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For Recipients of the Pneumococcal 15-valent Conjugate Vaccine
(VAXNEUVANCE®)
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Before vaccination with the pneumococcal 15-valent conjugate vaccine (VAXNEUVANCE®), we ask that you
carefully read the following information. Before vaccination, it is essential to know the physical condition of
the recipients, and we ask that you complete the attached prevaccination screening questionnaire in as much
detail as possible.
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e Vaccine efficacy and potential adverse reactions
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The pneumococcal 15-valent conjugate vaccine (VAXNEUVANCE?®) is a vaccine for individuals aged 2 months or older.
The vaccine produces antibodies against 15 types of pneumococcus and is expected to prevent serious infections
(bacterial meningitis, bacteremia, etc.) caused by them.

The most common adverse reactions seen in clinical trials were local reactions at the injection site (redness, lump, swelling,
pain), loss of appetite, irritability, drowsiness, and fever. Although extremely rare, severe allergic reactions, including shock,
anaphylaxis, and seizures (including febrile seizures) may occur. Notify your physician immediately if you experience any
abnormalities.
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e Vaccination schedule
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Under the standard vaccination schedule, vaccinations are started between age 2 months to under 7 months for primary
immunizations, with 3 doses administered at an interval of 27 days or more. However, the 3rd dose must be administered
before age 12 months. An additional dose is administered at a standard age of 12 to 15 months, and with an interval of at
least 60 days after the 3rd dose, for a total of 4 doses.

If this vaccination period is missed, doses may be administered as follows according to age. If vaccinations are started
between age 7 months to under 12 months, the primary immunizations are administered 2 times at an interval of 27 days
or more. After age 12 months, an additional dose is administered for a total of 3 doses. If between age 12 months to under
24 months, a total of 2 doses are administered at an interval of 60 days or more, and if age 24 months or older, 1 dose is
administered.

If switching to this vaccine after starting on the pneumococcal 13-valent conjugate vaccine, remaining doses can be
administered with this vaccine on this vaccination schedule. As this vaccine is a voluntary vaccination, the cost of the
vaccination will be at your own expense.
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Those ineligible for vaccination
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Those who have experienced anaphylaxis to any component of this vaccine or to diphtheria toxoid-containing vaccines.
Those who have a fever (higher than 37.5°C).

Those who definitely have a severe acute disease.

In addition to those listed above, those who are deemed inappropriate to receive the vaccination by a physician.
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Those who need to consult a physician prior to vaccination
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1. Those who have previously been diagnosed with an abnormal immune status or have a close relative who has been
diagnosed with congenital immunodeficiency.

2. Those who have an underlying disease such as cardiovascular disease, kidney disease, liver disease, blood disease,
or a developmental disorder.

3. Those who have a history of fever within two (2) days after vaccination, or symptoms such as systemic exanthema
(generalized rash), suggesting allergy.

Those who have a history of convulsions.
Those who may have an allergy to any of the components of this vaccine or diphtheria toxoid-containing vaccines.

Those who have thrombocytopenia, coagulation disorders, or are on anticoagulation therapy
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Simultaneous vaccination with other vaccine(s)
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Simultaneous vaccination with other vaccine(s) is permitted if deemed necessary by a physician.

[Notice to Healthcare Providers]
Please check the latest information regarding simultaneous vaccination with the Novel Coronavirus (COVID-19) vaccine.

Ministry of Health, Labour and Welfare URL: https://www.mhlw.go.jp/index.html
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Precautions after vaccination
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1. Shock and anaphylaxis may occur within 30 minutes after vaccination; therefore, it is advisable for you to remain within
the medical institution during this time to ensure that you are in immediate contact with your physician.

2. Please avoid high-intensity exercise on the day of vaccination. Keep the vaccination site clean. You may take a bath
on the day of vaccination. However, please refrain from rubbing or irritating the vaccinated area.

3. After vaccination, please monitor health and seek medical attention immediately if you notice any changes in physical
condition, such as high fever or convulsions, or any other abnormal local reactions (e.g., noticeable swelling at the
vaccination site).
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[Reference]

In the event of health damage as a result of vaccination with the pneumococcal 15-valent conjugate vaccine, you may be
entitled to receive medical treatment and other benefits under the Adverse Drug Reaction Relief System.

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

[Adverse Drug Reaction Relief System]

This system provides financial aid for medical expenses, medical allowances, disability pensions, and other benefits to
provide relief to persons who, despite the appropriate use of medicinal products, have suffered health damage such as
illness or disability to the extent that hospital treatment is required due to adverse reactions. In order to be eligible, a
medical certificate, proof of medication, and other documents from a physician are required. Please contact the
Pharmaceuticals and Medical Devices Agency (PMDA) Consultation Desk for Adverse Drug Reactions Relief System for
further information on claiming relief benefits.

For inquiries regarding the relief system, please contact the following:
Consultation Desk for Adverse Drug Reactions Relief System, Pharmaceuticals and Medical Devices Agency
Phone: 0120-149-931 (toll-free)
URL: https://www.pmda.go.jp/kenkouhigai_camp/index.html
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Prevaccination Questionnaire and Consent Form for 15
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Please fill in (or circle, where applicable) all the fields inside the bold frame.
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Body
temperature e
before & Y
consultation = 7
PRIIDWE
Address T — Telephone No.
£ T - gwags | () -
(Furigana)
Name of person
receiving the Male /
vaccination Female (Y/M/D)
(2U#3) B -% | Date of birth F A B
FPHIEEZEZTS %8R
ADKE
(Name of parent or ( years months old)
guardian) (7 % HR)
(REERE)
Questions Answers Physician use only
Em®EE EE=3 EEBHEE A H
Have you read and understood the explanation regarding the vaccination you will be No Yes
receiving today? LA [0
SHRTHFHEREICOVT, GAXERA. BELFELEN?
The following are questions about your child’s development
HBREOBFSADRBEICOVTHE-TRLET
O Birth weight ( )9 Were there any abnormalities at Y
: ; es No
the time of delivery? [0 LR
O HAERKE ( ) g DIEBSICRENBYE LI
Were there any abnormalities Y
; es No
after delivery? [0 LR
HERICRENHYE LA
Have you ever been notified of abnormalities at infant
Yes No
health checkups? [0 LALYR
LRBETEELHI LD ELHYFETH?
Is the vaccine recipient feeling unwell today?
$H. KIZEEOEVWEZAAXHYFEFITH? Yes No
Olf yes, please describe symptoms: ( ) (&L (AYAY-4
OEFRMITAERK ( )
Has the vaccine recipient had any fever or contracted any disease within the past 1 month?
&IE 1 AALAICESERZY ., BRICHIN Y LELEA? Yes No
OlIf yes, please specify the name of the disease: ( ) (&L (AYAY-4
Of% ( )
Have any family members or playmates had diseases such as measles, rubella, chicken pox, or
mumps within the past month?
17 BURICRECHECHMICELA. BLA. KE. BEAAEREORADHERNELEN? | YOS No
OlIf yes, please specify the name of the disease: ( ) (FL Wiz
Ofm% ( )
Has the vaccine recipient received any vaccinations within the past month?
1 HRAURICFHEEEZZTE LM Yes No
Olf yes, please specify the type of vaccine: ( ) [ELy (AYAY-4
OFMHEDNIELE ( )
Since birth, has the vaccine recipient ever been treated for congenital abnormalities, heart,
kidney, liver, cranial nerve, or immunodeficiency, or any other disease?
AFENTHLSETICAXRERE, DE. BE. FE. e, RET2EZOHRORER Yes No
[Zhdvl . EMOZEREZITTOETMN? [&Ly (AYAY-4
OlIf yes, please specify the name of the disease: ( )
o4 ( )
If yes, did the treating physician give their consent for today’s vaccination? Yes No
TORRELTEL>TWLWAEMICSADFHEREZZTTLIVE DR ELEZM? (&L ARV
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Questions Answers Physician use only
BEfEE R3] EAREE AR
Has the vaccine recipient ever experienced any convulsions (seizures)? Y
es No

(Around age years months) 0 L E
VEDIT (IFLWhA) ZRECLEZERHYFEFTM? ( i HAE)

Did they have a fever at the time? Yes No

ZTREZHAHELEAN? (&Y LWE
Have any medicines or foods caused skin rashes or urticaria or made them feel unwell?
EOBERTHREBICRBOCERBNEEY ., AOEENEBEL Lo ENHYFETM? Yes No
Olf yes, please specify the drug / food: ( ) (A (AYAY-4
OX-Ba% ( )
Have any close relatives been diagnosed with congenital immunodeficiency? Yes No
EREICERMRETE LD ENTVSARVETA? Ed) LDVE
Has the vaccine recipient ever felt unwell after receiving a vaccination?
NETICFHERBZZTTEEGHBL G-I ENMHYFETM? Yes No
Olf yes, please specify the type of vaccine: ( ) (&L (AYAY-4
OFBhEEDIEL ( )
Have any close relatives ever felt unwell after receiving a vaccination? Yes No
FREBICFHEREZTTCEEGAELGoAITVWETM? [&Ly LNVZ
Has tt:e?vaccine recipient had a blood transfusion or gamma globulin injection in the past 6 Yes No
months? -
61 ALAICHMSHZNEH LTI TY S OEHERHE LIA? i
Has the vaccine recipient received any pneumococcal vaccines in the past?
BEICHRHKET Y FoOEBEERTEAHYETM? Yes No
OName and date of vaccination (Name of vaccine: , around Month Year){ [&L> (AYAY-¢
OV Fon&H Bl (DI FL%&: N F Atg)
Do you have any questions regarding today’s vaccination? Yes No
SHOFHERICOVWTEBAHY EFTM? [FLy LR
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In light of the results of the questions above and examination, | have determined that today’s vaccination is
(O possible, T not possible).

The parent or guardian has been informed about the effects of the vaccine, potential adverse reactions, and the relief available under
the Pharmaceuticals and Medical Devices Agency Act.

Physician’s signature or name and seal | ]
UEDEBRUFLOHER. SHOFHERET (RETES - RELERLEINELLY) EHELES,
REEZICH L., FPHEEOHR. BIRNES S UVEEGERBFRAHBRICE D HFITOVLWTHALEL.
EENDES F =T [ ]
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Consent and Vaccination Request (to be completed by parent or guardian)

Following a physician’s examination and explanation, | understand the effects and potential adverse reactions of the vaccine and the
relief available under the Pharmaceuticals and Medical Devices Agency Act.

Do you agree to the above and request the vaccination? ( Yes / No )
Signature of parent or guardian [ ]
EEDPE - HHERIT. FHEEOHRVCEIRERUVEESRERBFREBBEICE S HHFITOVTERLEL .
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Name of vaccine and lot number
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Dosage / Method / Site of Vaccination
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Location / physician’s name / date of
vaccination
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Name: VAXNEUVANCE “Aqueous
Suspension Syringe

Manufacturer: MSD K.K.
Lot No.:
B NG AN RIKERE T D

A—H—% : MSD Xt

Subcutaneous (0.5 mL), upper arm extensor
(right/ left )

KT (0.5mL) kPl (H-&)

Intramuscular (0.5 mL)
BN (0.5 mL)
» Under age 1 Anterolateral thigh
(right / left )
- mRE  KERATSMAIER (- &)
- Age 1 or older Middle deltoid muscle
( right/left)

Anterolateral thigh (right/ left)
-1~ LtH=AmBPRE (B- &)
KERATSMAIED (B - &)

Location:

Name of physician:

Date of vaccination: Y M
KIS -

E:IE

BESAR F A B

The purpose of this screening questionnaire is to ensure the safety of the vaccination process. The personal information you provide will only be used for prevaccination

consultation.
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