Voluntary Vaccine Screening Questionnaire for Mumps
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Body Temperature (before interview) °c
ZEIOWE
Address Tel:
AT B
Child’'s Name M / / (yy/mm/dd)
ZITEIADEKE B | Date of Birth (£/R/8)
Parent/Guardian's Name Relationship F £%AH Age: years months
REEBODKAL oA = (it % hA)
Questionnaire for Vaccination Answer (?:mc;:);:t
: % e
HREE B o
Have you read and understood the document (sent to you previously by Sapporo City) explaining the
L . . Yes No
vaccination that will be administered today? (£ LLVE
SEZRTEFHERICOVDTHIRTASE LN TWSEHRAXELZHR A BELFELD,
Please answer the following questions abogt the child.
HEOBFSADEBREICOVTHTRHLET,
Birth weight Did the child have any abnormal findings at delivery? Yes No
HERE PREFICEELHYELD, Hot= | ih otz
( ) Did the child have any abnormal findings after birth? Yes No
& HERICEREAHYELED, Hot= | ahvorf=
Were there any abnormalities identified at any infant health checks? Yes No
HARBETEELHLIEVNDONI=CEAHBYFET M, H5 A
Is the child sick today? §HIKICEEDENECALHYETH, v N
es o
If so, describe the nature of the illness. [&Ly INAY4
EARMGEREENTZE, ( )
Has the child been ill or vaccinated in the past month?
&1 B LURISHERICHDYELED, RIEFRHEEESITEL=D., Yes No
Disease name Vaccine name (&L LA
R ( ) FRhiEREA( )
Has any family member or friend of the child had measles, rubella, chickenpox or mumps in the past
month?
147 BURIZR BB RIS LA BLA. K. B3O EREDRED ARNEL D, ,Z&S\ L\T‘;-
A
Disease name
R ( )
Has the child had any special illness (congenital anomaly, heart, liver, neurological disorder,
immunodeficiency or any other disease) for which you have consulted a doctor?
EFNTHLSETIT GRS (ERERE DI, FFE. KR RETESEZO/hOFRESR) (S Yes No
VY. EROBBREZITTOET ., &Ly NAY-3
Disease name
7 ( )
Where relevant, did the doctor who manages the above disease agree with today’s vaccination? Yes No
ZTORR[/EZLTHEO TV S ERMICS BDOFIHEEEZ T TRLELDNRELED, (LY (AYAVS
Has the child had a seizure (spasm or fit) in the past?
VEDIT(IFLNA)EBILIZCERBYETH, Yes No
(= A [AYAY-4
If so, at what age did it occur? ( ) years old RE
If you answered “yes” to the preceding question, did the child have a fever at that time? Yes No
ZTOEEBDIHFELD, &Ly (AYAV-
Has the child ever had a rash or urticaria (hives or 'nettle rash’) as a reaction to medications or food:;
. . . .. Yes No
or become ill after eating certain foods or receiving cer‘tam medications? (£ LDV
HORETHECRBOCAELAN Y, AD BB E I ERBYET B,
Does the child have a family member or relative with a congenital immunodeficiency? Yes No
FREIZARERBEFELZEINTODAIENET D, [EYA (RAV-S
Has the child ever had a serious reaction to a vaccine in the past?
ChETICFHERES T TRANEM =L EFHYET . Ves No
Vaccine name (&L LA
FRhtERESA ( )




Has any family member or relative of the child had a serious reaction to a vaccine in the past? Yes No

EHREBEICPHEREZ T TREESNEAG ARV ET N, EXA LA

Has the child received a transfusion of blood or blood products, or been given a medicine called gamma

L Yes No
globulin in the past 6 months? (£ WLV
6H B LRNIZEMBHENEH I OTIL DEFHERZTELTZD, X
Do you have any questions about today’s vaccination? Yes No
SEDOFHERICOLWTERNHYETH, (LY (AYAVS

Doctor's comment EFTERYN

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 the vaccination and the support provided to people
who have had adverse events associated with vaccination.

UEDOBEZRUVZROER. SHOTFHERIL( EETES-REhERANKN ) EHIBHLET,

REFICHLT. PHEREODR. BIRERUVFHEEREHEHCEFIEICOVLT, BiAZLEL,

Signature or Name and Seal of Doctor:

EAHE 4 RI(TFC 4

Parent’'s comment  {REEFE AR

The child has been interviewed by the doctor, and information concerning the benefits, objectives, and risks (including serious side effects) of the
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.

EMMDZR-FHAEZ(T. FHEBOMROCEN. EELRIREOAREMY. FHIEEREEEHENELZLICOVWTEEL- LT, EET5HC
EIZ (REBLET RELEFRA )XMHIDFDELLNEOTHA TS,

This screening questionnaire is used to improve the safety of vaccinations. I understand this and agree that this questionnaire can be submitted
to the municipal government.

COFZERE. PHEEOREMOBREZENMELTVEY, COZLEZEHO L AFLENTEHIIREENSZEICRAELET .

Signature of Parent / Guardian:

REZBEE
Vaccine Name Dosage Institution/Doctor’'s Name/Date Administered
FERIIF % #BEeE EheimrT- EML - 1EEEAR
Vaceine N Subcutaneous injection
accine Name
TOFUE (RTHAE) Institution
Lot. No. EHRGRT
[Caution] Doctor’'s Name
Confirm that the expiration date of the vaccine S o
is valid. o Date Administered / \ /
GE) BHARHER (yy/mm/dd
i " gEEAR oM & B z
Doctor's Comment
ERMED AR

[Note] Gamma globulin is a blood product that is injected to prevent infections, such as type A hepatitis, and to treat severe infections. Vaccines
are occasionally less effective in people who have received this product in the preceding 3 to 6 months.
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