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Is this your first time receiving the COVID-19 vaccine? o i T day I:l YES I:I NO
( If no, when did you receive your shot? Istshot [ A H. 2ndshot: A H)
Does the address on the vaccination ticket match your current address? D YES D NO
Do you understand the effects and possible reactions to the COVID-19 vaccine? E] YES D NO
Are you part of the COVID-19 vaccine first priority group?
[] Health worker []65 and older []60~64 [] staff employed at elderly care facilities D =D I:l M)
D Underlying medical conditions (name of condition: )
Are you currently receiving medical treatment for underlying medical conditions?
Name of condition: l:‘Heaﬁ disease D(I:Tiiggaesye DLiver disease DBlood disorder DHemophiIia o chrgm:bgr;ised D YES D NO
[Jother  ( )
Treatment method: []’i,?};ggiﬁ,“gﬁgis";e“'“""” ( )]:]omer ( ) _________________________________
If you receive treatment for an underlying medical condition, did you receive permission from your doctor to receive the vaccine? D YES D e
Did you have a fever or get sick within the past month? Name of iIIness:( ) D YES [:I NO
Do you feel sick or unwell today? Symptoms ( ) D YES l:l NO
Did you ever have a seizure before? D YES D NO
Did you ever have a serious allergic reaction (anaphylactic shock, etc.) to any medication or food before? E] YES I:I NO
If yes, write what caused the reaction ( )
Has your condition ever worsened after receiving a vaccination? D YES I:l NO
Vaccine type ( ) Symptoms ( )
Are you pregnant or possibily pregnant (late period, etc.), OR are you currently breastfeeding? D YES D NO
NO
Have you received the vaccine in the past 2 weeks?  Type: ( ) Date of shot ( ) D YES I:]
Do you have any questions about today's COVID-19 vaccination? D YES I:I M
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COVID-19 vaccination consent
Upon understanding the effects and possible reactions of the COVID-19 vaccine, and receiving ( | want to receive 5 | do NOT want to

permission from your doctor to receive the vaccine, do you wish to receive the COVID-19 vaccine? the vaccine

receive the vaccine

This health questionnaire is to help promote vaccination safety. - month &

F A H signature

| understand the above statements and agree to provide this

questionnaire to my municipality's health insurance department. (KABTEXAVEARREENBE L. RELXRGROIRIEES & R £ )
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