Vaccine Screening Questionnaire for Pediatric Pneumococcal Infection

INERRMRIRE D OF U EETERE

Body Temperature before interview

BEMOKE c
Number of Times |For Priming (First . Second « Third) = Booster(Fourth)
1% PME%RE ( 1EE - 2[EH - 3EHE) - EmAEEAEE)
Initial Vaccination |2 months old~less than 7 months old =7 months old~less than 12 months old =1 year old -2 years old or over
1BEDERE |E#%27A~17AXH - H®RIyB~129AXH - L) 1> -
Address Tel:
33l FLiR X RS
Child's Name M Date of / / (yy/mm/dd)
215 AND AT 5 Bi (%£/R/8)
— — irth )
Parent/Guardlan s Name Relationship F HERR Age: years months
REFDAHI L] = i % 7 A
Questionnaire for Vaccination Answer Doctor's comment
BREIE EE3i EEHEC A
Have you read the document (sent to you previously by Sapporo City) explaining Yes No
the v_a]ccination that will be administt?red\today? _ ) EeR LV
SHETAFHEEICOVTHIRTMNSE LN TWSEHRBAEZFAELI=M,
Please answer the following questions about the child.
HE-OBFSADOFEERIZOWNTHE-TRhLET,
Birth weight Did the child have any abnormal findings at delivery? Yes No
HERKRE PMGERFICEEAHYELIZD, Hof- | ahof=
( ) Did the child have any abnormal findings after birth? Yes No
§  HERICEEAHYELED. Hot= | mot=
Was any abnormality identified at an infant health check? Yes No
ARBEZTEELHL VDN I-CENBHYFETH, Hb AR
Is the child sick today? §HEKIZEEMNBWNESAIEHYFET M,
. . Yes No
If so, describe the nature of the illness. ( ) (0 LNE
BRMGIEIREZE N TS, ( )
Has the child been ill in the past month?
=17 AURIZRERSKICHMYELZD, Yes No
Disease name ( ) =4 (AYAY-4
w4 ( )
Has any family member or friend of the child had measles, rubella, chickenpox or
mumps in the past month?
— 7 AURICKECEVREICHE . BE. KE. B-S<BMBLZEDHRNDA Yes No
[EULVEL=D, =4 (AYAY-4
Disease name ( )
i ( )
Has the child been vaccinated in the past month?
— 7 BURIZFIHEREZITELE=D, Yes No
Vaccine name ( ) =4 AYAY-4

FRiEES

Does the child have a congenital anomaly, heart, kidney, liver, central nerve
disease, immune deficiency, or any other diseases for which you have consulted a

doctor?

AENTHSSETISERIRE, O, Bl FFi. s, emremzo | Yoo | No
BOBEIANY . EROBREZHTNET b, Sl

Disease name (

Gk

Where relevant, did the doctor who manages the above disease agree with today’s

vaccination?

Yes No

ZOREK[EZ THLOoO>TWSEMICS BDFHEEZZITTELNELWDRELT (Fiy LZ

75\0

Has the child had a seizure (spasm or fit) in the past?

VDEDFH(FVNA)EBLESERBYET M. IYCRS\ L\“L‘f_
If so, at what age did it occur? ( =47 &

If you answered “yes” to the preceding question, did the child have a fever at

that time?

Yes No

ZDEEEMNHFELED, (FLy L&




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

. Yes No
medications? (F0 LR
HOERTHEICHBOCAELADHEY ., KOBENBHE I EBYE
Fhv
Does the child have a family member or relative with a congenital
. - Yes No
immunodeficiency? (£ LLVE
ABREBIZAERERBEAEEZEHIN TS AITWNETH,
Has the child had a serious reaction to a vaccine in the past?
NETICFHEREZZ T TCREEGNELGSIEEHYET M, Yes No
Vaccine name ( ) (YA (RYAY-4
FHHiEEDIELE
Has any family member or relative of the child had a serious reaction to a vaccine
. Yes No
in the past? %3 20
HREICFHEREEZZ T TEENELSTZAIZVET A, *
Has the child received a transfusion of blood or blood products or been given a

.. . Yes No
medicine called gamma globulin in ’ghe Qast 6 months?x* (£ LLVE
64 ALLAICEMHANIA T 0T) o DEEEZITELI=D, X
Do you have any questions about today’s vaccination? Yes No
SHOFHERIZODWTERAHYETH, E{A LNE

Doctor's Comment [EEMEE AHHE

Based on the above answers and the results of interview, I have decided that the child (can / should not) receive a
vaccination today. I have explained to the parent/guardian the information concerning the benefits and side effects of
vaccination and the support provided to people who have had adverse events associated with vaccination.
ULOBZRUVZEDHER. SHOFHEREL( ERETES-REHEIAMNK ) EHIBLET,
REZICHLT. PHEBEODR. BIRICRUVOFHEBERRESHEFEICOVT, 8AZLEL,

Signature or Name and Seal of Doctor:

EENE £ XI5 4 HE

The child has 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, as has the nature of support provided if
adverse events occur. I believe that I understand this information. I (do / do not)* give consent for the child to be
vaccinated. *Please circle your choice.

ERRDBZE-RAZRIT. FPHEEOHNRCEN. EELRIRN O R, PHIEREEREMEFEREICOVTER
LI-ET . #ETEH LI (RELFT-RAELFREA ) XN ZOFDELLNEOTHEATIZEL,

This screening questionnaire is used to improve the safety of vaccination. I understand the above and agree that this
questionnaire can be submitted to Sapporo city.

zO)%.:/mifj;_ FHEREORZEEDOEREZBMELTVET, COZEZEED L KAFZENFIRTICIREBIN ST
IZRIEL o

Signature of Parent / Guardian:

REEBE

Vaccine name Dosage Institution/Doctor Name/Date Administered
Vaccine Name Institution
DOFU4 E IS
Lot.No. Doctor Name
[Caution] Confirm that the expiration ERf4
date of the vaccine is valid. Date Administered / /
CE)BMEARAUIN TULGELAE ml (yy/mm/dd)
R BEFEAR FHK F A B
Doctor’'s comment:
ESIEN ]

* Gamma globulin is a blood product that is injected to prevent infections, such as type A hepatitis, and to treat
severe infections. Certain vaccines (for example, measles vaccine) are occasionally less effective in people who have
received this product in the preceding 3 to 6 months.

XA aTYolE, MEHEFDO—FET, ARFREGEDERLEEDFIHEMOCEEDREEDAEBMNLE TS
:é;_hé:tb“dﬁ% CDFGFEI~6NALRANIZRTI-AIE. RLAGEDFHEEONEN+2ITHENIENHYE




