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VA A1H body temperature before o
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higarana Sex Date of Meiji- Taisho - Showa (please circle the era name)
recipient male birth year month day|
pient's name
female | age ( ) years old
l Questions Answer = Bfi 5T AR
Have you ever received a pneumococcal vaccination?
If you answered ['yes ]you are not eligible for this vaccination. yes no
Have you read the city instructions about getting the pneumococcal vaccine today? yes no
Do you understand the effects and side effects of today's vaccination? yes no
Are you currently suffering from any illness>
. yes no
If l'yes], Disease name( )
Are you receiving treatment (medication, etc.)? yes no
Did your doctor aproved you to get vaccinated today? yes no
Have you ever been diagnosed with an immunodeficiency? yes no
Are you feeling unwell today?
] ) yes no
If Tyes|. Please describe the specific symptoms ( )
Have you ever suffered from any chronic illnesses such as heart disease,kidney disease, liver disease or blood disease?
. yes no
If f'yes], Disease name( )
Did your doctor treating for that iliness aproved you to get vaccinated today? yes no
Have you had a fever or been sick within the last month?
. yes no
If Tyes], Disease name ( )
In the past month, has anyone close to you, such as a family member,had influenza,measles,wind flu,chickenpox,or
mumps? yes no
If f'yes], disease name( )
Have you received any vaccinations within the last month?
o yes no
If Tyes ], type of vaccination ( )
Have you ever become ill after receiving a vaccination?
o yes no
If Tyes ], type of vaccination ( )
Have you ever had a skin rash of hive of felt unwell after taking medicines or eating food? yes no
Have you ever had a seizure? yes no
If T'yes], Did you have a fever then? ( )age yes no
Have any close relatives become ill after receiving the vaccination? yes no
Do you have questions about today's vaccination's yes no
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Column to be filled out by the person (vaccinated person)  (Please fill out this form after your doctor examined you and determined that you are eligible for vaccination. )
After receiving a medical examination and explanation from a doctor and understanding the effects and purpose of the vaccination, the benefits of the vaccine, and the possibility of
serious side effects, do you wish to receive the vaccination?
[ yesiwish + no,idontwantto ]
The purpose of this pre-examination form is to ensure the safety of vaccinations,
understand this degree to submit this pre-examination form to the City or Town.
Date Reiwa year month day
Personal :Please be sure to fill this out even if you have someone else to sign it SXPlease fill out only if you are unabe to sign in person.
S|gna.ture proxy's signature (rlationship: )
(required)
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