Questionnaire for Influenza Vaccination — Medical History
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*Please provide full medical history by completing this questionnaire.

ERALEDAN\: KDUAICTERALZE,

Current body

*A caretaker with adequate knowledge of the child receiving the vaccine may fill out the form on their behalf. Eirgiraturqa C
BFTADZEIC(E. BERREZ L HBELU TVWBREENTRHRALLZEN, ZEBIOWE
Address
_ TEL
PR
Name of patient Sex
o 0 Male - [0 Female -
2T D ANDEHI 1451 3 %
Name of caretaker (if applicable) Date of Birth/Age year £ month A day H
REEBDKSZ H£EHB - Filp years old - &% months - 4 B
Questions Answers
BRIEIR [EIEHAH
1 Have you received an influenza vaccine in the past? -
. Z N N \
SETICASINI S FEEE S NG D EIH o Nohinx o Yes (3
2 Have you ever felt sick after receiving a vaccination? O Yes 3
CNETICFHEEZZITTCEGHEBI BRIz ENBDFIM
O from receiving influenza vaccination
2 A A
S IIVT ST - No 7
O from receiving other vaccination - ZAth
Name of vaccine - F5i%fEs#
3 Are you feeling sick today at all? N
SH. HICBADBVETSHBOETH D Yes 5% H No 731
4 Are you currently seeing a doctor for any sort illness? \ VS
B, AN ORE CEMICAN > TNETH M Yes (& H No bz
- Are you receiving treatment (such as medication)? \ VS
B (B E) ZBITOEIN H Yes 13 H No iz
+ Has your doctor given you permission to get the flu shot
today? ZDRKDEREICIE. SHOFHIEEZZITTHLL O No LWhx O Yes (FL»
EEONFLIEM
5 Have you been sick in the last month? -
\ \
Bf 1 5 BUAICRRCAD D FE LD M Yes [ H No iz
6 Have you ever been diagnosed with a serious illness? [0 Yes (&L
SETICEERRTICHD > IecENBDEITH O Nerve disorder (such as Guillain-Barré Syndrome)
IRRE (5oL —ERER )
[0 Lung (such as severe asthma) NS
ITIREFEE (EEOSEEHERE) = No binz
0 Cardiovascular - 0iEmESR O Kidneys - &
(] Liver - BHii [ Blood disease - mi&&E
[0 Immunodeficiency disease © S&EADSE
7 Have you ever had a seizure (convulsion)? 0 Yes &3
SETICIHFVNA (OEFDW) ZRSULEEZENBDFEIH times - @< 50N 0 No A0
Date of last seizure - R#&(3 F Ata
YYYY MM
8 Have you ever had a rash, hives, or other reaction to certain [ Yes &%
‘medicine or food? ) ) . [0 Eggs - B8 [ Chicken - B8/
FEPRECHBICEULAPPUAFUANEEZED., AOEENELLR [1 Other - Tt .
DRIENBDEIN Name medicine or food - EFE /= (FRRDEME : [ No 7a
9 Has a family member or anyone you have been around O Yes L\D
contracted measles, rubella, chicken pox, or mumps in the last O No LA
month? 14 ALAICRECEBTRLUA. BLUA. KE. [] Measles - ’RUA, [ Rubella - EUA ¢
Bles<ERECH > IEBRNETH [J Chicken pox - Kf& [0 Mumps - B1eHm<hE
10 Have you received any vaccinations in the last month? [0 Yes (FLY [ No L\LE
1 7 BUARICFHiEEESZIFE LD Name of vaccine - H515iE4 :
11 (For women only) Are you currently pregnant? \ NS
(s (c) BREERL TOES D D Yes 13 H No iz

12 If you have any other health concerns or questions you
would like to discuss with the doctor, please state them here.
TOfh, BFRIREDZ ETEMICRTHEEzWLWZ R BN,
BHmcENnTLrZEN

Informed consent:

I have read the vaccine information sheet and understand the
benefits and risks of receiving the influenza vaccine today.

I declare that all the information provided above is true and I
give permission to Dr. Hisamatsu to administer the seasonal
influenza vaccine to me or my child today.

BIRDA > IV H T OF > (CDWNTDRBARRZ Fidr. SHRAE!
RIGICDWTEBELUIZS AT, AMEMICLDEREEZRFESNDES
FECELZLTTFE.

Patient’s or Caretaker’s Signature
AANFEL(IREEDESR X

Relationship with the patient - % :

*A parent or a caretaker must sign on behalf of a patient who
cannot sign their own signature and also indicate their
relationship with the patient.
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