Questionnaire & Application Form for Vaccination ~ Name of vaccination Number
FEERAZS(PER FHEER (1%

Please fill in the space surrounded by full line.

. . . . . o Body temperature at vaccination place
=1 AN
Your child’'s body temperature  FELDIKE Thismoming 481 __ °C BB COIEE °c
Address
E
Name of the child Date of birth Year/Month/Day  (Age 5 )
21T HADAH] (Male B /Female %) | £%AH / / ( years days)
Name of parent or Phone No.
guardian {RFEEA i
Please answer following questions carefully. If the answer is ‘Yes’, please fill in the blank ().
Questions EBFEEIE Answers [E1% | EEFECAME
1. Do you have any questions after having read the explanation about this vaccination? 4 B®FHHEE DL\ THERBAERAT | Yes No
AN EREIEHYETHI? (AN ARV
2. Questions regarding the growth of your child: +Xb03ETE Birth weight HAERDORRE  ( )g
Did your baby have any trouble at birth? 43 B Asd £ L720> Yes | No
Did your baby have any trouble after birth? AR E S HDELIZ) Yes | No

Have you ever informed of any abnormality at your baby’s physical checkups? @52 CRE D HHE VOITZZEDBHOET D, Yes | No

3. Does your child have any trouble on his/her health in these 2 or 3 days? 5t 2~3 BICKZEADINEZARHDETH

If Yes, please write down the condition: Ao vielk ( ) Yes | No
4. Has your child been sick within the past month? 5aft 1 4 A IPITREIZA D W ELTH>
. Yes | No
Name of the disease %% ( )
5.Does your child have anyone of his/her family or friends who got mumps, measles, rubella, chicken pox, and so on within
the pastmonth?  —» A LAINICFIERAGE TIT= 58, IRL A, LA IKIZSENTH DT NASET A, Yes | No
Name of disease 74 ( )  When? o ( / )
6. Has your child ever had any trouble after vaccination? i & Clo T PhBHEE AT CHADEL Ao 7e 2 3B E S H, Yes | No
Name of the vaccination FB5EEfEA ( ) When? > ( / )
7. Has your child received any vaccination within the past 4 weeks? 4 FRILAPNIZ FRABHEE T ELT20>, Yes | No
Name of the vaccination FBAEEf4 ( ) When? v ( / )
8. Is there someone in your family who felt bad after a vaccination? iz PBiFEZ =T CTEADEL /20T NiTWETH, Yes | No
9. Has your child ever had any serious disease with heart, kidney, liver, etc., and been kept examined by a doctor? Yes | No
A ETITAADEY Vi GO, TR TR, Z Aoz (T shn | RO EA T TOETH,
Did you receive any advice from the doctor on this vaccination? Z[ERfiiZA A OFBEEHR W UalNEEE ST ELD, Yes | No
10. Has your child ever had convulsions? U213 (7 WHA) B2 LT-ZERHDET Yes | No
Atwhat age? =5 ( ) Did he/she have fever at that time? ZD&X(ZBNIHIELT=M, Yes | No
11. Has your child ever had allergic reaction (redden skin, skin rush, etc.)after taking particular medicine or food? /5T
RGN IR o= 035728 DT L LA - Z LB E 7 2 Yes | No

Name of the medicine or food. & &4 ( )

12. Do you have any child who is diagnosed as a congenital immunodeficiency?

BT S AN SRR TSIV B L T 7 Yes | No
13. Has your child had a blood transfusion or inoculation of ¥Globulin during the past 6 months? Yes | No

6 2 H LI B\ N Y~ 27 a7 Vo OHFEE ST E LT,

for doctor s use only

EEIOFEME Rt/ UL T =y 7AW DA I LTLIZE N, EERDY 1>
UEDOEBRUSROER. SEOFHEEST (1 7lie 2. R&hED )
As a result of health examination, this vaccination (1. can be done. 2. should be postponed. )

After hearing the results of this medical examination, would you like to let your child get vaccinated today? FZO#EEERLVTSBEDOFHE
we5ETh (YES [y -NO Lhz) - Signature of Parent or Guardian FgEn41>:

for office use only

#ERDYFY Lot No. % EEs Sy e
Lot No. (RTHE58) EHEISAT:
BEEm -
AERR : A =] EEFEAR: E=3 A B

Gamma Globulin is a kind of blood derivative which is sometimes used as a preventive measure of infectious disease, like A hepatitis, and also with
treatment purpose of serious infectious diseases. If you have received Gamma Globulin injection during the last 3~6 months, the efficacy of vaccine of
measles , etc. will sometimes not be fully satisfactory. A</ 0JUs . EHFID—FET, A BFEE D FHEMCEEDBEDABREMTLE THEh
BIEDHY. COiEFES~6 4 AURIZZITI- A&, BRLAGE D FIHERED RN+ HEN LA HYET . BAMEOBRERELL TNPO EARBSSRORLIAMDERELELL,




