Please fill out the form in ballboint pen within the bolded brackets.

FluMist (Nasal Spray Influenza Vaccine) — Medical History
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1 Did you read and understand the explanation about the vaccination you are about to receive today? No v
C SESERTYINIVYOIMEEICONTHEY (BE@) EmATERLELED es
> Are you feeling sick today at all? Yes N
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3 Are you currently going to the doctor for any sort of illness? Yes N
©IRE. @O OB CERICHD > TOETH ©
name of a diseasefm& ( )
Are you receiving treatment (medication, etc)? Yes N
ZOBE. B (BERE) EZ0THFEIH ©
Did the doctor treating you say it was alright to get the influenza vaccination? No v,
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4 Have you been sick in the last month? Yes N
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5 Have you ever been diagnosed with a serious illness?
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Ocardiovascular IMEMER Okidneys&fig Oliver FFii Oblood diseaselliREE es o
Oimmunodeficiency disease REREIE Oother Z0ft ( )
6 Have you ever had a rash, hives, or other reaction to certain medicines or foods?
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7 Have you ever received a flu shot? No v
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@Have you ever felt sick when doing so?ZDRICEENEBLE>ZCEFHDFEIN Yes No
@Have you ever been sick during any immunization other than influenza ? Yes N
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Immunization NameFi5iEf@g ( )
8 Have you received any immunization other than influenza within 4 weeks'’?
© ABREMRICA VI IV VYN OFEEESZIT I UCH Yes No
Immunization NameSfhiEfE® ( )
day of inoculation##fEH ( monthA dayB)
o Have you ever had a seizure (convulsion)? Yes N
© SETIEBWLWNA (OEDD) ZRCLECENBDFEIND °
10 Have you ever been diagnosed with respiratory diseases such as interstitial pneumonia or bronchial Yes N
" asthma?SE TICRIEMMY. [ESZHEEEDNRSERERESHMSINECENHOFEIN o
11 Do you have a close relative with congenital immunodeficiency ? Yes No
OARBICARERBASEDIDNNEIH
12 Has anyone in your immediate family gotten sick after receiving vaccinations? Yes N
OAREOPICEHERES I T E8NEBELBoEARNETH o
13 Have any of your family members or friends had measles, rubella, chickenpox, or mumps in the past
" month?&i 1 7 BUMAICKIEFOREICKS. BB, Ka. RESHEREDHERDTINNNE LED Yes No
name of a diseasefF& ( )
14. (Women only) Are you currently pregnant? (ZMD73IC) RAEFIRLUTNEINH Yes No
15 If there are any other things about your health that you want to tell the doctor, please write them here.
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To be filled in by the person himself  AATA

| agree to be vaccinated after receiving a diagnosis and explanation from a doctor and understanding the effects and purpose of the

vaccination and the possibility of adverse reactions ( | agree . | do not agree ) *Circle one of the boxes below.
(73{3\ %§1§i§§0'§§fé;§b\ﬁ%(;ﬁ%én‘ )
signatureE%& (For substitute writers: Continuation FEL REMBEORRERL RS
BRDODFVE A% - Be BI85 - EMS - EE8
& 5 %%%%L ERMEE:  ZLHBVNERIV U=y
e (BB =8OS mD &
§E§5~ OA'ImLf’)) }ﬁ E B: ﬁ =]

SHNCEEIULBABRIID O F VEBDFZICREAUTOMEBLET,



FluMist (Nasal Spray Influenza Vaccine) – Medical History

フルミスト（経鼻弱毒生インフルエンザワクチン）予診票（英語版）
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経鼻接種

0.2 mL

（各鼻腔に
　　　0.1 mLずつ）


