
Physician´s signature

This questionnaire has the purpose to ensure the immunization´s safety. I´m aware of that and agree with
the submission of this questionnaire to the Hamamatsu city. 

Year Month Day

Address
 Hamamatsu-shi Temperature

Telephone

Please fill in the blanks and circle the appropriate answer
(Especially the blanks in bold frames)

Immunization Date

years months old

Questions Answers Dr. Use

Have you read “Vaccination and Children’s Health” and understood the vaccinations you will be taking today? No Yes

Gender 
(    ) M
(    ) F

Birth Date year  month  dayName of the  child

Name of the guardian Age

Please answer the following questions about the child.
Body weight at birth (                     ) g Did the child have any abnormal findings at delivery? Yes No

Did the child have any abnormal findings on the 1st few months of birth?

   If yes, describe the symptoms :  (    )

Has the child ever been infected by the varicella virus before? Yes No

Yes No
Has the child ever been indicated to have an abnormality in a medical checkup for infants? Yes No

Do you have any concerns about the child's health today? Yes No

Has the child been ill within this past month? 1 Yes No
 If yes, describe the illness   )

Has anyone in the child's family or friends had measles, rubella, varicella or mumps within this past month?
1 Yes No

 If yes, describe the illness    )

Has the child ever been treating of congenital abnormalities(diseases of heart,renal,liver,neurologic,
immunodeficiency or other serious disease)from birth to now? Is the child consulting any physician now?

    If yes, describe the illness 

Yes No

Did the doctor in charge for the treatment approved the immunization today? No Yes

Has the child received any immunization within the past month? (If yes, describe the date and circle the type)

Yes No
1

Date year month day 
Hib Infant Pneumococcal Hepatitis B B DPT IPV 4 BCG
Measles/ Rubella MR Varicella Japanese encephalitis Others    )

Has the child ever had skin rash or felt ill after taking any medicine or food?
 If yes, what kind of medicine or food 

Yes No

Is there any close relatives with congenital immunodeficiency? Yes No

Has the child  ever had convulsions? If yes, at what age? (    ) Yes No
Did the child have a fever at the time? Yes No

Within the past 6 months, has your child had a blood transfusion or an inoculation of Gamma Globulin?
6

Yes No

Do you have any questions regarding today´s immunization? Yes No

Has the child ever felt ill after receiving an immunization? 
Yes NoIf yes, what type of vaccine?  (   )

Has any of your close relatives ever felt ill after receiving an immunization? Yes No

Having received the doctor´s examination and explanation and having understood Yes No Guardian´s signature
the aims and effects of this immunization, the risk of severe side effects
and the vaccine injury compensation program, do you consent the immunization?

Doctor´s
Use

According to the result , today´s vaccination is: Possible Postponed

Gamma Globulin is a type of blood product occasionally injected as a preventive measure for contagious diseases such as  A-type Hepatitis and treatment of serious Vaccinations may not be
effective in persons who  have received a gamma globulin injection within the last 3 to 6 months.infections diseases.

( )
( )


