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X Please note that the translation is for reference only when applying for a civil petition, and must be submitted in Korean using
the existing Korean format.
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Form 1 Pre—Screening Questionnaire for COVID—19 Vaccinati
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= [ have received sufficient information about the coronavirus disease 2019 (COVID-19) vaccination and the possible side effects that may occur
i after vaccination. I agree to receive the vaccination based on the doctor’s pre-screening results. [1 Agree [] Do not agree :
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= If you agree to receive the COVID-19 vaccination, read the following questions carefully and provide your responses in the confirmation section

i below to ensure a safe vaccination process.
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Name Resident/Alien Registration Number ; (O Male [J Female)
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Phone (Landline) (Mobile)
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Confirmation by

HUHE FFE QAT HAFE 2| Sol s Sorte the Applicant (or
legal

representative/gu
ardian)

Consent to the Processing of Personal Information for Vaccination Purposes
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In accordance with Article 33-4 of the Infectious Disease Control and Prevention Act and Article 32-3 of the Enforcement Decree of
the same Act, personal and sensitive information, including the Resident Registration Number, shall being collected. Additional
information collected is as follows:
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= Purpose of Personal Information Collection and Use: To verify the next vaccination or completion status, to monitor adverse
reactions after vaccination, and to send related information via text message.
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= Personal Information Collected and Used: Personal information (inc. sensitive information and Resident Registration Number)
and phone number (landline/mobile).
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= Period of Retention and Use: 5 years
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1. I consent to the pre-verification of my vaccination history via the COVID-19 Vaccination Management

System before receiving the COVID-19 vaccination. 0o O ofye
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*If you do not consent to the pre-verification of vaccination history, unnecessary additional vaccinations or
cross-vaccinations may occur.
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2. I consent to receiving information regarding the next COVID-19 vaccination or completion status, as well as
text messages related to any adverse reactions following the COVID-19 vaccination.
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*If you do not consent to receive text messages, you will not receive information related to the items for which
you did not consent.
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% However, important information related to adverse reactions may be provided regardless of your consent to
protect the life and health of the vaccine recipient.

O Yes J No
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Confirmation by
the Applicant (or

Confirmation of Vaccination Subject legal
representative/gu
ardian) M
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@® (For females) Are you currently pregnant? [J Yes [ No
ojFlT thE27] Q& ofE o] UFUI? ofE FAZ HolFHAL.( ) 0o O otde
@ Are you experiencing any new symptoms today compared to before? Describe the symptoms: (] Yes [ No
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(® Have you ever been diagnosed with COVID-19? If yes, specify the diagnosis date: YYYY MM
(] Yes [ No
DD
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@ Have you previously received a COVID-19 vaccine? = If "No," proceed to question ®-1. O Yes O No
If “Yes,” specify the date of the last vaccination: (Date of vaccination: YYYY MM DD
@-1 FZ2LH9 WA HE = 5T 2ul|=7| U3(otE A 43, SSHR, oAl els/elee] 25
S)ol  LIEM x2S w2 ol JFHINR(ES  LulEY] HESo|  LiEft uiAl B
) O o O ofye
®-1 After receiving a COVID-19 vaccine, have you ever experienced a severe allergic reaction (anaphylaxis: | [] Yes [] No
shock, difficulty breathing, loss of consciousness, swelling of the lips/mouth, etc.) that required treatment?
(Specify the vaccine type that caused the severe allergic reaction: )
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@-2 After receiving a COVID-19 vaccine, have you ever experienced severe adverse reactions [ Yes [ No
(e.g., thrombocytopenic thrombosis, capillary leak syndrome, myocarditis/pericarditis) that
required treatment?
(Specify the type of severe adverse reaction:
Vaccine type that caused the reaction: )
©-1 oMol 3 Y227 W3(ohtEEAA 43, sERE, oML, ds/YUotel 23
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( ) O o O ojye
(®-1 Have you ever experienced a severe allergic reaction (anaphylaxis: shock, difficulty breathing, loss of [ Yes [ No
y p g phy y g
consciousness, swelling of the lips/mouth, etc.) that required treatment? If so, and if you know the
allergen that caused the reaction, please specify:
( )
©-2 oo ZNZE & FFv2 AT Ao UASUN? O o O ofye
(8-2 Have you ever been diagnosed with capillary leak syndrome? [J Yes [ No
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® Do you have a blood coagulation disorder, or are you currently taking anticoagulants? If so, | [ ves [ No
specify the name of the disorder or the type of medication:
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Applicant’s Name (or legal representative/guardian): (Signature) Relationship to Vaccination Subject:
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Doctor's Pre-Screening Results (Doctor's Notes) Confirmation V]
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- I have explained the possible side effects followin
Temperature: °C Ve exp P g U
vaccination.
olAELS ZEE Qs HE T 15~3087F ol BV 2ol HE2{of &'2 MYSIAS
I have explained that the recipient should remain at the vaccination site for 15 to 30 minutes following the vaccination| []
for the observation of possible side effects.
HIRIE 7l
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[] Vaccination approved
Aot
O o dE A71(AkR )
Pre-Screening| [ Vaccination postponed (Reason: )
Results
O oS 3714 )
[J Vaccination contraindicated (Reason: )
olatel 2 U FEAS HAUSS SHelBHCH SR (M)
I confirm that the above questionnaire and examination have been conducted. Doctor's Name: (Signature)
LI MYAIEE
Vaccination Administrator's Record
M =3 At BHAl R X HE HEE=
Manufacturer Vaccine Lot Number Injection Site

085 48 095 A
[] Left upperarm  [] Right upper arm

HER M (M)
Administrator's Name: (Signature)
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