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Female | Age: y m Body weight: kg
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Address:
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contact in emergency
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relationship
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Please fill out this form correctly. In the case the recipient is a child, the parent or guardian should fill out this form. Please a check
the following.
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How is your condition today? CJ#y \Bad condition Body temperature
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Are you suffering from any of the following diseases or taking a treatment for any of the following? N
CHEvyy Odvinz

9 O3 EME S FFever 8P Renal disease [HERDiabetes [/DMgifiiHeart disease
CIATIE Liver disease (12> Common cold [IMg B\ Asthma [ Ji&J5Skin disease
OO K Nervous system disease [ B & Dental disease OYes [No
O D& Blood disease 5N AE Immune deficiency syndrome
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Have you been suffered from measles, rubella, chickenpox, mumps, COVID—-19 or other infectious OYes [No
diseases in the past month? Umyself Clother
Has anyone in your family, coworkers, etc. had an infectious disease? ( )
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Have you had a transfusion (blood, plasma or vy —globulin) within 3 months? [JYes [INo
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Have you had any vaccination in the past 4 weeks? [(JYes [No
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8 MEAEDTF D Are you pregnant or is there a possibility that you get pregnant? [JYes [INo
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Are you currently breast feeding ? OYes [ONo
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The following inquiries are for a child under 16 years of age.
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Did you have any health problems at birth? OYes [ONo
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10 |Has a healthcare provider told you that your child had problems such as growth retardation or

delayed development? DYes  DNo
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Did your child have a seizure in the past year? [(JYes [No
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Does the child have a family member or relative with congenital immunodeficiency? [(JYes [No
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I fully understood the information given about vaccination, results of medical examination and cautions after vaccination. I request
that I or my child named above will be immunized.
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Signature (If minor, signature of a parent or guardian)
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