Pediatric Follow-Up Questionnaire /MNERIBERRZ
Check all applicable answers HCEFEDIEDICFTYVvOLTLZEWN
Child’s name F#ton&71

The latest body weight EifDikE kg Current body temperature IRTEDKE C

Medical Information

What symptoms is your child experiencing? &5 UZE U h Please mark the applicable symptoms.

Omaximum body temperature ( °C) mmAE [sore throat M ENEL) [Dcough EE O
seizures [FWNA (OEDUF) &EHZ I [fatigue/inactivity sTtRH 20N Oirritable #&EAYELY Cswelling
< #H [headache FEMYEL\CDabdominal pain SEENYELY Tchest pain f@H%ELY rash FULA O
stomach pain BHYEL)

Ovomiting &Mt [Jloss of appetite / reduced milk intake BARAY2LY Clnausea MHE&

CIpoor weight gain AEDIENAER [diarrhea T [lbloody stool &

[Jothers ZmAth

( )

How long has your child been experiencing these symptoms? Zt(IL\DHNS5TITH

Since month A day Bh'5

Current Medications

Is your child currently taking any prescribed medications from another medical institution?
BiE, MEHhSUSE=NTVNDIBEERSLDEITH?

OYes (LY = If you have any with you, please present them. #F> TLWBIBEIFTIRRLLIESVY
CONo: L\WWX

Allergy and Special Conditions

- Does your child have any allergies to food or medication? FEPBEAY T LILF—AHHEITH
(No / Yes - If yes, please

specify : )

If your. child has a skin rash similar to chicken pox, please inform us.
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