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Parent /guardian, ; Please fill those cells surrounded by thick line.
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(Target people) Those who were born between April 2, 2007 and oct1, 2009 and, people under 20 years old, among those who were born between April2, 1995 and April1 2007
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Questionnaire for Japanese encephalitis(Corrective measure) Chiba City
E AR — 1HIWIE 1 EE, IEImEI2E B2, EMEEREIL 4 AFRAL TS E S0,
No. of vaccination <— Mark "1" for the first time, "2" for the 2nd time of the first period and 4 for additional vaccination.
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Address Tel.
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Vaccination No. 1| 1 Date to be administered ><to be filled in by medical institution
S T T
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(Name in Katakana) : : year month date
w2 | | il A4,
: ! Parent/Guardian's Name
1 I ; e
Name ! ! 1~ O i 4 i % A
AFAH 7 P A E Age of the child years Months
1 I
Date of Birth | Year month date] P EHT ORI B 9
(T TR 75> — L 23> TSN T Body temperature before exam. °c Degree C
(1 Place the vaccination number sticker here)
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Questionnaire for Vaccination Answers Doctor's
comment
ASHZTDTHERICOWT, TETMOE LN TWEMAELFTAE Lz, [AYAV-4 (=g
Have you read the document from Chiba City explaining about today's vaccination? No Yes
A% T 5 0RFRERIZOWTESRALET, P ot
Please answer following questions about the growth history of the person to be inoculated today. == SPI=
AR Y MEREIC B E RN BV F L
) 9 I . Yes No
Birth weight Were there any abnormalities at delivery ?
HARICHRERH Y £ Lh, H-ot= Ehotz
Did the child have any abnormalities after birth? Yes No
HHRRZTRERDLDLLFE DN LD T, Hb A4A
W ere any abnormalities found in infant health checks? Yes No
A NCEASDE ZANRHY N
S RRICEADENE ZANRH Y 70 . g
Do you have any poor conditions today ?
BB 2EREENTIES Y, ( )
. Yes No
If so, describe symptoms.  ( )
I 1 A NSRS 200 F LTz, .
. . =4 A | ANAY-4
Did you become ill in the past month?
I A H: ) Yes No
Disease Name (Date : Name )
1AW, FRRWECHHICIZI L2, BLA, ATIEIZ 5, BLSIERED HIDO LN . DE
FL =, wie (A H: )
Have any family members or friends had measles, rubella, chicken pox or mumps in the past month ?
. . Yes No
Disease name (Date : Disease name )
1P AURNIC PR E T E Lieh, (B ) =4 A [AIAY-4
Did you have any vaccinations in the past month ? If so, dates and names of vaccinations. Yes No
EENTHSAETITHERERE ., O, B, I, g, RERRE,. £ OfoR<IT20
. BEBEOZE (BERE) 22T THETHN I DUz
KA ( )
Did you have any congenital abnormalities, heart, kidney, liver, cranial nerve, immune deficiency, or any
other diseases since birth, on which you have consulted with any doctors including dosage ? Yes No
Disease names ( )
ZTOWREFIREICIT, SHOTFH#EEZIT TCIWESbE Lz, (AYAY-4 =4 A
Did the doctors in charge of the above diseases agree to the child receiving today's vaccination ? No Yes
O&EDF (TWhAd) 2BZLEZER®Y £, (% MHE) ) =4 A [AYAY-4
Did you have had a convulsion or fit in the past? If so, around what age ? ( years months) Yes No
FEOLEENTE LI, =4 A [AYAY-4
If you answered " yes" to the above, did the child have a temperature at the same time ? Yes No
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As this sheet is read by a machine, please write carefully with a black ball point pen,
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Has the child ever had a rash or hives on his skin, or become ill with medications or food ? Yes No
INETETHHEREZST TREANELI R 03b Y 290, FHEER ( ) Hb A
Has the child had a serious reaction to a vaccine in the past? Name of Vaccine ( ) Yes No
EBRFICTHERELZZ T CREERELI R ANTWET A =4 A [AYAY-4
Have any close relatives of the child had a serious reaction to a vaccine ? Yes No
BB RERERR LB SN THDHITWVET D, B4 (A1AY-4
Have any close relatives who were diagnosed as congenital immune deficiency? Yes No
6MALRNICHMmBEWNEA LT/ AT DEFEZTELEZD, =4 A [AYAY-4
Did you received a transfusion of blood or an Injection of gamma globulin in the past 6 months? Yes No
EEBOHHH T, BETRL WS AEEIEHY £ H, R A
A
KITBEIETIRL TV ARREDH 2 A~NDEBIIEELI(HY FHA,
if you have mensuration, is there a possibility that you might be pregnant ? if so. this vaccine is not Yes No
suggested
SHOTHERBICOVWTHEMMRH Y 30, -
\ AYA
HD5E ( ) (48 (AYAV-3
Do you have any questions about today's vaccination?
. Yes No
If yes, please describe.  ( )
A =T —4 S i 1= 9 % B 44 Code
Manufacturer Name of Institution
Lot No.
A 2 IR i3 &£ A H
Expiration date A.D. Year Month date
Pl o A4 et & PR [ T 40 (BE RS O 556 130 E £ AT
Propriety of inoculation Doctor's Name. In case of "no", name of the Code
Dosage .
Doctor who made the judgement
1. # YES 1 05ml BT e
2. 4 NO ' Hypodermic injection
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Remark ; Granma Globulin is a blood product to be injected for prevention of infection diseases like Hepatitis A and for treatment of serious infection diseases. There are cases that vaccination of measles
etc., may not e effective for those people who received Gamma Globulin injection in the past 3 to 6 months
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Japanese Encephalitis Inoculation : Corrective measure (Record for medical institution)

No. of inoculation ( 1st period (1st = 2nd)  Additional inoculation 2nd period)

1. Name of the inoculated person:  ( Date of Birth
2. Address :
3. Date of inoculation : Manufacturer Lot No.
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Japanese Encephalitis Inoculation : Corrective measure (Record for inoculated person)
No. of inoculation ( 1st period (1st - 2nd)  Additional inoculation 2nd period)
1. Name of the inoculated person:  ( Date of Birth

2. Address :
3. Date of inoculation : Manufacturer Lot No.
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I explained to the guardian (or the recipient if the recipient is married, or older than 13 years old without the accompany of parent or a guardian),
bout effects of vaccination and sub-reactions

EEhZE 4 X524 #EN(Doctor’s signature or seal

LTOHEIE. NEZLHEAT., REENTHRACESL, BBAVEVWLEEBZZITONELEA)
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(B EKREBETREEBLUNDRET DEEERERVBETT, )

A parent or a guardian must fill the following column after reading the contents carefully.

(If the column is not filled in, you will not be inoculated) * If you are under the age of 13, you

must be accompanied by a guardian. (If you are under the age of 13 and are accompanied by

a person other than a guardian, a Power of Attorney is required.)

O REBFREIREZ)DPEMHTIEES. LLIFZTIAPRIBENOES I boEREA

If you are accompanied by a parent (or agent) or if the recipient is married, fill in this form

REEBFLFREE, L LIEBEEZRTIAINBREECOSHSIERANDEAR
(XREENZATIEEE AEZERIFLBETY)

Column to be filled in by a guardian(or his agent) or by the recipient if the recipient is married,

EMOZR-GRHEEZZT. FHEEOHR - BEM. EELBIRICOTHRYE. PHEEEREEREAFNELEICOVWTHEMRLEL LT
BEETLILIZ( AELFET - BEELFEFEA )

XM ZDHFDELLAEOTHATLKESIN TRELERAITEETEERA,
COFRERL. FHERBOREMEOEREZEMNE LTVET o COILEZEEBDS A AFRENFERICRESINSZ LIS
BELEYT,
The child has received medical examination and I received the explanation by the doctor. I further received explanation about the
effects, purpose, potential serious side effects of the vaccination and inoculation heath relief system. Based on the above, 1 (Agree or
Disagree) to the implementation of the Vaccine. (3% Please circle either of Agree or Disagree in the parenthesis.) In case of disagree,
vaccination will not be made. Understanding that this questionnaire is to secure the safety of vaccination, I agree that it will be submitted
to Chiba City.
REBEFLFEIREZ L LA FBEZZTIAPBRIBEDOESEIAAN) BE

Signature of a guardian(or agent) or the recipient if the recipient is married.

O ZMFHAN BHBULTREEISRFLBVZERIFICELZERLA

In case recipient is over 13years old and without the guardian to accompany. Fill this column.

and inoculation heath relief system. Based on the above, I (Agree or Disagree) to the implementation of the Vaccine.

[Understanding that this questionnaire is to secure the safety of vaccination, I agree that it will be submitted to Chiba City.

REELAWRREE

Parent/Guardian's column and confirmation of agreement

BABXD FHERHHEEER)EXTDITH-> TOHRAZEHRHA. FPHIEEONRCEN. ERLREIRICEEDAREER S
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X2 DHFDELLANEZOTHATKEEWL IARELEFREAIKEETEEEA,

I have read the explanation on Japanese Encephalitis vaccination and, understanding the effects, purpose, potential serious side effects of the vaccination

(% Please circle either of Agree or Disagree in the parenthesis.) In case of disagree, vaccination will not be made.

CHOFRERE. FHEROREMOHERZEMNE L TNET.
COCEEEBOS A AFRENTFENICRESNAZLICABLET,

&€& B & Signature of a guardian

[E3 AT Address

B2 DEH S Contact point in case of emergency

OARKRIE, BRULDANPBRMADFHERICEVT. REFENIRFELGEVGEEICBRELZLD

T BFHEN I ATFHEEZZTHHERILT OREBEZFRH LT ZE L, This format is required if a child over
13years old is to be inoculated of Japanese Encephalitis vaccine without attendance of a guardian. If a child is to get an
Inoculation alone, he/she must bring this agreement.
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. Effects and Sub-reactions of inoculation

Ju—

If immunity is obtained, it can prevent infection of Japanese encephalitis and relieve symptoms. It is desirable to inoculate twice
for the first time of the 1st phase (at intervals from 6 to 28 days), and once for additional inoculation (about 1 year after the 2"
inoculation of the first period). After 3 inoculations of the first phase, an additional inoculation is to be made as the 2nd phase.

As main sub-reactions, fever has been observed 18.7% within 3 days after inoculation, cough 11.4%, runny nose 9.8%, redness in the
inoculation area. Swelling is seen 8.9%.
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2 Health hazard relief system by vaccination.

After receiving vaccinations, if you have symptoms such as severe swelling in the inoculation area, high fever, convulsions etc., consult your family

doctor and contact Infection Disease Control Division. If a health hazard, such as leaving a disability, occurs, you may be able to receive a
health injury relief system based on the Vaccination Act.

(13 @Rl CREHUNDEF T DGR IEZERDLETT, )

If a child under 13 vyears ia attended by other than a guardner, a power of attorney is required




