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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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B Vaccination Standards and Procedures [Attached Form No. 1]
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Vaccination Pre-Screening Questionnaire
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Read the following questions carefully and provide your responses in the confirmation section below to ensure a safe vaccination process.

N Resident
ame Registration Number - (0 Male O Female)
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. Alien Registration
Date of Birth Number - (O Male O Female)
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Phone (landline)|(Landline) (Mobile) Weight kg
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Consent to the Processing of Personal Information for Vaccination Purposes Conﬁl.'manon D7t
Applicant (or legal

representative/guardian)
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In accordance with Article 32 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, is being collected. Additional information collected is as
follows:
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m Purpose of Personal Information Collection and Use: To provide notification services via SMS text message and/or mobile apps
regarding subsequent vaccinations and completion of essential vaccinations, as well as the occurrence of adverse reactions following
vaccinations.
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m Personal Information Collected and Used: Personal information (inc. sensitive information and Resident Registration Number)
and phone number (landline/mobile).
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m Period of Retention and Use: 5 years
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I consent to the pre-verification of the my vaccination history via the Integrated Vaccination Management

System before receiving the vaccination. Od Oolye

+ OWEE Uofel Aligtelol Solatr| ghe ¥R, EERE FIIHE & DANE0 LY O ves O No
g 7 AsHCh

rir
El
iR}

*If you do not consent to the pre-verification of vaccination history, unnecessary additional vaccinations or
cross-vaccinations may occur.
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I consent to receiving information about subsequent vaccinations and the completion of essential vaccinations via Od 0ol
SMS text messages and/or mobile apps.
* otg o] SeIa| B AR, SelstA| 22 w20l tEt HEE A5 & gisuch O Yes O No

*If you do not consent to receive notifications, you will not receive information related to the items for
which you did not consent.
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I consent to receiving notifications regarding adverse reactions following vaccination via SMS text messages O 0oy
and/or mobile apps.

* gl LMol SelsR| piE ZR, SOlsHA| o2 2o ot HEE SA 5 elgLch O Yes O No

*If you do not consent to receive notifications, you will not receive information related to the items for
which you did not consent.
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Confirmation of Vaccination Subject
Confirmation by the




Applicant (or legal
representative/guardian)
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( ) O Oce
Have you had any symptoms today? Describe the symptoms: O Yes O No

( )
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Have you ever had allergic reactions, such as hives or rashes, due to medication, food (inc. eggs), or O Yes O No
vaccinations?
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Have you ever had an adverse reaction following a vaccination? If so, list the vaccination(s): O Yes O No
(Vaccination(s): )
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Have you ever been diagnosed with or treated for congenital malformations, asthma or lung disease, heart

disease, kidney disease, liver disease, diabetes or other endocrine disorders, or blood disorders? If so, list the O Yes O No
condition(s):

( )
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Have you ever had a seizure or other neurological conditions (inc. Guillain-Barré syndrome (GBS))? O Yes [ No
of, WEYW £2 plop Talol ULk UCHH HHES HoIFHAL.

(MY ) O Oehe
Do you have cancer, leukemia, or any immune system diseases? If so, list the condition(s): O Yes O No

( )
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Have you received steroid therapy, chemotherapy, or radiation treatment within the last 3 months? 0O Yes [ No
2 19 Set 22 WL M2 ZERS FO{E2 Mol ASHIN Od 0oL
Have you received a blood transfusion or immune globulin injection within the last year? O Yes O No
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Have you received any vaccinations within the last month? If so, list the vaccination(s): O Yes O No
( )
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(For women) Are you currently pregnant, or is there a possibility that you could become pregnant within the

next month? O Yes O No
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I have been informed of the doctor's explanation of the examination results and possible side effects and agree to receive the vaccination.
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Applicant (or legal representative/guardian): (Si gnature) Relationship to Vaccination Subject:
* IHEATE BYAD oFe AMolel AP wWHTRIolel FRISSME( i )

*If the vaccination recipient is a newborn whose birth has not yet been registered, provide the legal representative's Resident Registration
Number. ( - )
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Physician's Pre-Screening Results Confirmation
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- o I have explained the possible side effects following O
Temperature: C .

vaccination.
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I have explained that the recipient should remain at the vaccination site for 20 to 30 minutes following the vaccination O
for the observation of possible side effects.
2XAD} .
Medical Examination Results:
Olatel 22l 3 Tz At oYy S0l Jhs=HCh OJALdY - (M)
The vaccination may proceed based on the above screening and examination results. Physician: (Signature)
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