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Before vaccination with the pneumococcal 15-valent conjugate vaccine (VAXNEUVANCE?®), it is essential to
know the physical condition of the recipient. Therefore, we ask that you carefully read the following information
regarding the pneumococcal 15-valent conjugate vaccine (VAXNEUVANCE®) and fill out the attached
prevaccination screening questionnaire in as much detail as possible. If you have difficulty filling out the
required information, a proxy (e.g., a family member) may complete the form for you. Please be advised that the
vaccination cannot be administered without the prior informed consent of the recipient.
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® Vaccine efficacy and potential adverse reactions
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The pneumococcal 15-valent conjugate vaccine (VAXNEUVANCE®) is a vaccine for the elderly, or adults at increased
risk for invasive pneumococcal disease (IPD). The vaccine produces antibodies against 15 types of pneumococcus and
is expected to prevent infections caused by them.

The most common adverse reactions seen in clinical trials were local reactions at the injection site (pain, redness, swelling,
itching), headache, muscle pain, joint pain, fatigue, and fever. Although infrequent, severe allergic reactions, including
shock and anaphylaxis, may occur.

Immediately notify your physician if you experience any abnormalities.
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® Those ineligible for vaccination
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Those who have experienced anaphylaxis to any component of this vaccine or 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.

4. Those who have a history of convulsions.
5. Those who have a history of 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 (risk of bleeding at the
site of intramuscular injection).

Those who are pregnant or possibly pregnant or breastfeeding.
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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, and 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 your own health and seek medical attention immediately if you notice any changes
in your 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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(day) (month) ()

Please arrive at the Reception Desk
around_) on the day of
vaccination.
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Name of medical
institution
EE#ES 4

Planned vaccination
date
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[Reference]

In the event that you suffer from health damage as a result of pneumococcal vaccination, 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) 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.ip/kenkouhigai campl/index.html (Japanese only)
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Prevaccination Questionnaire and Consent Form for
Pneumococcal 15-valent Conjugate Vaccine (VAXNEUVANCE®)
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Body temperature

before

Please fill in (or circle, where applicable) all the fields inside the bold frame. consultation °C
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(Furigana) Name of proxy

Name (Sex) (e.g., family

(ZUHF) (M/F) member) ~
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Date of birth / / (Y/M/D) ( years old)
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Questions Ansg\_ftvers Physg:;?;l Use
R M ¥ X B % TR A
Have you read and understood the explanation (“For Recipients of the Pneumococcal 15-Valent
Conjugate Vaccine (Vaxneuvance®)") regarding the vaccination you will be receiving today? Yes No
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Have you received any vaccinations within the past month?
. . Yes No
(If yes, please specify the type of vaccine: ) [0 LLVE
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Have you ever received a pneumococcal vaccine in the past?

O (If yes, please specify the name of the vaccine: year month of vaccination) Yes No
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Are you feeling unwell today?

O (If yes, please describe your symptoms: ) Yes No
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Are you currently suffering from any type of disease?

O (If yes, please specify the name of your disease: )
Are you currently receiving treatment or medication?

O (If yes, please specify the name of the treatment or medication: ) Yes No
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Have you ever been treated for heart, blood vessel, blood, kidney, liver, cranial nerve, or
immunodeficiency disease?

O (If yes, please specify the name of the disease: ) Yes No
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Have you had any fever or contracted any disease within the past 1 month?

O (If yes, please specify the name of the disease: ) Yes No
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Have any medicines or foods caused skin rashes or urticaria or made you feel unwell? Yes No
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Have you ever experienced any seizures (convulsions)? Yes No
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Have you ever felt unwell after receiving a vaccination?

O (If yes, please specify the type of vaccine: ) Yes No
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Do you have any questions regarding today’s vaccination? Yes No
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Physician Use Only
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In light of the results of the questions above and examination, | have determined that today’s vaccination is (o possible, o not possible).
The patient (or his/her proxy, e.g., family member) 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 [ ]
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Consent and Vaccination Request (to be completed by the recipient or proxy, e.g., family member)
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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 to be vaccinated? ( Yes / No )

Patient (or proxy, e.g., family member) signature: [ (Relationship of proxy to patient, if applicable: )]
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Name of vaccine and lot number Vaccination route LEEEAED, physiciar_\’s name, and date of
BREDYFUE IR vaccination
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Name: VAXNEUVANCE® Name of medical institution:

Aqueous Suspension Syringe
Manufacturer: MSD K.K. Intramuscular injection Physician’s name:
Lot Number: (Dosage: 0.5mL) Date of vaccination: / / (Y/M/D)
ZF: NTIZ2NUR® AT ST EEHEL -
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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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