Vaccination Register and Vaccination Screening Questionnaire FPRhiEiE P2 E (XEE)
*Pplease write within the boxes. EFBHE DA : KTV RIZTEHALZS N, BO:vftemPefature
*Guardians with adequate knowledge of their child’s health condition may fill out the form for their child. 37X /\;:"T (xa‘wa C
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Name of patient Sex =
2145 DL e COMale B 0 Female &
(Guardian’s name) Date of Birth year 4 month H day H
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Questions Answers Doctor’s Notes
BREIR E1Z 4R [ Bl R A
1 Are you feeling sick today at all? ] Yes &5 ] No
A HRICEADOENEZABRHYET ) 720N
2 Are you currently going to the doctor for any sort of illness? O Yes &\ [J No
B, (IO CERIZA D> TOEF WDNZ
*Are you receiving treatment (medication, etc)? O Yes (F\» J No
T (BRI L) 2T COETD WD
+Did the doctor treating you say it was alright to get the influenza | [J No VM2 [ Yes
vaccination? ZOJHEOEIREICIX, 4 HOTh#EMEZZ T THE A
WEEDILELTD,
3 Have you been sick in the last month? I Yes (d\» [J No
it 1 A DINIZIR RN D0 E LT A4
4 Have you ever been diagnosed with a serious illness? [ Yes (F\» 0 No
A ETITRRIZR RIS DV IER OB 5% 5% 1 TOET ) Odisease name 44 AT
( )
5 Have you ever been diagnosed with interstitial pneumonia, | (1 Yes {&\» year £ month A | [J No
bronchial asthma, or other types of respiratory illnesses? If so, are [ICurrently in treatment BI{EJGHET | AAY-4
you currently in treatment? BT 28 058 S0 BV O 2% [CINot in treatment AL TV 720
RRLTZHSh, BUE P TIn
6 Have you ever had a seizure (convulsions) ? 0 Yes &% times [AI<HUY O No
ASFETITTONA (OED) ZEEZLIZZENHETH A
7 Have you ever had a rash, hives, or other reaction to certain | [J Yes $5% ] No
medicines or foods? Medicine or food name: A
LR THEFITRLASRCCAELANTIED, RO BANES -T2 FIFTRMDOLA T
ERHYVET N ( )
8 Have you or any of your relatives been diagnosed with a | [J Yes (I J No
congenital immunodeficiency? |AAY-4
B I RIS R B BWIS I B NET )
9 Have you, your family, or anyone around you contracted measles, | [ Yes \\% J No
rubella, chicken pox, or mumps in the last month? Omeasles LA Orubella ELA VA
17 A LIICEEC A B THL A JALA A5, 875 EREI Ochicken pox 7KJ&
AT T NVET D, Omumps 72508
10 Have you received any vaccinations in the last month? O Yes (& ] No
15 A LW TR E 2 T LT Name of vaccination T[54 IAAY-4
( )
11 Have you ever felt sick after receiving a vaccination? O Yes &% J No
THETICPHiIEEREZZ U CRANE TR £ ) Name of vaccination T[54 A
( )
12 (Women only) Are you currently pregnant? O Yes (d\» ] No
(Lo 510 BIEIERL TOFES 0 N4
13 (If the vaccination is for a child) 0 Yes &% ] No
(FRHEMZZ TN BB TSADEE Ollabor 4yl AT
Were there any problems with the child’s health during labor, Cldelivery HiAEIR:
delivery, or infancy? Oinfancy L4012
O WIRE, AR, FLEN RS el TRE DDV EL 2D
After an examination with the doctor, | have heard and understood the Patient’s Signature (Guardian’s Signature)
doctor’s explanation about the vaccination, its effects and purpose, and AR ADE4 (E-I13R#ES DEL)
the possibility of serious side effects.
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ElCHOWCEfELT L CL 2 ELE T, *Patients that are not able to write themselves must have a
[IYes, | want to receive the vaccination #fEZ 7L L £3 representative sign and state their relationship to the patient.
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