RI#K3 (15kR)

(R)

#HAE/N\NDZ

PRERBICET SHFES
APPLICATION FOR VACCINATION

B & AT
Address of applicant
20 : ) B iE &K%
B 5 & B H Name of applicant
Date of application (y. m. d)

ERRBREFE R : x
To the chief of Tokyo Quarantine Station Signature

FHHE M

Amount of fee

FHEBES (FHBCCERNLEESTY)
Reservation number

TK
FPHEREOHEITE TR OBYRHRELET .
FIHEEDIEITICET HAAEDRFTERELET .
[ apply for the execution of vaccination as specifield below.
[ apply for the issuance of the certificate with regard to vaccination.
wm & B &
Persons to be vaccinated
K 4% R |mEEERE | PRHEROEE | 1T S
Name Sex Date of birth [ Kind of vaccination |Destination Remarks
(y. m. d) (E%E Natinonality)
(YD) ﬁ*‘
Yellow Fever
(SYUHT)
(YD)
(YD)
(YD)
ILEHEDEE 1. BETREATHIE,
2. FEDXFIIKET S,
Notes: 1. Fill in block letters.

2. Strike out the unnecessary indications.
X WZEELBAABRE. SREFICTHREICEEL, FHERSELUNOEMTIEFERAV:LEEA

% Your contact information will be held in the strictest confidence as per our privacy policy.



RI#K3 (15kR)

[EEABSample]
=) BN B R— LRy T RAEE S

% #E7E H Date of vaccination
20 25 .4 .15

B3 & A H
Date of application (y. m. d)

KR ®m®REMNE

B

IR A EN#RIZRE D T (S TRE S0

Please bring it without affixing the revenue stamp to the document.

PRERBICET SHFES
APPLICATION FOR VACCINATION

To the chief of Tokyo Quarantine Station

FHEREORTETLORBYPFELET,

FrERORTICET SAZEDORMNERFELET,

X CRESZIMTHESNSESIT,
REFOEMERZETHRALLEND

BEE SR HREAOOKAAI-2-3—101

Address of applicant

BEER A B E — B

Name of applicant

B &
®R Z — R
£ 4
Signature
FHEHE 17,680 M

Amount of fee
FHERIBEES (FHHICERNLEEZETY)

Reservation number

0415 TK 02

[ FHHE) BEEARSOESEHEEHE
144:17,680M (1 person)

I apply for the execution of vaccination as specifield below. 24 35,360 (2 persons)
[ apply for the issuance of the certificate with regard to vaccination. 3%, ;53:040F':] (3 persons)
i b s = 444 :70,720F (4 persons)
Persons to be vaccinated
K % Rl | mEx=RAR | FRHEFEDIER | {7 S
Name Sex Date of birth | Kind of vaccination |Destination Remarks
(y. m. d) (E%& Natinonality)
IR TAZE V655 ZE
B E — 5B |1990.7.14 H—F JAPAN
Yellow Fever
OL YA
(5070%) AEBREENE. BRSO
| CREROBARR. 2RASETBALEL AECRAGEES
(SYH7E)
[1T5cih]
(SYUDE) HAFHERNDEGZEREIRALLESL
) x@Rk.FIVA. OISV .H—F
(3U5%%) KEDHE, [RE |
HA—RADHZE. MR A
SEHEDIFE 1. BETREATHIE,
2. FEDXFIFKETHI L,
Notes: 1. Fill in block letters.

2. Strike out the unnecessary indications.

X WEELEAERSE, SREFICTRECEEL PHERSEUNOBMTIERANLEEA

X Your contact information will be held in the strictest confidence as per our privacy policy.



BB | REURERT

AUHE 2 (155R)

Name of Vaccination Facility : Tokyo Quarantine Station

FHHiEERZE #£ B B Date (Year/Month/Day)
Vaccination Inquiry / /
MKARFEHR%FEA L TLEEL, Please fill inside the bold line.
AN sva THREES BTEEES  Phone Number
Reservation No.
K% Name TK
. _ REHEEES (R)
KZRO—~<=F Passport Name (/SZK— DR ER—DELHD) e e :
Emergency Number ( relation )
( )
= _ fREEEK % Name of parent/guardian
{E£FT XRALEDHE Only for the use of minors
Address
44 B H(FEE) Date of Birth(Year/Month/Day) Fhp  Age M5 Gender E%£ Nationality
. S O%x %
/ / i o4 OBA - ( )
Male Female
& D t n .
EREFEH Departure 20 / / JEfTsE  Destination
(Year/Month/Day)
L Slghtseelng JHTEHART  Duration HfE days
SEMLER  Purpose [+ Business
> (%% Study abroad BT F VEBOR O #0[E  First time
0% ot Other( ) Yellow Fever Vaccination ( )alE times
ZRAOMRE o A H DA OB Good
Body Temperature Today's condition 0 B< %W Not Good
BE. UTORKUD D> TLD, ERIFERLTLET D, ¥UTOOKLLA bL<E O RICEA eI OLWnz
Are you currently suffering from or receiving treatment for any of the following diseases? Yes No

ORI S Fever OB &% Renal Disease
CIFFigs% Liver Disease O+ Common Cold
O##ZEDAES Nervous system disorder

O#EFRf® Diabetes
0% &2 Asthma
ORl0fFS Dental Disease

O/BEJE Heart Disease
CIRZ &% Skin Disease
OImiEDAES Blood Disease

O ERADNE Immune deficiency syndrome 0% oty Others( )
XELRORK[ELIDAEICKE T 2HE. BAT I/ F VERBICOVWT, ZRELLFAZHBTVET D, L&y Ouwnx
XIf any of the above applies to you, did your doctor give you permission to receive the vaccine today? Yes No
RE, @AHEEERLTVET D, Oigu Ouvnx
Are you taking any medications? (e.g., cortisone, anti-cancer drugs, biological products, etc.) Yes No

# &4 Describe details :

INETICART 2L BMRAUHLD Tz & ldH Y T D, Oz uv LWLz
Have you ever been hospitalized for any medical treatment? Yes No
S£#M Describe details :

INETICREDET(RERD) LZHINZ Liddhl £31, Oz uv LWLz
Have you ever been diagnosed with immune deficiency syndrome before? Yes No
3 AUARICEHIICH Y v/ A7 Y v OREEZZ T e HY 2T D, Ok Oz
Have you received a blood transfusion, plasma, or y -globulin in the past 3 months? Yes No
e EEDENEEA O A DT Eh s, 2 ANRRmER I -205 Y £9 5, OE Doz
Have you ever had a thymus disease (including myasthenia gravis) or undergone a thymectomy? Yes No

17 BUAIIC, LA BLILHhE 47T Y COVID-19FD 7 A L RBEEEICHDY £ LD, mIEIn Ounnhz
Have you had any of the following illnesses in the past 4 weeks? Viral infection such as Measles, Mumps, Yes No
Influenza or COVID-19 .

15 AUAIC. HH-OKREPRERE. NEOBEEECHRREZFICELAY. i<, 1V 7LV,
COVID-19%D 7 4 L RBHEE IS A D > TV B H IRV E LA Oiuv dununx
Has anyone in your family or among colleague (for infants, playmates) suffered from Measles, Yes No
Mumps, COVID-19 or other infectious diseases in the past month?

XEELHYET

X Flip over and fill in the other side



15 BUAICEL FhHEEZZITE LD, RITLHBEEF. BEALBTEAL TS L, il;th\ EL\L\i
Have you had any of the following vaccinations in the past 4 weeks? Yes No
COpFZ Measles( /) &2 Rubella( /) O#F7s5 <8 Mumps( /)
O7k¥& Chickenpox( /) [OBCG TB-vaccine( / )
COIABIRFT% Hepatitis AC /) OB#EIAT% HepatitisB( /) O#fgR Tetanus( /) C¥ERJE Rabies( /)
(% Db Others( )
IIPBH, E7F VAEDR Y TP LAX—RIGHHEZ EHH Y £TH, mIEIN mRTe
Are you allergic to eggs or chicken, gelatin, or any other foods? Yes No
HERT7ILI—LT, RBNKREo7ZendbY £9D, OiFu LR
Have you ever had skin redness caused by ethanol used for disinfection? Yes No
EOFHERECEMRBSIHIZY . BANEBEL B2 Lldh Y £91, mIEIR Ounwn g
Are you allergic to any drugs or vaccinations? Yes No
RIRICEPLFHERTEREHIHEZY ., BEEPEC Ao AITVE T, mIEIR Ounwn g
Is anyone in your family allergic to any drugs or vaccinations? Yes No
THEDD  |BEELT. R, 73R C 5 ARk s ) 29 1, it vz
Women Only |Are you currently pregnant, possibly pregnant, or breastfeeding? Yes No
MUNRDSERIIREEDAAUTHEEAL TS, kFill in below if the vaccinee is a minor.
Fip(B#E ) Age (Year and Month) b ( ) 7% year(s) ( ) » A month(s) old
H A A EE /B K Birth weight/Birth weeks H A B AE Birth weight( ) g /8% Birth Weeks( )3E weeks
NBREICFEDEEN DY £ L7=h, o A4
Did your child have any abnormalities at birth? Yes No
HBRZTCEELNHDEEbNIZIELHY FTH (REOENKELY) , IS Y
Does your child have any abnormalities, such as developmental delays? Yes No
1 ELURICITVNARPOZEDIFEEI L2 DY £ mEIR Y
Has your child had any convulsions in the past year? Yes No
HEIZDBFIADFIC, EREREREEZHINTLEIHIFVET D, IS Y
Has any of your children been diagnosed with congenital immune deficiency? Yes No
EFTEPN
OPERmME (B2 - WEMR - 0&F - M2 - T 0B HNAR)
FEREIRNEHE (L - HY ) XHYOFBEIILUTICHERZ L,
<EBER> J0F % BEHRTOFVINA Ay hES
A—h—%: Sanofi Inc. EREBR:
B - Ag: 0.5mL BT iEsd EEHSAa: OFEm O/ O% ot ( )
U EMEZB LURROBR. AROFHEREOAS mE) mEN)
- FRHEREICHT 2 EEREE £ IIREBEORER OB ohn OBohah -7
ZER - BERR BYEMDEH
20 F R =]

FHEREICET 2MAZZ . PERERCFOHEBRROIZFEEZEOERLEL-OT, FEHOFHEEEZRITS Z L ICAR
LEY,

| have received and fully understood the explanation about the vaccination, including the results of the medical examination
and precautions after vaccination. | agree to receive today's vaccination.

FAFLRBFREEOREER

Signature (For minors, signature of the parent or guardian)

MW EE L-EAABRIE EREMICTHEICEREL, FPHERESEUNAOBNTIEER WL EE A,
X Your personal information will be held in the strictest confidence as per our privacy policy. (2025/31F5%)




BEEHKEIL | REURERT

Al#K2-1(15k%)

Name of Vaccination Facility : Tokyo Quarantine Station %Bﬁgiiﬂﬁg?% ﬁ Date (Year/l\/lonth/Day)
Vaccination Inquiry 2025 / 4 / 15
MKABRAZIEAL TL &L, Please fill inside the bold line.
7YUHF ¥ ZQAv ﬂggi?%% EEES Phone Number
Reservation No.
4 Name ®E KHP 0415 TK 01 |090-1234-5678
BRAREEES (it
KZRA—~<%F Passport Name (/SRR — DXL LEFE—DH D) SEA bR () _
Emergency Number ( relation )
KENEKI TARO 080-8765-4321 ( )
= _ TReEE B4 Name of parent/guardian

LESin T 135 0064 MERALE DA Only for the use of minors
Address RRIIRREEB2-7-11

£ E A H(FEE) Date of Birth(Year/Month/Day) Fhy  Age 5] Gender E% Nationality

S O%tE
1990  / 7 /14 w30 = ~ mEA - ( )
Male Female
TETEH Depariure 20 25/ 5/ 10 EfinsE  Destination IHYZ, T=TF
(Year/Month/Day)
@ik Sightseeing yHTEHARE  Duration 14 B days

EREM  Purpose [(J/£= Business

[(J¥8% Study abroad HET 7 F BRI M #0[E  First time
0% oAt Other( ) Yellow Fever Vaccination 0 ( JEIE times

ZRAOMRE A o ENEIOY ME WL Good
Body Temperature | '~ SETAELET Today's condition O B <%V Not Good

WRE. UTOFEKUHA D> TWDB, FRIETEELTVLWETH, xUTFodicL s, L<E 0 RICEA

ME L RIRIAY-4

Are you currently suffering from or receiving treatment for any of the following diseases?

Yes No

O 2R S Fever & &% Renal Disease O#EFRf® Diabetes
CIfFA&S% Liver Disease O+ Common Cold Oz 2 Asthma
O DFES Nervous system disorder

ORl0fFS Dental Disease

O/BEJE Heart Disease
CIRZ &% Skin Disease
OImiEDAES Blood Disease

O % & AR4E%E Immune deficiency syndrome % Dt Others( & FRER I fE )
XELRORK[ELIDAEICKE T 2HE. BAT I/ F VERBICOVWT, ZRELLFAZHBTVET D, MLy Ouunz
XIf any of the above applies to you, did your doctor give you permission to receive the vaccine today? Yes No
RE, @AHEEERLTVET D, MiEw Ouvnx
Are you taking any medications? (e.g., cortisone, anti-cancer drugs, biological products, etc.) Yes No
#H¥ 4 Describe details : 7z7V7

INETICART 2L BMRAUHLD Tz & ldH Y T D, MiEu Ouunz
Have you ever been hospitalized for any medical treatment? Yes No
ZE#l Describe details : 20i% BT TEFEM

INETICREDET(RERD) LZHINZ Liddhl £31, mEIR =Y
Have you ever been diagnosed with immune deficiency syndrome before? Yes No
3p BURICENCAY </ A7) v ok5aZT -2 enbh Y £31, Ol L N4
Have you received a blood transfusion, plasma, or y -globulin in the past 3 months? Yes No
PR E(EERBENEEZ D) ICHD 722 e b D, FRIERBRERTEZ T -SErH Y £, IR Ly 3
Have you ever had a thymus disease (including myasthenia gravis) or undergone a thymectomy? Yes No

15 BUAIC, 1Tl BESL<AE, 41 7T COVID-19FD 7 A L RBEEEICAD Y £ LD, EAR 7SN AY-4
Have you had any of the following illnesses in the past 4 weeks? Viral infection such as Measles, Mumps, Yes No
Influenza or COVID-19 .

I» AR, bBEORGCHAR. NEOBa B0 REEC & LD, Blslht. 1Y J LT,
COVID-19%D 7 4 L RBHEE IS A D > TV B H IRV E LA OEwn Eunz
Has anyone in your family or among colleague (for infants, playmates) suffered from Measles, Yes No
Mumps, COVID-19 or other infectious diseases in the past month?

XEmMbHY F9

X Flip over and fill in the other side



1 RURICEAD FREEERITE Lich, BUBEE. BEABZALTILE L, ME Ouvwnz

Have you had any of the following vaccinations in the past 4 weeks? Yes No
OFF2 Measles( /) MRE% Rubella( 3/15 ) O3S HE Mumps( /)
O7k¥& Chickenpox( /) [OBCG TB-vaccine( / )
MAZIAF % Hepatitis A( 3/30 ) OB#EIAT% HepatitisB( /) O#fER Tetanus( /) C¥ERJE Rabies( /)
0% Ot Others( )
IIPEAN, 7 FVREDERYTT LILF—RIENHIZZ LD Y T, mIEIn L 2
Are you allergic to eggs or chicken, gelatin, or any other foods? Yes No
HEBRT7NLI—LT, EENIKR Bo7z2ehHY £Th, mIEIR U2
Have you ever had skin redness caused by ethanol used for disinfection? Yes No
EOFHERECEMRBSIHIZY . BANEBEL B2 Lldh Y £91, mIEIR U2
Are you allergic to any drugs or vaccinations? Yes No
RIEICECFhEREcERENEY . BB Ao AW E T, Ol U Y4
Is anyone in your family allergic to any drugs or vaccinations? Yes No
THEDH  (RERAD, FRD. EARFRERLTVWAHREEIEHY 3, LEDHEE mIEIR Ouwn g
Women Only |Are you currently pregnant, possibly pregnant, or breastfeeding? = Yes No
MMNERDBE R IIREEDAAUTHEEAL TS, xFill in below if the vaccinee is a minor.
F# (A £ ) Age (Year and Month) i} ( ) 7% year(s) ( ) # A month(s) old
HH 4 A EE /5B 8 Birth weight/Birth weeks H A BFAE Birth weight( ) g /B Birth Weeks( ) weeks
DGFFICRINEELH Y £ LD, g w R4
Did your child have any abnormalities at birth? Yes No
HBRZTCEELNHDEEbNIZIELHY FTH (REOENKELY) , mEIR Y
Does your child have any abnormalities, such as developmental delays? Yes No
LEUARICITVNARDEDFEB I LI LB Y 3D, OiZ L LR
Has your child had any convulsions in the past year? Yes No
HRIZOBFIADRIL, ERERBERELEDHEINTULEHIEWVETH, mEIR Y
Has any of your children been diagnosed with congenital immune deficiency? Yes No
ESHIEPN i
OZRE (R - WER - L& - 2 - TOhEERNFFER)
BRI ~REHE ( B#L - HY ) XbYOBEIZUTICHERZERCE
<EEEHR> 7IFv&: BET O F ] =
A—h—% Sanofi Inc. EEAJI\E
B - Ag: 0.5mL & T 5 Ei OBk 0% oft ( )
CUEMZE L UOZROBR. RO FHEEDAIS ) LIAA]
- FREREICH T 2 IEEE FAATREFORR dEons Oohiugh -7
EER - BER BYEMDEH
&F A H

FHEREICET 2MAZZ . PERERCFOHEBRROIZFEEZEOERLEL-OT, FEHOFHEEEZRITS Z L ICAR
LEY,

| have received and fully understood the explanation about the vaccination, including the results of the medical examination
and precautions after vaccination. | agree to receive today's vaccination.
TAERFREEOREER
Signature (For minors, signature of the parent or guardian) &E $ ﬁF HE

MW EE L-EAABRIE EREMICTHEICEREL, FPHERESEUNAOBNTIEER WL EE A,
X Your personal information will be held in the strictest confidence as per our privacy policy. (2025/31F5%)




s 2 (15 i)

S BT 5 A T ROk O R 1A

AT HRIZTES 26 R DOBUEITE S < BV PRI O FECB & LT
TE D O IV FECEH R 2 B U 7 AR TR L9728 224
BRAST DIGE TSRO £ A,
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