Influenza Vaccination(Flu Shot)—Medical History
A TN oYY (R

Please write within the boxes. B:FEALED S~ : KHNIZ ZFHALTEE LY,
Guardians with adequate knowledge of their child’s health condition may fill out the form for their child. k7 ZADHEITIL,

fEREIRAEE L IR L TWO D IREE D AT S, Body temperature before exam. gt kiR C
Address {fT TEL
Name of patient Sex
_ IMale % [IFemale #
EAPRSYNQE L] PERI]
Guardian’s name. Date of Birth year 4 month A day H
Rt O R4 AR B years old 5 months » A
Questions Answers Doctor’s Notes
BRI [ A EEEIN
1. Did you read and understand the explanation about the 0 No vz ] Yes
vaccination you are about to receive today? e

4 BRI D TR OW T OB S A FiA CRIfE L £ Lok

2. Is today your first Influenza vaccination (flu shot) of this season? | [J No % ] Yes
HRZT DA TN Y PHEREILS v — X LEIH T H This is my time [=lH A
My last shot was il O#EFEIE
month H day H
3. Are you feeling sick today at all? O Yes #% J No
L REOREOENE Z AR 50 72
4. Are you currently going to the doctor for any sort of illness? [J Yes v ] No
BILE, (IO CEMIZAD > TWETH Name of the illness ##4 N4
( )
- Are you receiving treatment (medication, etc)? LI Yes 3w ] No
BRI )2 T TOET \AY-3
- Did the doctor treating you say it was alright to get the L] Yes i L] No
Influenza vaccination? Z®JFHROEEEICIX, SHO AV
THHREZ T Ch X EEbivE Lich

5. Have you been sick in the last month? ] Yes 3w ] No
Bt 1 A UAPITIRSRIS A0 F L7z Name of the illness 54 INAY-4
( )
6. Have you ever been diagnosed with a serious illness? L] Yes 3w 1 No
L F TR ZRIREUC 00 EROB 5 2= F Licn [J cardiovascular /CMigifiL & & A\AY-4
O kidneys i O liver fFhi

[J blood disease i &
[0 immunodeficiency disease A~ 42iE

7.Have you ever been diagnosed with interstitial pneumonia, CJ Yes 3w [ No
bronchial asthma, or other types of respiratory illnesses? year 4 month At A\AY-4
If so, are you currently in treatment? Z L% ¢ BIEMAiZ%< [ currently in treatment  BifEia5EH
R SRS OMER SRR L TS L, BUE, BRP T [J Notin treatment &% L T 720

8. Have you ever had a seizure (convulsions)? L Yes &% [J No
SETIZTVRA (OG&EDT) ZRILEZERHY £TD times HI< & A

The last one was 1
year 4 month At

9. Have you ever had a rash, hives, or other reaction to certain O Yes &% ] No
medicines or foods? 0 eggs 5f [0 chicken %/ 20
RO GBI - BRI L) TRIGICELARCAE LANTEY, O other Zofth

BOBELENEL ol Z B0 £ 7 Medicine or food name $£ & 7= 13 & S D4 Hi
( )
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10. Have you or any of your relatives been diagnosed with a L] Yes i3 ] No
congenital immmunodeficiency? A\AY-&
I e RSB R L B ST SV E T

11. Have you, your family, or anyone around you contracted O Yes 3% [J No
measles, rubella, chicken pox, or mumps in the last month? [J measles # LA O rubella a3z VR

17 AUNICERRCEPFH TR LA, BLA, KE, B7-50E [0 chicken pox 7kJ&
RETDI DTN ET D [ mumps 725 < 8
12. Have you received any vaccinations in the last month? O Yes v J No
17 AUWIC PEREA 5 1T F Lich Name of vaccination 144 A4
( )
13. Have you ever felt sick after receiving a vaccination? (] Yes &% [J No
INETICP#EMEZ I TEANEL o2 Z R H Y 90 I Influenza vaccination A
A VT VT YT
1 Other =i
Name of vaccination T ;# &4
( )
14. (Women only) Are you currently pregnant? L] Yes 3w [J No
(DT BRI LT E S NS
15. (If the vaccination is for a child) ] Yes &% [J No
(PREERLZ 52T HID T RB S S ADHA) O labor 4y#ff( ) AN
Were there any problems with the child’s health during labor, [ delivery H=IR#( )
delivery, or infancy? [0 infancy FLA0ERE( )
AUy, HHAERE, LR R ETRERDH Y E Lich
16. If there are any other things about your health that you want to
tell the doctor, please write them here.
oM, EHFREED Z & TEMIIEZ TRE VI &L, Bk
ANZENTLEEN,
BERTOFAM « UL EDRIZ R ORBEORER, 4 A O TEHMEIL(THE - REb¥5) &R D34 13304 ED

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.
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] Yes, | want to receive the vaccination #fi4#HZE L £7
] No, | do not want to receive the vaccination #fiz %% L EHA

Patient’s Signature (Guardian’s Signature)
AANDEZ (S LI TR#EH DES)

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