HEALTH

CHRONOLOGICAL RECORD OF MEDICAL CARE

RECORD
SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)
Screening Questionnaire for Child and Teen Immunization
Circle "Yes" or "No", explaining any "Yes" responses to the nurse or doctor.
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1. | Is your child sick today? Yes No
BFEAMIEHERBENTTN? e AN AT
2. | Does your child have allergies to medications, food, or any vaccine? Yes No
PFEAMEIE BR. VIFVRT VAT —BH D ETH? ESA A AN
3. | Has your child ever had a serious reaction after receiving a vaccination? Yes No
BFIMTEETUIFUEITEBICERRBIKGEH D E LA ? AR A AN
4. | Does your child, any person who lives with you, or any person you take care of have cancer, leukemia, AIDS or any
other immune system problem?
Yes No
BFEA ABLTWVWAIA. EiZHBREFEFELZ LTV AOHIBA, ALK, =1 X,
ZOMOGEERBITHD 2 TOBAFNETH? z4 VN R
5. | Does your child, any person who lives with you, or any person you take care of take cortisone, prednisone, other
steroids, anti-cancer drugs or X-ray treatments?
Yes No
BFE, ABLTWDOA, Fe@dbRePFer LT A0Pansyy, Fr =y,
ZDDRTaA B, FIBAH., BEBIEEEZ ST TV ATV ETH? EAAN AT
6. | During the past year, has your child received a transfusion of blood, plasma or been given an immune globulin?
Yes No
1EUHNOHIZR T SAREN (MHLEET) 2507V REI T IV EERLE LN? EA A AALS
7. | Has your child had a seizure, brain, or neurological problem? Yes No
BF SR TADLARIE, OMREORBEIC P02 Z 03D F322° VAR AN
8. | Has your child received any immunizations in the past 4 weeks? Yes No
BFIATZ 0 4 BREUACMOTFHEREEL D T E LR ? ZAAN ARV 4
Q. | Is your child/teen pregnant or is there a chance she could become pregnant within the next three months?
Yes No
BFSAIERFERITSE 3y AUNITHIRL CO S FRBENH D F320? VAR A A4
10. | Has your child ever had chicken pox disease? Yes No
BFEAI, SETRKE (KEZS) OBERITHPPo I eBHY E§H? ESA VAT
11. | Has your child ever had a positive tuberculin skin test or been told his/her PPD test was positive? Yes No
BFSABSGETIY NI Y VRIGBHEE2IEPPDT A MR o Z & BH Y F52°2 ESA AT
12. | | 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 Pl protected under the Privacy Act which is FOR OFFICIAL USE ONLY and
[JDTaP must be protected in accordance with the Privacy Act, 5 USC § 552a. Unauthorized disclosure or misuse of this
UHPV SENSITIVE PIl may result in criminal and/or civil penalties.
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PPD is required to come back in 48-72 hours after administration.
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