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Preliminary questionnaire before anti-influenza vaccination
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* If you want to receive vaccination, fill out the items in Body temperature
thick-lined boxes. before examination °C
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Questions Answers Doctors
comments
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1. Have you read the explanation of the vaccination that
you are going to receive today? ;if . E?‘
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2. Is this the first or second vaccination this year? - First - Second
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3. [If the recipient is a child] Was there any abnormality Yes (please specify)
during delivery, at birth, or at infant examinations? 53 (E4KEIZ) No
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4. Ts there anything unusual about your condition today? Yes (please specify)
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5. Are you treated by a doctor for any disease now? Yes (what disease?)
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6. Have you contracted any disease during the past 1 Yes (what disease?)
month? B ELR) Nos
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7. Has anyone of your family or those close to you .
. contracted measles, rubella, chickenpox, or mumps Yes (what disease?)
within 1 month? . V5 (#H4) I;Io
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8. Have you been vaccinated within 1 month? Yes (what vaccination?)
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9. Have you ever become sick after vaccination before? Yes (please specify)
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10.Have you ever been diagnosed by a doctor to have a

special disease (congenital anomaly, diseases of the Yes (please specify)
" heart, kidney, liver, cerebral nerves, immunological v (BARESI) No
deﬁciency, or aothers)? A
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11.Have you ever had a fit of convulsions? Yes
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12.Have you ever developed rash or urticaria or become

sick afier taking a drug or eating particular foods (e.g. Yes (What drug or food?)
chicken, eggs)? HB(E, BRREA) No
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13.Jif you are a woman] Are yon pregnant now? ' Yes No
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14.

15.Please write anything that you want to tell the doctor about the state of your health in speclﬁc terms (e.g. state |
of medications).
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To be entered by physician
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On the basis of the above inquiry and examination, 1 judge that today’s vaccination should be
.(proceeded/cancelled).
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Physician’s signature
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Adfier bearing the resulis of the preliminary evaluation, will you recelve vaccmatlon today? (Yesto)
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‘Signature of the recipient’s surrogate (if adult, recipient in person or a surrogate)
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vaccination vaccination
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