HEALTH RECORD

CHRONOLOGICAL RECORD OF MEDICAL CARE

SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)

Screening Questionnaire for Adult Immunization
Circle "Yes" or "No", explaining any "Yes" responses to the nurse or doctor.
DI FEE VYV OBICOZE LT W OIS AN R XA —IZEE LA L TR &V,

1. | Areyou sick today? Yes No
HRIIE HEEBENTTH? EAANAAr4
2. Do you have allergies to medications, food, or any vaccine? Yes No
HRTIEEK, B VITFUVRTUVAX—BH D ETHh? EVARAAS
3. Have you ever had a serious reaction after receiving a vaccination? Yes No
HRIVIEETYIFUVEITHERICERBBIRGEH Y ELEN? EA AR A A
4., Do you, any person who lives with you, or any person you take care of have cancer, Yes No
leukemia, AIDS or any other immune system problem? EANEAAY &
7Tz, FEBLTWAA, xR EN/IEEE LA AOFIBA, ALK,
TA R, ZOMDOEERBIZHD > TVDAFNEFTH?
5. Do you, any person who lives with you, or any person you take care of take cortisone, prednisone, Yes No
other steroids, anti-cancer drugs or X-ray treatments? EANEAAY &
BT, ABELTWBA, EBdbR7ENEFEEZ LTI ADFIZaNF Sy, FL =y,
ZDDATaA B, GBS AH, BEEBIEEEZ 5 T T AR ETH?
6. During the past year, have you received a transfusion of blood, plasma or been given an immune globulin?  Yes No
1EDNOMICH Rl idiin (hifmneEte) 250V REI T ) VEERLELERN? EAAAAAS
7. Have you had a seizure, brain, or other neurological problems? Yes No
Higleid, TADAFE. BOMRMEORBEIC Do Z & HY 342 2V A
8. Have you received any immunizations in the past 4 weeks? Yes No
HRIIFZ D 4 BELUNTALFHEREEZ S T Leh? EAA A A4
Q. | Areyou pregnant or is there a chance you could become pregnant within the next three months? Yes No
HRIVHERTEITE%E 3+ AUNITERLU TS AREERH D T2 EAAR LAY
10. | Have you ever had a positive tuberculin skin test or been told your PPD test was positive? Yes No
HREFSETRYANVI VUGB ERIEPPDF R MRS 2 L BB Y F3h? EA A A AT
11. | Doyou have any of the following medical conditions? (Please circle all that apply)
[ Anthrax HRIEFROVTNHDOHERUICH D> THETR? (b TRESBDIZOELTFEY)
O Hepatitis A Diabetes COPD or Emphysema Congestive Heart Failure Cardiomyopathy Chronic Liver Disease Hodgkins
[ Hepatitis B Disease . . s N , N
] HepA-Hep B WRE  RMEEEMERBRELRNTE 5 oML RE DEHREE L2 2 EE L
] HPV Cirrhosis  Sickle Cell Disease Splenectomy HIV Leukemia  Multiple Myeloma  Guillain-Barre
[ Typhoid syndrome . ‘ ‘ - .
O 1Py FFREZE FRELR M ERER R i b MREREY 4 LA AlYE SR EREE ¥ N LR
1 JEV Metastatic Cancer Chronic Kidney Failure Nephrotic Syndrome Organ Transplant Lymphoma
1 MMR EBHES A B S X7 u—PREER R A Y N

L] Meningococcal
] Pneumococcal
[] Rabies

0 Td

L] Tdap

[] Varicella

1 Yellow Fever
[ Shingles

[J PPD
[1Two-Step PPD
1.

2.

| have been offered copies of applicable Vaccine Information Sheets (VIS) prior to receiving vaccinations and been
advised to wait 20 minutes after receiving my shots.

This printed material contains sensitive PII protected under the Privacy Act which is FOR OFFICIAL USE ONLY and
must be protected in accordance with the Privacy Act, 5 USC § 552a. Unauthorized disclosure or misuse of this
SENSITIVE PIl may result in criminal and/or civil penalties.

FEDOFU DEEICHIVERIZZB TSI IFUITOVTOHRAE (VIS) ER(TRY ., FIIF U BEBR 202 LR THRTFERET D
CLEEEShELE,

COHRIMITEEIHROELTIIESEMEANEREEATEY . AWEERADHERAINEIEVSITFA /N —REEITEIETF4N
L—REEESE 5 &, USC § 552a (A S &R SN2 T T e H72vy, T OfE AR ZEWT T DAEHR BRSO ARIEE TTALIR KL OV L
SIERFFAIE R2BNR3H D,

PPD is required to come back in 48-72 hours after administration.
PPD ZfifT1% 4 8 W75 7 2 M D BHWIEICR - TR TV & T,

Home or cell phone: Work phone:

Patient Signature: Date:
BEYIY B ft
Staff Member Signature: Date:

RECORDS MAINTAINED AT:

Patient’s Name ( Last, First, MI) Sex F/ M

Relationship to Sponsor Status Rank/Grade

Sponsor’s Name Organization

Department/Service Patient’s Date of Birth
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