Vaccination Inquiry Form (Children) FHAFHEREBIIFLE & o w s

A H

It is very important to know the child's medical history and state of health. All information given here is strictly confidential.

BFHROBEELARRAEFRNIEBLTEERIRUAETT, BABEROMESTFONET,

Parent/Guardian Information $ - (R EENDIEIR

T+
Last name [ OJ OJ OJ OJ OJ OJ J First name(s) %
Male(Q%  Female(Q#x[]  Nationality E£E | Language(s) &
Occupation B2 (1 | Address
in Japan
Phone number E&E[] ] BATOH
E-mail/fax A—JL-T7v4Z | R
Relationship to the child &F1kEDEEZR J
Child Information &FH#D15E
VAT
Last name # 1 (] (] (] (] (] O] J First name(s) %
Male(Q%  Female(Q% [ Date of Birth £ 4 § B Year: Month: Day: | Language(s) &

Desired Vaccination(s) FRiisiEN T2 HE

Please select the vaccination(s) you wish the child to have. 4 EIF 2 9 518 BIZEl & 1T TZE0

QO DPT-IPV miER & QFuavaLzIy O Japanese B Encephalitis B #Afix ¢

QO Chickenpox 7k & O Rotavirus B4 JL A O Pneumococcal vaccine fifi % BRE

O Mumps Br=A3<mE OBcGeE—v—o— QO Hib (Haemophilus Influenza type B)

O MR (Measles & Rubella) (O HBV (Hepatitis B) BE!fF 55 BRAVINI FEIITY
HRLABRLAERE

QOther (please write) fif

Does the child have a regular doctor from another clinic? M MYDlF DEEMIE D EFIEEE TD
NOO YesO Was the doctor consulted about the above desired vaccination(s)? No O Yes O
AMYDITOERIC EEEDOFHERCELTRZIT2EAEKIAEIEEELEN,

Has the child had any vaccinations during the past month? 14 B LIRIZfthDF BhEEE ST ELE,
No(D Yes(O» What? fi] Date of vaccination: 2177=H Month: A Day: =

Has the child ever become sick after having a vaccination? § £ TIZFBh#EEE 2T TEGNEG>F2EHYET M
No(D) Yes(Op Please give details F##fiEEN TR

Birth History and Development HHEKORERURFIC DT

Weight at birth H4£ERHAE Kgr ™ Height at birth 4 RFH & cm

Were there any complications during the child's delivery? 2 - R FEIXHYEL=H

No( Yes(Op» What? fd |
Were there any problems after the birth? HHAE&IZEEABYELI=H

No(D Yes(O» What? fi] |
Were any abnormalities noted in the child's last checkup? &E DI REZL TEELH DL DNTEMNHYES H

No(Q Yes(O» What? i J
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Current and Past Physical Condition &:f &iBZEDOEHAICDLTHOERM

[

Temperature of child: ;& C
Does the child have any physical complaints today? 4 B{&IZE &N ENEIANHYES H

No(D Yes(O» What? fi] |
Has the child been sick during the past month? F3fE 14 B LLAISRESKICHAAYELH

No(D Yes(Op» What? fi] |
0 0 Is the child currently taking prescribed or over-the-counter medicine(s)? 4. LA E X EFFEERALTWOETH

No(Q Yes(O» What? fi] |
Has the child had any major illnesses in the past, such as congenital heart, liver, kidney, cerebro-neurological or immunodeficient
diseases? BEEFRE: XML, I, B, Mg, RETLE0EETOM
No(D Yes(Op» What? fi] |
Has the child ever had convulsions (seizures)? D&EDIF (IFLVNMA) ERILE=CENBYET H
No(D Yes(O» Atwhatage? fAl5%I= ? year(s) % month(s) 7 A

Did he/she have a fever with the convulsions? D& DI =B EH#£->TLELEDA No QO Yes O

Has the child been allergic to anything (drugs, food, eggs, chicken, other)? 7L L ¥—DHHE(FE, E~Y). IIXILIBA. )

No(D Yes(Op» What? fi] |
Has the child had a blood transfusion or gamma-globulin injection? 4 & CIZEII X LAY /0T S E T N HYETH

No(D Yes(O» What? fi] |
Have any other members of your family or the child's friends had measles, rubella, chickenpox or mumps in the last month?

17 BURISRIE, FROKETHS, RS, KE. SLADEEORIOHHNNEL D

No(D Yes(O» Please give details FffiEENTTFE(

Has anyone in your family been diagnosed with a congenital immunodeficient disease?
RIRIZ, ERMRESSELDMER T ATNETH

NoO YesO> What? {a] J
Treatment Preferences and Medical Fees BN R E L ERE

Do you have Japanese Health Insurance or private medical insurance? B ARDRIREE X [EtDFANERRBIEZHFLTTH

NoO Yes O

Please return this form. Thank you.

Consent to Vaccination(s) ®iigEna > b

Parent/guardian's name: Signature:

B-REE DL YAy
Date: A B * Year: Month: Day:

Doctor's name:

EERT D4 Bl
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