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For individuals planning to receive the 21-valent pneumococcal
conjugate vaccine (CAPVAXIVE®)

21 iR BREBEETVIFU(F Yy TNV I ROEREBEShEHFA

Before administering the 21-valent pneumococcal conjugate vaccine (CAPVAXIVE®), your doctor needs to
thoroughly grasp your health condition. Therefore, please be sure to read the following information regarding the
21-valent pneumococcal conjugate vaccine (CAPVAXIVE®). You are also requested to answer the accompanying
Pre-vaccination Screening Questionnaire in as much detail as possible. If it is difficult for you to fill out the form on
your own, another person may do so on your behalf. Please note that the vaccine cannot be administered without
the consent of the person being vaccinated.
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@ Efficacy and side effects of the vaccine

9 F DR ERIRRG

The 21-valent pneumococcal conjugate vaccine (CAPVAXIVE®) is intended for use in adults aged 50 years and
older or those considered at high risk for pneumococcal disease. Injecting antigens for 21 serotypes of
Streptococcus pneumoniae contained in this vaccine will induce the production of antibodies against 22 S.
pneumoniae serotypes, providing protection against infections caused by these S. pneumoniae serotypes.

The most common side effects reported in clinical studies were injection-site reactions (pain, redness, and swelling),
headaches, muscle pain, fatigue, and fever. In very rare cases, severe allergic reactions, including shock and
anaphylaxis, may occur.

If you experience any abnormal reaction, please inform your doctor immediately.
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@® Who should not receive the vaccination

FOEEZZTHENTELZLA

1. Individuals with a known history of severe allergic reactions (e.g., anaphylaxis) to any ingredient of this
vaccine or to diphtheria toxoid

2. Individuals who are running a fever (generally of 37.5°C or higher)
3. Individuals who have a serious acute illness

4. In addition to those listed above, individuals who are determined by a doctor as being unfit to receive the
vaccination
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@® Who should consult with a doctor before receiving the vaccination

PR ZZ T HIRIC, EMOMEBNDELZA

1. Individuals who were previously diagnosed with an immunodeficiency or who have a family member with a
congenital immunodeficiency

2. Individuals with underlying conditions such as cardiovascular diseases, kidney diseases, liver diseases, blood
diseases, and developmental disorders

3. Individuals who experienced a fever or symptoms of allergic reactions such as generalized rash within two
days of receiving vaccination in the past

Individuals who have experienced seizures in the past

Individuals who may be allergic to any ingredient of this vaccine, including diphtheria toxoid
Individuals with thrombocytopenia or coagulation disorder and those receiving anticoagulant therapy
Individuals who are or may be pregnant or who are breastfeeding
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@ Simultaneous administration with other vaccines

DT o F L DRERERE

This vaccine can be administered simultaneously with other types of vaccines if determined necessary by a doctor.

ERALELROEHZRICIE, MOERGIBEDV I F U LRKIHEET S ENTEFT,



Public [For voluntary vaccination (adults) F & 18 F (R A)

@ Post-vaccination instructions

DY FUEERDIRE

1. Because shock or anaphylaxis may occur within 30 minutes of vaccination, please remain within the medical
facility, so that you can promptly contact a doctor if needed.

2. Avoid strenuous exercise on the day of vaccination. Keep the vaccination site clean. You may bathe on the
day of vaccination. However, take care not to rub the injection site.

3. After vaccination, please take extra caution regarding your health management and seek immediate medical
attention if you experience any change in your physical condition, such as a high fever or convulsion, or if you
notice any localized reaction (e.g., marked swelling at the injection site).
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Please come to the reception desk around
.___onthe day.
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Vaccination date
EEFER
Medical institution
EfE#EA

[Reference]

Should you experience any health damage arising from the pneumococcal vaccination, you may be eligible for
relief benefits such as medical care expenses according to the “Relief System for Sufferers from Adverse Drug
Reactions."

For details, please refer to the website of the Pharmaceuticals and Medical Devices Agency (PMDA), etc.

[Relief System for Sufferers from Adverse Drug Reactions]

This system provides various forms of relief, including medical care expenses, medical allowance, and disability
pension, to people who have suffered from health damage such as diseases and disabilities requiring
hospitalization and treatment caused by adverse drug reactions, despite proper use. To claim these benefits, a
doctor's certificate of diagnosis, medication certificate, etc., are required. Regarding how to file an application for
relief benefits, please contact the PMDA first.

Contact information is provided below.
Relief System Consultation Service, PMDA
Phone: 0120-149-931 (toll-free)
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21-valent Pneumococcal Conjugate Vaccine (CAPVAXIVE®)
Pre-vaccination Screening Questionnaire

21 [l RBREFEESE I IFUO(FY Y TNV I ROFHERE FLE

For the vaccine recipient: Please fill out all sections within bold borders. Prfe_::nopnesrl;lttl?rtleon °C
?%#EE%%éhéﬁ’\:i(ﬁ“Wl:lO)%Fm:%,-11&‘< THALESL, A gD = E v
PEAOKT
Address T - Telephone number |( ) -
£ BEES
(Furigana) ( ) Name of
Name of vaccine representative
recipient M/F (family member,
(ZUHF) B.%L etc.)
FRHEEZZTHA REARERE)D
DEA K&
Date of birth YYYY /MM /DD (Age: )
&4 AR : A B4 (& %)
Question Response Tl f:j”sgt(')r: oy i
ﬁﬁ:ﬁglﬁ @%*ﬁ Eﬁgﬂxﬁ
Have you read and understood the information regarding the vaccination you will receive
today (“for individuals planning to receive the 21-valent pneumococcal conjugate vaccine Yes No

[CAPVAXIVE®]")? X e
SHZTBFHIERICONT, HAX( MRLAMEXREFZERIIFU(Fr v TNy I RO (&L Lz
FEEINDIAAN] VEFHEA. BRELELLH?

Did you receive any vaccination within the past one month? (Type of vaccination: ) Yes No

13 BURICTFHEEZZITE L2 (FRHEEDELE: ) [ (AYAV-S

Have you received a pneumococcal vaccine in the past?

BERICHRRE TV FUOBREEZT-C&A”HY FTH? Yes No
o Name and time of vaccination (vaccine name: , year approx. month ) [&0y (AYAY-4
o DUFUDRHE - KBTI TF LA . & AE)

Are you feeling unwell today?

S$H. AOEEDEVWEZANHY FTTH? Yes No
o Please write down your specific symptoms ( ) [&Ly (AYAY-4
o BARMEREZENTEELV )

Do you currently have an illness?

BE. ANBERIZSHM > TLETH? Yes No
o Name of the illness ( ) [E4A (RYAY-4
o JmA( )

Are you receiving treatment (medication, etc.) for the illness?

ZTORAKTHABBEEGE)ZZTTOLETH? Yes No
o Name and type of the medication ( ) [&0y (AIAY-#
o EDAHE - FEE( )

Have you ever been examined by a doctor due to an illness involving the heart, blood
vessels, blood, kidneys, liver, cranial nerves, or an immunodeficiency disorder?

D, ME. Mk, Bif. FE. ReE, 2EF2ELEORKICHANY EMOBRREZIT Yes No
2 ERHYFETM? [ELy (AYAY-#
o Name of the illness ( )
o JRA( )
Have you experienced a fever or illness within the past one month?
&A1 A AURICELSERY. RRITHh-7zY LFELEZA? Yes No
o Name of the illness ( ) [FLy (AYAY-4
o JRf( )
Have you ever experienced a rash or hives on the skin or felt ill after taking medication or v
. . es No
eating a particular food? s U
EPBERTREICKBLERSHNEY .. AOEEGHBEL LGS EAHYFETM? %
Have you ever experienced seizures (convulsions)? Yes No

VEDF(IFVNA)EREILI-CENRHY FTH? (YA LWz
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Have you ever felt ill after receiving a vaccination?

CNETICFHEEZZTTCEEGNBL G2 EMHYETHI? Yes No
o Name of the vaccination ( ) [ELy (AYAY-4
o FRAEEDAFI( )

Do you have any questions about today's vaccination? Yes No

SHEOFPHERICOVWTEBEA DY FIH? [FL (AYAV-4

To be filled in by the doctor
EEBmEC AR
Based on the results of the questionnaire above and preliminary screening, | have concluded that the vaccination (can be administered
today/should be postponed to a later date).

| have explained to the recipient (or the recipient’s representative/family member) about the benefits and possible side effects of the vaccination
and the relief system based on the PMDA Act.

Doctor’s signature or name/seal ( )
LEDEZRUFEZOER. SHOFPHREI( EHETED - RELDEEESIHALL )EHBLET.

ANFEERZOREZEORBAN)ICH L., FHERBODR. BIRES S VEEMERRBREMBRICE I (BFITO>OLWTHBALEL.

EAE & F =13 FB R IREN( )

To be completed by the recipient (or the recipient’s representative/family member)
AANFEERZEDORELR EDKEAN)RRAMR

| have received a consultation and explanation from a doctor and fully understood the benefits and possible side effects of the vaccination and the
relief system based on the PMDA Act.

Do you agree with the statement above and wish to receive the vaccination? (Yes/No)

Signature of the recipient (or the recipient’s representative/family member) [
(If signed by another person on the recipient’s behalf: Relationship )
EMOZE - HHEEZT. FPHEEONRCEIRGEVERRERBHFRABBEICE S (HFITOLVTERELE L,

LEDARIZAEL. HBEEZFELTID. (FLv - LLZR)

ANFEREOREGZEDREBEAN)DER|

(REEDIGE K )l
AT F A ks SIS - E% - EEEAR
Vaccine given oute ot Vaccination site/Doctor/Date
administration
Name : CAPVAXIVE® Intramuscular Medical institution
Syringe .
Manufacturer : MSD K.K. Intramuscular Doctor .
Lot No injection Date of vaccination : YYYY /MM /DD
' ) .=t oS | (Dose: 0.5 mL)
&% : f\:;;j’/\w?x xS 5 A P A ERMEL
A—h—% : MSDHKRI (EHEE05m)
BEES i :
EEEAR : : A B

The purpose of this questionnaire is to ensure the safety of vaccination. The personal information you have provided herein will be used only for pre-vaccination screening.
COFZLER. PHEEOREMEOEREZAMELTUVET, RAVLEEELLEABRE. FHEECETLIFLOAERALEY,



