Checklist for Influenza Vaccination
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1.Did you understand vaccination to receive today? No Yes
SEEHFHEEICONTERLEL L, g e
2.Is this your first time to get an influenza vaccination in this season? No ( times) Yes
S EEFZALINILFFHEEIES S —XIERTT A, i @8 N
Yes(please write down details)
3.Do you have any concerns about your health today? No
SH.KICEEOENEIANHYETH, (A1RV-3
H5(BEMI0)
Yes(Name of illness)
4.Do you have any diseases which you are currently being treated for? EXAC- L)) No
BE. MM DBRTEMICHAMN>THETH, Do you take the medicine?(Yes/No) Lz
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5.Within the past month,have you been sick? Yes(Name of illness) No
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Yes(Name of illness)
6.Have you ever had,and are you being treated for any of the following W5 R%)
conditions? N
:heart kidney, liver,blood desease or immunodeficiency syndrome,etc L‘t;‘.)l,\
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7.Has your close relative ever been diagnosed with a congenital v N
immunodeficiency? I;E\ L\L(\)i
BREBICAERERBETLLDESIN-ALNET N,
Yes ( times) H5 [EIRQ=1A
8.Have you ever had convulsions? No
SETIZHFVAA(VDEDN EBILEIENHYFETH, At what age( year months) g
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9.Have you ever had an allergic reaction after receiving medicine or Yes(Name of Medicine or Food)
eating a particular food(chicken or egg,etc) ‘ No
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10.Have you ever been diagnosed with a interstitial pneumonia or a Yes( year months)
bronchial asthma and are you being treated for? [ZLN & AC? No
:h?'C“FEﬁE’L@Hﬁ%bﬁ%fiuﬁuﬁ%%@ﬂ?w%&;&ﬁ%&%&ﬁéhs B |Are you being treated?(Yes/No) Lz
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Yes(Name of vaccination and condition.
11.Have you ever felt ill after receiving a vaccination? ) No
CNFETICFHEREZ T TRICESGDNELGSIERHYETH., [
H5(FhEES -ERK )
12.Within the past month,have you been in contact with someone who |Yes(Name of illness
had measles rubella,chicken pox or mumps? No
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13.Within the past month,have you received an vaccination? Yes(Name of immunization ) No
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14.(Women only)Are you pregnant? Yes No
(DA BEERELTCOET 2, o e
15.(Children only) Yes(please write down details)
Were there any unusual conditions at/after birth or at regular well-baby

No
check—-up? ‘ i
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16.If you have anything to inform about your health,please write down

details.
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To be complete by the Doctor. Doctor’s signature
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Due to the result of the questionnaire and medical examination,
today’s vaccination will be(given/postpned)

LEOBZRUVZEDNHR. SHOFHEERX( AEE-REaHEs )

After hearing the examination and explanation of effect and adverse reaction on vaccination by
the doctor,are you willing to get a vaccine?
( Yes/No )
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Signature(If children,sign guardian)
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Vaccine given Dosage Vaccination site,doctor and date
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Influenza HA Vaccine Vaccination site Sakakibara Sapiatower Clinic
Lot.No. sl HlY=wh2,
Hypodermic inoculation Boct.
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AT 29Fv EfiZ
Date BB YearfF Month A DayH
Chart No. . N
AILTNo. mL HourB Minute 73

* We will use the personal information only about a preliminary examination of the vaccination.
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