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Z \
Has the child had a seizure (spasm or fit) in the past? e R

8 About what age? ( kyears 7> HtHmonths old) No Yes
( TiZv ) @ ADH) Only for those who answered “Yes” IINAY-2 A
Z 0 & ZENHFE L7275 Did the child have a fever at that time? No Yes
KRB CEBIZHBROLAE LAY | KOBEEHES ol Z MY £9H
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
FEfh4 Medicine name ( )
A 44 Food name ( )

0 | ERE AR T2 L B S LT 5 A0 ET 5 Cex D
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

TBERE D 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? et R

T B #EE O FEHH Type of vaccine ( ) No Yes
13 | A AOTBHERIZSWTHER2 % Y F97°Do you have any questions about today’s vaccination? | V0 Z | E W
( ) No Yes
EHRTFC A Doctor's comment RIR37. 5°CUL | | A bEEh
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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.

ZOTREIT, PHEEOREEOMEL BN E LTWET, {R7## 24 Parent/Guardian’s Signature
COZELEHMEO L, KRTRESTICRHEND Z LIRELET, _
This questionnaire has the purpose to ensure the vaccination’s CE NS =L £ PRy BN T ()
safety. l understand it and agree with the submission of this (self-signed, first and last name/
questionnaire to the city. If you're not guardian, your first and last name, relationship)
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