Vaccination Inquiry Form (General) —f&H ¥ H#EEm T2 = 0 % A

Year Month Day

m

It is very important to know your medical history and state of health. All information given here is strictly confidential.

HERE=OBREELMARAEEZIMIRBL TR EEIAYAETY, BAFBROMELSTONTT,

General Patient Information BE D15k

VAT
Lastname [0 O O O O O O | Firstname(s) %
Male Q%  Female(Q%[J  Occupation Bz | Nationality E%&
Date of Birth 44 A B[ Year: OO OMonth: Day: | Address
— in Japan
Language(s) S8 ] HATH
Phone number &E5F * ] AT

E-mail /fax A—JL - T7vI X J

Desired Vaccination(s) FRiiEiENZoHE

Please select the vaccination(s) you wish to have. 4 [E#FE 3 518 BIZEN%& A4+ TS0

O Measles /N> (O HBV (Hepatitis B) BE/AF 4%
QO Rubella &% QO Hepatitis A AZUFF4¢
(O MR (Measles & Rubella) () Chickenpox 7K4&

NoH-RBEE
QOther (please write) ftb

O Pneumococcal vaccine fifi % BkE
QO Japanese B Encephalitis B A%
O HPV vaccine ¥& &N A

OQFluqvoLzoYy
O Mumps H1=3<00E

Do you have a regular doctor from another clinic? M MYDIF DERIE D EEKETD
NOO YesO Was your doctor consulted about the above desired vaccination(s)? No O Yes O
- - AMYDITOERRC EEEDOFHERCEAL TR 2EAERIAEIEEELEN

Have you had any vaccinations during the past month? 14 B L RNICtOFhEREE 2T ELEM

NOO YesO> What? {f]

Date of vaccination: 2177/=H  Month: A Day: =

Have you ever become sick after having a vaccination? 4 £ CIZF B EEE 2T TEENER>IEHYETH

NOO Yeso'b Please give details ZFHIZEWNTREL

lliness and Surgical History BXtEFE, FiikE
Please select any illnesses you have had. &2 J 2K RBICEIZ DT TREL

(O High blood pressure /& £ O Kidney disease &7
O Diabetes ¥ R4 O Liver disease fF &%

O Heart disease 1I0M& &
O Cerebrovascular disease fXIME & &

O Thyroid problems EkRE %
QO Asthma 2

QOther (please write) 1t

(O Convulsions or Epilepsy [T\ LA TAAA
QO Tuberculosis ##

QO Hepatitis Bor C B/CHEfF#

QHIV /(X

Have you had any operations before? F1fif&

No(D Yes(O» What? fRIDFHir

—

Have you had a blood transfusion? i1 /&
No(D Yes(O» What was it for? D %

—

Do you tend to bleed much? H IR No O Yes O Not sure O OB

Family History Ri&FE

Please select any illnesses your immediate family have had. $5& T

(O High blood pressure 7 I £ O Kidney disease B &5 QO Cancer #
QO Diabetes ¥ R4 QO Liver disease T

QOther (please write) 1t

QO Hereditary diseases &= FEHE& &

Go to REVERSE SIDE
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Allergies 7 L )L ¥ —

Have you ever been allergic to anything? (medicine, food, other) 7L L ¥—NDHE(E, B~ Y. fih)
NoQ) Yes(O» What? faic

Have you had side effects caused by medicine? EDREI{EADE &
No() Yes(O» Which medicine? ¥4

Have you had problems after having a local or general anesthetic? 4 & X & /5 BT FkE: FE
No(Q) Yes(Op What? fijlc

Questions for Women &#A D EFRI

Are you pregnant? EIRLTLOET A
No(D Yes() Notsure) hhdil

Are you currently breastfeeding? 5. ##ZHTIH
No O Yes O
Are you taking contraceptive pills? %, B#EAOELZRALTETH

NOO YesO
Recent Health and Medication FRiED R & I EE

 —

—

—

o

Temperature: &8 C

Does you have any physical complaints today? 4 B{KICESHBNEZANHYETH

No(Q) Yes(O» What? 7] J
Have you been sick during the past month? i 14 A LLAIERIZHAYELF=D
No(D Yes(O» What? fi] |

Are you currently taking any prescribed or over-the-counter medicine(s)? 4. L AEXITFTEELRALTOET M
No(D Yes (O» Which medicine(s)? A0 3%
ad ad ad OBufferin OAspirin OWarfarin (‘Coumadin,' 'Warfilone,' 'Marevan')

0 0 1 (QOther: Please write the medicine name(s). £ % EAHIZENTREN

O O CJOWhy are you taking it/them? Al %

—

Treatment Preferences and Medical Fees iaBOHLB L ERE
Do you have Japanese Health Insurance or private medical insurance? B ADRREE X (Tt DFANERRRITZHIFLTY H

NOO Yes O

Please return this form. Thank you.

Consent to Vaccination(s) #iiEEna > b

Patient's name: Signature:
BEOL ] o

Date: 8 H * Year: Month: Day:

_—

Doctor's name:

EEMDAE]
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