Seasonal Influenza Vaccination / Pneumococcal Vaccination Health Assessment and Vaccination Record

FEIMERRRE T / iR BRI . R ETAGR R e IR AT 8%

Information to be completed by service provider IR BIE - EIEER SR

Name of Doctor-in-charge (& & 884 4 44):
Organisation (=& ¥tk = f):
Place of Vaccination ($2£f&%s i Hb BE):
Date of Vaccination ($72f& H HH):
Enquiry Telephone Number (5 2585 55):

Information to be completed by the vaccine recipient* tH5EfE EIE B HIER*

Please put a v in the appropriate box 35/F#E® AN LE “v" 9

A.

Seasonal Influenza Vaccination Z=EFME7 R H R

Version date:
8/9/2025

Applicable to Inactivated Seasonal Influenza Vaccine 3 Bt R8I R B

Yes B

N0 8B

1

Have you ever received any seasonal influenza vaccination?

R 8 5 R 52 A Rl B R

2

Do you have a history of allergic reaction to egg?
I B EE AR Y AR R TE?

Do you have a history of allergic reaction to any antibiotic?
IREEE LRI R Y B E?
(Please provide the name of antibiotic: )

Efe iR )

Have you ever experienced any limb numbness or weakness after receiving prior seasonal influenza vaccination?

e BB RR B 1% > L3R T RRe B i /] ?

Do you have a history of severe allergic reaction to any vaccine component or a previous dose of any influenza
vaccine?

IR A EHE AT B oy SRR DR R e 14 o R B R IR U E?

6

Are you suffering from any bleeding disorders or on anticoagulants?
I A HE TP i 6 B AR R UBE L ?

Note:

receiving the 1% dose.

IR O B MRS R i 2 NEE - RIS 4 IR RS R

Children under the age of 9 who have never received any seasonal influenza vaccination before need to receive a 2" dose 4 weeks after

Applicable to Live Attenuated Seasonal Influenza Nasal Vaccine (LAIV) AR REE SR FHEREES
(LAIV can only be used among non-pregnant and non-immunocompromised people 2-49 years of age.

TR R e A TR LA, Ry Rk R A9RR AT E IR R R R I EHY N - )

Yes B

No8 A&

1

Have you ever received any seasonal influenza vaccination?

{8 5 P2 32 A e e R

Do you have a history of allergic reaction to egg?

e HEEE Y IR A U E?

Do you have a history of allergic reaction to any antibiotic?
IREGTEEFIAER Y B E?
(Please provide the name of antibiotic: )

(Efe bl R4 )

Do you have a history of severe allergic reaction to any vaccine component or after previous dose of any
influenza vaccine?

R A P i oy S TR () R 5 1% 1 HH PR B B M U

Are you currently taking concomitant aspirin or salicylate-containing therapy (for children and adolescents) ?

IRERAE S 75 IR AR FH I L TSR B S KIS RE H 42 Y) (RERF /D) ?

Do you have asthma or wheezing in the past 12 months (for children aged 2 through 4 years)?
IRAEIBZ 121 H 275 8 LIS s (R % 2 PUBRAY F 5 2

Are you immunocompromised?

1A P DIRE KT IE M 2

Are you having close contact with severely immunosuppressed persons who require a protected environment?

RIE TS T T 2S00 B B 2 I T 5 7 2 PR BRI T 1 2 s \ A S P ?

Are you currently pregnant?

ISR A2

10

Have you received influenza antiviral medication within previous 48 hours?

IRAE AL A8/ NEF 4 I AT U B 257 2

11

Have you received any live attenuated vaccines within the last 4 weeks or plan to receive live attenuated vaccine
within the next 4 weeks?

R 75 A8 25 0 2 S PN 3 ol 2 e B3 - IS AR A D S S A e BT P2 2

Note:

receiving the 1% dose.

AR 9 R MRS /N > TR 4 IR e

Children under the age of 9 who have never received any seasonal influenza vaccination before need to receive a 2™ dose 4 weeks after




Applicable to Recombinant Seasonal Influenza Vaccine(RI1V) ¥R B4 ESiE R BEE Yes B NoBH

(RIV can only be used among people aged of 18 years or above.

R R s R B AR By 185 A BRI A A - )

1 Have you ever received any seasonal influenza vaccination?

R 5 PR 2 A R e A

2 Do you have a history of allergic reaction to any antibiotic?
IRE A EHEARIHTAE 2R 8 H R B B
(Please provide the name of antibiotic: )

GEfR iR )

3 Have you ever experienced any limb numbness or weakness after receiving prior seasonal influenza vaccination?

e BAERROR BB 1% > L3R T RRe B B /] ?

4 Do you have a history of severe allergic reaction to any vaccine component or a previous dose of any influenza
vaccine?

R AT e i oy S R (DA R 1% 1 HH IR R R U E?

5 Avre you suffering from any bleeding disorders or on anticoagulants?
TS H U E R B E AR A B L

B. Pneumococcal Vaccination fifi 3¢ BR &% i 35

Yes B No 8H

1 Have you ever received 23-valent pneumococcal polysaccharide vaccine (23vPPV)?
TREBZE G B — 1 = B KR 2 iR

2 Have you ever received 13-valent pneumococcal conjugate vaccine (PCV13) or 15-valent pneumococcal
conjugate vaccine (PCV15)?
IR S P = (EA SRR E S S m BT (B R IR RS S ?

3 Have you ever developed allergic reaction following a prior dose of pneumococcal vaccine or to the vaccine
component or any diphtheria toxoid-containing vaccine?

RIS i S SR BR B P Bz P s Yl o) B B W e R AT i H B A S B ?

4 Are you currently under chemotherapy or radiotherapy for cancer or plan to undergo splenectomy in less than two
weeks’ time?

RS IEAE R SR E A B BB R SR & /DI W P A& A AT AR U] o 3l

5 Avre you suffering from any bleeding disorders or on anticoagulants?

R L ML i R B e DU L ?

Note:

Those aged 65 or above who have already received PCV13/ PCV15/ 23vPPV are not required to receive the same vaccine again. . Those who
were vaccinated with PCV13 do not require revaccination with PCV15. If you are not sure of your vaccination record, please check your
vaccination card or request health care provider to check the vaccination record at the eHealth.

655 B E ALV B A G E R+ =H /T RE / = ERRRE Y - RIEA RS EN R IR R - R = s AL
AR+ LEEE - ARERB R AT R RE L - FioiedstiEs R R A BB R e s P Eac i -

I declare that the information provided is correct and consent to receive the vaccination.

AN LRt 2 B R IR - 6 E RS2 e s A -

Name of participant (English): SR (P30

Daytime Contact Number H Rl4% E55E:

Date of Birth {4 F #: (DD/MMIYY) (H/RIFF)  Age ik
Gender M:7]: M/F (5 /20

Type of HK Identity document 73 & {7y 5EBH ST
Document number &EBH ST {455 H5:

Signature & Date HHf:

* If the vaccine recipient is under the age of 18 or mentally incapacitated, the form should be signed by parent / guardian

EEE Ry 18 RN T B T RAET] > MR REGTEANFE




1. Information to be completed by the healthcare worker providing vaccination 2 {tEEfEAYEEE A SIEENEE

Yes H

NoJ4H

1 Does the vaccine recipient have fever or flu symptoms on the vaccination day?

PEEE H - B E 6 A SR E ik ?

2. Does the recipient have high-risk conditions? (For PCV15 vaccination only)

R OH S EREEL ? CUBRN+RE ffRRE R

3. Does the recipient have chronic medical conditions? (For SIV vaccination only)

PEREE RS A RIIERE R ? CUEA R R E MR 1)

Vaccine given BB E R
®  Name of Vacciney& 1 &4 (1):

Lot No. Ht X 4m5E: Expiry Date 534 HEH:

®  Name of Vaccines& 155 4% (2):

Lot No. Ht X 4m5E: Expiry Date 534 HEH:

Name of healthcare worker &€& A & #:44: Signature -

(H/RH)

(H/RH)




