Vaccine Screening Questionnaire for Hib Infection

ETVOFURETFZE
Body Temperature before interview °c
EEAIDKER
Number of Times |For Priming (First . Second *  Third) Booster (Fourth)
EIE-4 YE%E ( 1EH - 2[EF - 3EH) EmfEdERB)
Initial Vaccination |2 months old~less than 7 months old * 7 months old~less than 12 months old * over 1 year old
1BEDERE |£®R25BA~T7AXRE . ERITB~127AXKiE 1L
Address Tel:
351 FLIE X EHRE
Child’s Name M Date of / / (yy/mm/dd)
215 AN £ Bl g (F/A/8)
— — irth
Parent/Guardlan s Name Relationship F £EAR Age: years months
REEDLHI ol = i i il
Questionnaire for Vaccination Answer Doctor's comment
BREIE [B1 &4 EEEMmEE AR
Have you read the document (sent to you previously by Sapporo City) explaining Y
es No
the vaccmatlon that will be administered today? EeR) RIRS
ZITHFRHIEREICDOWTHIETmASEON TS HRBAEEFSRAELE=D,
Please answer the following questions about the child.
HEOBEFIADEBREIZOVNTHE=TRLET,
Birth weight Did the child have any abnormal findings at delivery? Yes No
HERKRE PGEEFICEENHYELI=D, Hot= | ahot=
( ) Did the child have any abnormal findings after birth? Yes No
& HAERICEENSHYELED, Btz | ahotz
Was any abnormality identified at an infant health check? Yes No
ARBZTEEL D ELNDODNI=-CELAHYETH, H5 AELN
Is the child S|ck today? S HEBKIZEENEWNEIAIEIHYETH,
Yes No
If so, describe the nature of the illness. ( ) (LN LVE
BEHRMIEREZE N TZEL, ( )
Has the child been ill in the past month?
=17 AURIZEKRICOMDYEL=D, Yes No
Disease name ( ) [y RIAY-4
a4 ( )
Has any family member or friend of the child had measles, rubella, chickenpox or
mumps in the past month?
— 47 AURIZKEOHVHEICHKS .. AP . KiE. BA<ABLEDRIDA Yes No
[TWVEL=D =4 (AYAY-4
Disease name ( )
w4 ( )
Has the child been vaccinated in the past month?
— 5 AURIZFIHEREZ(TELEZD, Yes No
Vaccine name ( ) e Al
FRhtEER
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?
EFENTHOSETICERMERE DM, B, . g, fEFLEZzD | Yes No
BOBRIHAIY ., EFOBREZFTOET A, [T ez
Disease name ( )
e
Where relevant, did the doctor who manages the above disease agree with today's
vaccination? Yes No
fd)ﬁm’é”f%bofbé[ﬁﬂik—, BOFhEEEZIT TR EWDNELE: ={A LWNE
\
Has the child had a seizure (spasm or fit) in the past?
VEDH(IFLVRA) EBCLIEZERBYET A A BN
If so, at what age did it occur? ( kR L e
If you answered “yes” to the preceding question, did the child have a fever at
. Yes No
that time? . [+0 LNE
FTREZEMNHELZD,




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

medications? [;:el’s\ L\,(\,l?i
%fﬁ:ﬁ:’é&"ﬁl B OLAFLANHEY  ADEEN B I2ErHYE
\

Does the child have a family member or relative with a congenital

. . Yes No

immunodeficiency? i (£ LNE

HBREICERERBLREEZEHIN TS AFWNET A,

Has the child had a serious reaction to a vaccine in the past?

NFETICFHEEEZZ T TESH B IEEBHYETH, Yes No

Vaccine name ( ) =4 RIAY-4

FRhHEIEDIELE

Has any family member or relative of the child had a serious reaction to a vaccine

in the past? Yes 'I'°
BB | B

EREICTFHEREI T TREENEL 2 ARVET D,

Has the child received a transfusion of blood or blood products or been given a Yes No

medicine called gamma globulin in the past 6 months?* (£ LR
6 BLIRICEMBH AN IH I OT) O DIEBEZITELD, X

Do you have any questions about today’s vaccination? Yes No
SHOFHFEREICOLWTERBNHYET H, YA ARV

Doctor's Comment EEMEE A

Based on the above answers and the results of interview, [ have decided that the child (can / should not) receive a
vaccination today. [ 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.
ULOBZRUEZEDER. SBDFIHEREIL( ERETES-REHhELANLL ) EFIBLET,
FREBICHLT. FPHEROMR. BIRERUFIHEEREHEEHFFEICOVNT, SHBAZLEL,

Signature or Name and Seal of Doctor:

EEE 4 XILEE R HED

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. | believe that I understand this information. I (do / do not)* give consent for the child to be
vaccinated. *Please circle your choice.

EEMDPZR-HAZZT. FPHEEOMRECEN. EELGRIRICORIEEME. PHERREHEREFNELZL(ICONT
BELE-LT EETLHILIC (RAEBELEFT -RELEFREA ) XM 2Z0FDELLNEFOTHA TS,

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)%u/malsj%_ FHEREOREMOEREAMELTVET . COZLEZEBO L AFRENLRMITIREEIN G
[TREL

Signature of Parent / Guardian:

REZEE

Vaccine name Dosage Institution/Doctor Name/Date Administered

ERI7IF % BiE=E KA - EMA-EEFAA
Vaccine Name Institution
DOF % EEIHAT
Lot.No. Doctor Name
[Caution] Confirm that the EEh4
expiration date of the vaccine is Date Administered / /
valid. ml (yy/mm/dd)
CE)AMYRAYA TOEOAERR ®BEFAR S F A |
Doctor's comment:
EITEINGE

* 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 TOT) oL, MREFID—FET, ARFRLGEEDREED FIH B MOEEDRLEIEDAEENGEE TES
%‘_ﬁé:&b“ﬁ) Y, ZOEFHEI~6HNALAIZZITI=AIE. BRLAGE D FIHEROMEN+RITHBENIEAHYE




