Influenza Vaccination (Flu Shot) — Medical History
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*Pplease write within the boxes. IEEBEE DA A : KTV RIZTEALIETE N, Body temperature
*Guardians with adequate knowledge of their child’s health condition may fill out the form for their child. 33F& ;ﬁoimm . C
ADFEITIE, RFERES LSRR TV RBENTBALIES, DEROEIR
Address {EFT TEL
Name of patient Sex
ZHB DL oy Omale B O Female %
(Guardian’s name) Date of Birth year &£ month A day H
(REEZEDKL) AEHH | (1 yearsold#  (months)r H)
Questions Answers Doctor’s Notes
HEEE EIZEHR EEN ]
1 Did you read and understand the explanation about the | O No \ % O Yes
vaccination you are about to receive today? A
A BZ I FHERIC OV CTORASEFHA CTEEL L)
2 Is today your first influenza vaccination (flu shot) of this season? | [0 No W )% O Yes
L BZTFBA TN FREREILS Y —X 1B H T This is my time [E] B =R
My last shot was Ril[EIDEEREIL
month A day H.
3 Are you feeling sick today at all? O Yes % O No
4B BICEEDOBEVEIANHET S A
4 Are you currently going to the doctor for any sort of iliness? O Yes (I 0 No
B ATHOFRTEMIZAD>TVET A A4
+Are you receiving treatment (medication, etc)? O Yes (I O No
R (BERL) EZITTWETL A4
- Did the doctor treating you say it was alright to get the influenza | [J No \ % O Yes
vaccination? ZORKDEIREICIX, S BOTFHEELZZ T THL A
WeEDILELD,
5 Have you been sick in the last month? O Yes (I O No
B 17 A LIRICIR RIS DD ELI=D A
6 Have you ever been diagnosed with a serious illness? O Yes i3\ J No
S ETIENRBRRICHDVEMOBEEZITTOETH, Ocardiovascular /CMig L& & AAY-4
Okidneys & i
Oliver AThgk
Oblood disease IfLi%# &
Oimmunodeficiency disease FeZREAE
7 Have you ever been diagnosed with interstitial pneumonia, | OJ Yes {I\» year £ month A | 0 No
bronchial asthma, or other types of respiratory ilinesses? If so, are Ocurrently in treatment BRFETAHEF AAY-4
you currently in treatment? FEMMIA LR E X B EOMFEKER CINot in treatment JAHRL TV 72U
RRLEHIh, BE BRP T,
8 Have you ever had a seizure (convulsions) ? O Yes % times [AICHUY O No
SFETITFONA (OEDIF) ZRILIZIENHIETH The last one was %I year 20
4 month A
9 Have you ever had a rash, hives, or other reaction to certain | [J Yes % O No
medicines or foods? Medicine or food name: 20
OB THBIIELARLAZLANTEY, KO EENE Lo EEIIRMOLH]
LRHVETH Oeggs S8 O chicken %
Olother Z M1t
10 Have you or any of your relatives been diagnosed with a | (0 Yes [\ O No
congenital immunodeficiency? AVAY-4
IEEEICERERERLBHINFBVET L
11 Have you, your family, or anyone around you contracted | (J Yes \ % O No
measles, rubella, chicken pox, or mumps in the last month? O measles BkL A, Orubella EL VR
15 A LUNICKERLEETHRLA, BLA, K&, BIzS0EREIH | A
Do T= HFHVET A, Ochicken pox 7K¥&
Omumps Bz <hE
12 Have you received any vaccinations in the last month? O Yes I\ O No
14 A RIS TR L T £ L2 Name of vaccination A\AY-4
T4
13 Have you ever felt sick after receiving a vaccination? O Yes % O No
CNECIC PRSI TREANE R IEBHVE TN Name of vaccination FBAtEfES 720
Oinfluenza vaccination
A TN TR
[JOther Z it
14 (Women only) Are you currently pregnant? O Yes 1Iw» O No
(ZctED 5120) BIEEIRL QOETH AT
15 (If the vaccination is for a child) O Yes % O No
(PREEEREAZITONB BB FEADEHE) Olabor %4k A4

Were there any problems with the child’s health during labor,
delivery, or infancy?
Syiens, HAERE, LRSS CRENHVELIA

Odelivery HARF
Oinfancy $L5hRRED

16 If there are any other things about your health that you want to




tell the doctor, please write them here. Z O, fEFKEDZ LT
EREZ TRERWIEAHIIE, BERICENTIZI,

@EMDQEM&T ULORBZROBEORER. S HD "’”“’7‘2%.’" (A[RE- RADED) EEMDFRXITELEH
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After an examination with the doctor, | have heard and understood the
doctor’s explanation about the vaccination, its effects and purpose, and
the possibility of serious side effects.

ERfiDZ 2 BAEZ T, THEROMESC B, EEREIRCO FTREMZ
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[JYes, | want to receive the vaccination #fEZHLL £7

[INo, | do not want to receive the vaccination #ffZz#A 2L £HA

Patient’s Signature (Guardian’s Signature)
ANOEL (=X REEDESL)

*Patients that are not able to write themselves must have a
representative sign and state their relationship to the patient.
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