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

aZ AR FEER (MFRER) W OREE TS 2 5 | 223011KIR Body temperature before exam
Type of Vaccine (Target age) Get vaccinated with C
SHEE
TREET2 one of the two types of vaccine fE¥AIZ OF1% 3L A Please circle your choice
Rotavirus SISOV I PHRIRHCiERR 2 L C<7Z8V, | mZ Y » 7 2 Rotarix + B ¥ 5 v 7 RotaTeq
Vaccine (EEYER 2R BEFE IRV T b A2 2 20 A ~) AL 4% Number of vaccination
@ Please confirm the type at the time of booking. ( ) [E1H time (dose)
Screenlng (from the age of 2 months as a standard vaccination| FUREE CEfEa T +5 o L
. . period for both types of vaccine) The same tvpe of vacd ustb dforthe full
uestlonnalre typ vaccine m € used 1or the course.
Q 2EEE o Z ) vy 7 R (WAE6HO A~2430 A) (o & v A L Am2[ HUEOSE . WA Z A
Rotarix, a 2-dose series If the child receives the second or later dose of
|(From the age of 6 weeks 0 days up until 24 Rotavirus Vaccine, please write all previous|
weeks 0 days) vaccination dates.
BEER n X7 v (460 H~320 H) Y 7 Z1[a H Rotarix 1st dose
RotaTeq, a 3-dose series | %Y.Q?I........H month | Hday
(From the age of 6 weeks 0 days up until 32 o %7 v 7 18] B RotaTeq 15t dose
weeks 0 days) fFyear H month Hday
# %7 v 7 2|5 A RotaTeq 2nd dose
Kasugai-shi “Fyear H month H day
B I AU S2 T T > T 5 e
* A Other vaccination received within the past month
Address #Fyear H month Hday
(ff¥EType of vaccine )
“Fyear Hmonth H day
TEL B B (H¥Type of vaccine )
B B N “E4F Bornon
In Hiragana B HH HFyear Hmonth H A day
A N2 M-F Date of (i Age ¥ weeks FHday)
o Birth
Child’s Name
S VSRS LIRS T HHANE, MM
Guardian’s Name WHIBT, XS L7z 2 & &R L T2 &V,
21 i + H [EIRE TN
Questionnaire for Vaccination Answer Doctor’s
comment
AROTHEMIC >V C [PHERL T & b O 7 CEmA CBIMLELED | 5 1\ | e
1 | Have you read and understood “Vaccination and Children’s Health” and other v
information material about the vaccination you’'ll be receiving today? es No
BFIAORBEREIZOWTEZTRLET
Please answer the following questions about the developmental history of the child.
AR Blrth Weight (
ITMRIFFIZ B 236 U F L 722> Did the chlld have an abnormal finding at delivery? oo t-| ot
2 ( ) No Yes
.’:H(E& #2334 Y F L 727> Did the child have an abnormal finding aft;:r birth? Fetnot-| ot
LA TREN D2 LVDRIZ LB B Y £T5> P
Was any abnormality identified at an infant health check? £V &
) No Yes
RIZEAOENE ZANRBH Y 3 Is the child sick today? vz |
3 /E\ﬁ:ﬁ"] 7RdE Ik & T < 72 & W If yes, describe the nature of the illness No Yes
( )
I 1223 BANIZIREUZ 20> F L 727> Has the child been ill in the past month? vz
4 | 4 Disease name ( ) No Yes
About when7 H month Hday ~ Hmonth H EHday
1 A UNICFEECHEOMRICR LA, B LA, KiE, BZSIhEREITHro
T NFWE L7
5 Has any family member or friend of the child had measles, rubella, chickenpox or |AYAY-& A
mumps in the past month? No Yes
J#i4 Disease name ( )
About when? Hmonth H day
02y A VADLRI HEMOSEE, HAE14H6 A LN T4
6 | BATWDEAR, £OU A7 OBRPAEZZT TS [ESAN BRATAY-S
If the child receives the first dose of Rotavirus Vaccine, is the child within the age of Yes No
14 weeks and 6 days? (If the child exceeds than that, please be explained about the risk.)
B3 YA NADANHIGDBRIERY 558, MHOB@rb27ANES N TETA | |
7 | If the child receives the second or later dose of Rotavirus Vaccine, is the interval &
27 days or more from the previous vaccination? Yes o
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INETBERIEICR T2 L0, REDTE T L TWRWIERMEHELERES VD &
0 EF (NAG) L LA, EHEEREE S O b EA) ORI B
8 | Has the child ever had intussusception before? Does the child have a congenital No Yes
gastrointestinal disorder that has not been treated yet? (If you answered “Yes” to the
preceding question, your child will not be able to receive the routine vaccination.)

AEFENTOHOAETITIRERT | O, B IR, Jefhie, oA 2iE< Ofh
DIFRUTHHY | ERIOBREEZ T TOET M

Has the child been treating of congenital anomalies, diseases of heart, renal, liver, [AIAY4 A
neurologic, immunodeficiency or other diseases from birth to now? No Yes

9 Is the child consulting any doctor for those diseases?

J#i4i Disease name ( )
( TiZvw) o Ad#)  (Only for those who answered “Yes”)
ZOIRDOERIEICIT, S ADOTPRHHEELZIT T LW EFbhE L

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

[=SEANE BN ANAY-4
Yes No

Vxol (FORA) B2 LEZERHY £ T ez L

Has the child had a seizure (spasm or fit) in the past? No Yes
10 About what age? ( kyears 7> A tEmonths old)
( TiZv ) o AdF)  (Only for those who answered “Yes”) LAY d = A
oL XEMMHE L) Did the child have a fever at that time? No Yes

HORMTHEIZEBOUAE LAY (ROEENEL Rol2Z ERH 0 30
Has the child ever had a rash or urticaria (hives or ‘nettle rash’) as a reaction to medications or

. . . o : N AV A
11 | food or become ill after eating certain foods or receiving certain medications? ~ =

314 Medicine Name ( ) No ves
A4 Food Name ( )
1p | B ICIERIE R L BB SN TS ATV ET ARV AN = S
Does the child have a family member or relative diagnosed with congenital immunodeficiency? No Yes
o B 47 & DREIUER THI ARV IR L7 D | REOHZ BB, -7 L2z
13 | EBHYETH ANV AN N =S
Has the child ever had repetitive infectious diseases such as pneumonia or otitis media, No Yes
or had recurrent diarrhea, or had trouble gaining weight?
INETICTPHEEELZ T CTRAENEL RS LRH Y 30
14 Has the child ever felt sick after receiving a vaccination ? WNZ R W
T B O FEFHType of vaccine ( ) No Yes

JEIRSymptom ( )

ICRFC P E I CRADRELS oz NiTWET M,

15 | Has any family member or relative of the child ever felt sick after receiving a iz ES

vaccination ? No Yes
TR O FEFHType of vaccine ( )
16 | 7T AOTEHERLZ OV THERA® Y %97)°Do you have any questions about today's vaccination? | V'V [ E W
( ) No Yes
=1 . #R375CLLET AA DTS
[EHliFE Af#lDoctor's comment S s

UEDOMBZROBEOKRE, 4 HOTH#IL EETES - AGdb¥EFRiwn) &
MW LEd, REFICR LT, THEREOE, BIRIG K OVT B2 Rl R - i
IZHOWTHEIHZ LE LT,

EMIEA (A8, M4) UM (=2 AH+RAH)

ERIDORZES « 2% T, PHIEEOMRC AR, EERRIFOSO RNt (I IGERE) . TR B R il 7 &
CoWTHER L BT, BREZT sl (MELET - FAELERA )

Having received the doctor’s examination and explanation and having understood the aims and effects of this
immunization, the risk of severe side effects (particularly Intussusception) and the vaccine injury compensation
program, I ( do * do not ) give consent for the child to be vaccinated.

ZOFTREL, PHEROLEMORREHNE LTHET, 2O LE2BEO E, RPZEA/ATICREENDL Z EICRELET,

This questionnaire has the purpose to ensure the vaccination’s safety. I understand it and agree with the submission of this
questionnaire to the city.

15585 Z 4 Parent/Guardian’s Signature
(B%. W4/ RETUSNOEEITEA . HitH)

self-signed, first and last name/If you're not guardian, your first and last name,relationship

RV 7 F 4% %O & FhuEr - R4 - R A B T #ZEAH
Y (% 11 B2 ]
VT /\"\’j—;-]\ :/b_/[/,gg;f‘) nxY vz 21,500 gé: Rzl
L o t No. - - a7 Zmﬁ ﬁé%ﬁ@gﬂi% %*D 45'5 A A
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