
* Please fill in the fields only enclosed by the bold line. ℃

Doctor's

note

  Yes   No

  Yes

Yes: Please explain in details

( )

( )

( )

Name of disease or symptoms

( )

7. Within the past month, have you been in contact with someone or family memberes Yes : Name of the disease

( )

Yes : Name of the vaccine

( )

Yes   No

   ① If yes, when did you take last Flu vaccination? (     / )  (yyyy/mm)

   ② If yes, have you ever felt ill after receiving in Flu vaccination? Yes (symptoms: )   No

   ③ Have you ever felt ill after receiving any other vaccinations?   No

( )

Yes : Name of the disease

( )

    If yes, does your doctor allow you to take the vaccination this time?   Yes   No

     How many times? ( ) ( )

     Did you have fever when you had convulsions? If yes, (                ℃ )   No

( )

13. Have you had any allergic reactions including skin rash or hives after receiving 

   medication or eating foods (Especially chicken eggs or chicken based products)? ( )

Yes : Name of the vaccine

( )

Yes   No

  Yes   No

Doctor's column

After medical examination by interview and diagnosis, I've judged today's vaccination is ( Possible  /  Postpone ).

I gave medical explanation to individual and acknowledge about the efficacy and side-effects of the vaccine.

Doctor's signature    (     　　　           　　                               )

After hearing the medical explanation by the doctor and acknowledge about the efficacy and side-effects of the vaccine,

 I agree to take the vaccination today.  Signature　　　　   　　(        　　　　　                                       )

Name of the vaccine given (                        )     Venue (                             )

Injected vaccine's volume (           mL)                            Name of Doctor (                                  )

Lot number (                                         )      Time and date of the vaccination

( Time:                  /Date:                         )

16. 【Question only for women】 Are you currently pregnant?

17. If you have any concerns about your health, please write down your comments.

1. Did you read and understand the explanation of the immunization being given today?

 Flu Vaccination Questionnaire

5. Are you currently receiving any medical treatments?

6. Have you been sick within the past month?

2. Is this your first Flu vaccination this season? 

【In case, a child is taking an Flu vaccination this time】

15. Has anyone in your family members ever diagnosed as congenital immune deficiency?

      lung disease and bronchial asthma?  

12. Have you ever diagnosed as disease of respiratory system such as interstitial Yes：when were you told by a doctor?

  No

treatment ( ongoing / discontinued )

14. Has anyone in your family members ever felt ill after taking any vaccinations?

  No

  No
10. Have you ever suffered from particular disease such as heart, kidney, 

  No

Yes : Name of the disease

11. Have you ever had convulsions?
  No

     who had measles, rubella, chicken pox, or mumps?

No : (         ) times

Name

  No

3. Did a child have any unusual disorders or reactions when he/ she was delivered or

    at infant health checkup?

8. Have you taken any vaccinations within the past month?

9. Have you ever taken Flu vaccination?

    liver, blood, cerebral nerve, immunity disorder, malignant tumor, or other disease?

Yes: Name of the vaccination and your symptoms

Yes : When was your last experience?

Yes : Please explain symptoms

  No

  No

  No

  No

Body Temperature

ResponseQuestions

Yes ： Name of the food or the medicine

4. Are you suffering from any unusual disorder today?

TEL (             )            ―

Male

  ・
 

Femal

e

Date of Birth

  No

Residential Address

   /        /

(                 yrs old )

YYYY/MM/DD




