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Questionnaire for first visit outpatients who will have travel vaccination

EfREMDIF N KIEL BHitEe s

Date : Year Month Date
Name K4 :
Age £ : % y/o  Gender 45l : M B% - F %
Bp: /  mmHg P:  /min T: . C (The day of consultation 3:%H)
Weight for the patient who is under 16 16 FRFREDIHES(IKE : Kg
Telephone Number ( - - )
E-mail Address *required #%8 ( @ )

1. Please circle the purpose of your visit. (Circle all that apply.)
ABEERENLEBENCETIFZES(COZLTIZE, (1EE0ERA])

a) Consultation related to immunization before going overseas.
SRR Bh1E1E(CBE I 5485

b) Health consultation (aside from immunization) before going overseas.
ERBIOMRREZ (FHHEERL)

¢) Request for a medical document such as doctor’s medical report.
TERRTDZUIE1REDVER

d) Others Z0Ath ( )

2. Please circle your country of destination.
TEREN AU OZ DIFTEEL,

East Asia / Southeast Asia / South Asia / Middle East / Africa / Europe / North

America / Central and South America

RyST-R@r>7 -mror-HE-7I)h-3-0v/C- K- FrEaK

* If you know the name of the country and city to visit, please indicate.
FULERPE MmN IMULTEEA TS0,

Country ( ) City ( )

3. What is the purpose of your travel? JEfiB#EENTIH ?
a) More than 6-month ( residency - studying - sightseeing - other )
6 AU LED ( Bix - BF - 8 - zToft )
b) Less than 6-month ( residency- studying - sightseeing - other )
6 hAXED ( BiE - BF - B8 - Toft )
c) Other ZnAth ( )
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4. Date of departure from Japan. Year Month Date
HEFEBEVDOTIN?

5. Scheduled period of travel. FERIEIARIEVNIETTH ?

Year Month Date ~Year Month Date Place
Year Month Date ~Year Month Date Place
Year Month Date ~Year Month Date Place

6. If you have traveled overseas, please indicate the country and periods of stay.
SECTIOBINEMEN DD IHE . TOMIHERFERICOVTHO N BEFE T A TS0,

Year Month Date ~Year Month Date Place
Year Month Date ~Year Month Date Place
Year Month Date ~Year Month Date Place

7. Do you require prescription for anti malaria or other oral medications? As they are
not covered by insurance, you will be charged 100% at your own cost.
NIV7FRREDLZOMORAREDI S ZHLLFIN ? 2L, COBERRZE (3 Z&iE)
TRKBEEZE (10 ZIal) rhFd.

O Irequire %93 [ Idon't require FHELRL

8. How did you know our “travel clinic “ ?
LB BINEMINE |2 2E oM ERIZEDICOZ DI T TS0,

[J Referred by a friend %1AD#B/T [ Referred by other hospital fBFEDIBENT
[J At the hospital general information counter HEDHREREA

[J Posted information HFxD#87=¥) [ Hospital Website R—AR->

[0 Referred by travel agency RITSHLOBN

[J Referred by public health center {R{EPTOIEN

[0 Referred by quarantine #&&EFrD#E7T [ Others FODAt( )

9. Have you ever had any of the condition listed below?
SETCHHoIRTST A BEaEPORS. FMOBRRECOVTFIVILTTE,
[0 No U

Yes D [ leukemia BIM% [ Cancer H'A

under chemotherapy HHABIEERTHD

under steroid therapy ( mg/day) X704 REEZZITTND

congenital immunodeficiency EXRM4REAREAE

acquired immunodeficiency & XM BB AREAE

O0Odoao
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O have received or under treatment for Thymus disorder
BRI & TR Z DI e EAEH
[0 after organ transplantation fEzs#1E#& THd
[J taking immunosuppressive drug Fef&iliHFzRAL TS
[J convulsive seizure [FUNAFEFZHIUILZEN DD
0 Asthma Im&E [ Hypertension &IMM/E [ Diabetes #EFKIH
[0 Hyperlipidemia REEBEEAE (FBASMAE) [ Heart diseases /(UMiEf&
[ Kidney diseases Blif®m [ Liver diseases AFEs%A
[0 Mental diseases #&f#J&% [ Surgeries Fifi [J Others ZDAth( )

10. Please write down the name of medications, you are currently taking. IRTE. EHA

BICRAREN TUVBEENHNIETEE AT,
( )

11. Have you had an allergic reaction or ever felt sick after having egg, jelly, other

12.

13.

foods or vaccination?
SETICHN-BU—-. ZOMOBRFLEFETRZOTLUIF—. BEENBRIEEHHFTH ?
0 No &L [ Yes &D
If yes, Please specify the name of food or medicine. B, F&|
( )
Please describe the symptoms. ZDEFDEARDIRRE
( )

(For women:) Are you pregnant or is there a possibility that you are pregnant?
(CEBADFH ) HIRE(FZDRIEEENHDFIN ?
[0 No LWz [ Yes (&L

Have you received any vaccination within 4 weeks?
SEIOIIF IR TFERD 4 BREIURCTHEEZZ T EU ?

0 No L&

[0 Yes (L)

[0 measles fAUA, [ rubella EUA O KE OBMEIB OFRRUA-BRUAES
0 0% 0OBCG DAEBFFX OBERMXR UREGE OHARMKX DOFEXRK
O zoftt ( )

14. Do you have plan to have a vaccination within 4 weeks ?

SEIDIIFAREEZD 4 BREILIANICFHEEFENDDEFIN ?
0 No LWZ 0 Yes (W
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15. Have you seen a doctor for bad physical condition within 4 weeks prior to this

vaccination?
SEINIIFAZBFEED 4 BREIUAIAARRTZEZULEUND ?
[0 No Wz [ Yes (W
Symptom (

16. Have you had or had contact with measles, rubella, mumps or varicella within 1

month?
SEOIIFARETFERNS 1 MEAIC. BRUA (FUHY) | BUA. BIes<EIB. KIFSED.

TOMDORER MR B e F e JIEARUE LD
[ONo  [OYes (Had the disease &£ / contact with the disease #ZfD#H)
Date: Year Month Date (Name of Disease )
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