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Body temperature
*Please fill in the boxes and answer to all of the questions below. before exam °C
X ZDAHIE DRNEZEEATIL ZERIDKE
Home Address _
frien TEL( )
KATAKANA
Name of Patient M Date of /m /d
FHhEEERTDADKS . Birth
(Name of Guardian) F 4E/A
(REZEDESR) Age( years months)
Questions Answers ERmEE AR
1. Did you read and understand the explanation about the vaccination you are about No Yes
to get today? (5§ HZIT5FMHIEREICDVTEHRAZHA CTERELELA)
2. How many times have you taken the influenza vaccination this season? . .
SEDAVINIU Y FHEBIE. 55— X AAEE T H) Jtimes: Date of last shot( /)
3. [ If the patient is a child ] (BFSANIEET IHE) Yes (Specify below)
Have this child every been told that he/she has any abnormality during or after No
birth? (5 8665, HAER LA BRBELETEENHYFELIDY)
4. Do you have anything wrong with your health condition today? Yes (Specify below) No
SH.EEDEWNELIAIEHYETH)
5. Are you currently going to a doctor for any kind of disease? Yes(Name of disease) No
(BRI, AL DR TERICHAMNO>TLETH)
6. Have you been sick in the last month? Yes(Name of disease) No
(REIMAURITRRIZHDYELRDY)
7. Have you or anyone in your family contracted measles, rubella, chickenpox or Yes(Name of disease) No
mumps in the last month? (4 AURIZRECEBRTHS RS KiE- Btz 5<ERBIHH o= AlFNET H)
8. Have you taken any vaccinations in the last month? Yes (Name of vaccination) No
UMALIRICFIhEREEZ(TELEZDY)
9. Have you ever taken an ifluenza vaccination? (A 7))L F[HEERILHYET H) Yes No
@ mimEn--21 Last time (Around y /m )
@ rzomi=Fa£ 21 Have you ever felt sick after taking an influenza vaccination? Yes (Symptom: No
@ v oFHEETTHAL?] Have you ever felt sick after taking any other vaccines? |Yes (Name of vaccine: ) No
(Symptom:
10. Have you ever been diagnosed with a congenital abnormality or any heavy Yes (Specify below)
disease? No
(SETICARERE DM, Bk, i, M, Mg, fRETLE. BREBLEOZHEZ TSN HYET M)
Did your physician permit you to take this vaccination? Yes No
(ZDORREZLTHLHO>TVSERMIC, SEIDOFIHHEEEZZTTRVEEONELZDY)
Yes
11. Have you ever had convulsions or seizure? (A q . ) No
(FLRA-DEDHERCLECLRBYET ) round y » —times
Last attack: y /m
Did you have any fever at that time? (ZOREIZFHEEALELE=N) Yes( °C) No
12. Have you ever been diagnosed as interstitial pneumonia or asthma? Yes (Am;;ﬁ :’nder treg:]ment ) No
(CNETHEMEML. REXREBESNIZCEEHYFETHY) Not under treatment
13. Have you ever had rashes, hives or any other reaction to certain medicine or Yes (Specify below) No
food? (e.g chicken eggs/chicken meat) (EDFORRLETTLLF—ERILICEEHBYETH)
14. Do you have anyone in your close family who ever got sick after taking any Yes (Name of vaccination) No
vaccinations? GEFHED I, FIHEEZICESNBIG STz AELELZDY)
15. Have you or anyone in your close family ever been diagnosed with a congenital Yes No
immunodeficiency? (if-Fi- L HE R X RETLEDIENFAEVETH)
16. [For female patients] Are you currently pregnant? CGRZEIFIRLTLVETAY) Yes No
17. Please specify if you have anything you would like to tell the doctor. (E.g. About your medication status)
ERORAMN: L EORDALUDRORE. SAOFHEMLE ( Tk - RADED ), }
AN GBUERER) [SHL T, PHEEOMR. BIRGEFVERREREBFESHIBEICEDBUAICOVT, HRBALI,
EENE & X I(FFEA TR

(EAMDZE
NO, I do not want to get the vaccination )

( YES, I want to get the vaccination *

After the examination with the doctor, have you understood the explanation and possible side effects?

RBAE R, FHEEOMR CRIRISO AR GE SOV TERL- LT EEEFELTIA)

Patient’s Signature (Guardian's Siganture)
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