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| have received sufficient amount of information regarding the COVID—19 vaccination and possible
abnormal reactions, and | agree to receive vaccination based on my medical exam results.
01 agree . [ do not agree
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If you agree to receive the COVID-19 vaccination, please read the following questions to ensure a safe vaccination
process, and fill out the form below (or seek the help of a legal representative/guardian).
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Resident Registration Number
Name . o - (OM OF)
Alien Registration Number
HMepiHs €S)) (Foidsh
Contact (Home) (Mobile)
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CEE HFE st 7iQI™E 2| Sof cigt Se|Alst (Confirmation (by
(Consent to Process Personal Information for Vaccination Purposes) oneself/ legal
representative/
guardian)
rzigedol of ek 2! 2ol zhshd H33x2l4 U S AlgE M32x=2|30f| et FRUSEHS S 7HeINE & RIS E X5t

HE,

AUEHCL FIEoz #i== 52 OPEHQF ZgLch

Personal and sensitive information is collected according to Article 33.4 of the Infectious Disease Control and Prevention Act

and Article 32.3 of the Enforcement Decree of the Infectious Disease Control and Prevention Act. Additional items collected

are as follows:
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Purpose: To notify the patient of information related to the second injection, completion status, abnormal reactions, vaccination,
etc.
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ltems Collected and Used: Personal information confidential information, including Resident Registration Number), contact
information (home/mobile phone)
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Personal information storage period : 5 years

1. Z2LH9 U E Hofl HBHAKS| o HEE LGS <F2LHO U BEEAAES>O R AR gfolsk=
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| agree with checking the vaccination records from the “COVID-19 Vaccination Management System" 0o O ol
in advance before receiving vaccination. OYes [ No
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If you do not agree with the advance checkup of the vaccination records, then it may lead to an unncessary
vaccination or cause duplicated vaccination.
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| agree to receive notifications of information regarding COVID-19 vaccination, including the second injection
and completion status, and information regarding abnormal reactions caused by the COVID-19 vaccination
via text messages. Oo O o2
* AL 4ol SelsX| 2= AR, SClsHA| 22 gFol tist EE sk = siguHCt OYes [ No
If you do not agree to receive notifications, you will not receive information on items for which
you did not provide consent.
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To protect the soon—to—be vaccinated’s life and health, important information regarding abnormal reactions
may be used without consent.
2l(H™cz|2l,
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S AXoll of st & ol A} & Confirmation (by
(Patient Confirmation Items) oneself/ legal
representative/
guardian) M
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(For females) Are you currently pregnant? Yes No
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Do you feel particularly sick today? If so, please indicate your symptoms. ves No
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Have you ever been diagnosed with COVID-19? If so, please indicate the date on which you were O Yes O No
diagnosed. (4 € )¢ . . ) Year Month Day
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Have you received any vaccination (other than COVID-19) in the past 14 days? JYes O No
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Have you received COVID-19 vaccination? If you haven’t, go to ® 0o 0o
ctH HEAUAS HO{FHAI2. (FBY: = | ) OvYes [ONo
If so, please indicate the date on which you took the vaccination. (Y) (M) .(D)
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Have you received treatment for severe allergic reactions after receiving the COMD-19 vaccination (Anaphylaxis: OVYes [ N;_
shock, difficulty in breathing, loss of consciousness, edema on lips/in mouth, etc.)?
(Type of vaccine for which you experienced severe allergic reaction: )
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Have you received treatment for severe TTS (Thrombosis with thrombocytopenia sydrome), capillary OVes CNo
leak syndrome, or myocarditis/endocarditis after receiving the vaccination?
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Have you received treatment for severe allergic reactions (Anaphylaxis: shock, difficulty in breathing, Oo O o2
loss of consciousness, edema on lips/in mouth, etc.) before? If so, please indicate what caused the | [0 Yes [ No
severe allergic reaction.
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Are you suffering from a hemostatic disorder or receiving anticoagulant treatment? If so, please indicate | [J 0f OJ ofH<
the type of disease or the anticoagulant you receive. Yes No
( )
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Name (oneself/ legal representative/ guardian): (Signature)  Relationship with the Patient :
A | |
.(Y) .(M) .(D)
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Examination Results (for Doctors only)

Confirmation M
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. . | explained the possible abnormal reactions after the| [J
Temperature : C .
vaccination.
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| explained that the patient must remain at the vaccination facility for 15-30 minutes after receiving the| [




vaccination to observe possible abnormal reactions.
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of| &l Can receive vaccination
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Examination Delay vaccination (Reason: )
Results RV SRS %7|(A|'1C'>T: )
Prohibit vaccination (Reason: )

ojetel 27 & ZIEHE siES &elgtch

| hereby confirm that | have checked the form and finished consultation on the above. Name :

oA

(M)
(Signature)
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To be filled out by person injecting the vaccination
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Manufacturer
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Vaccine Production Number
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Where Vaccination is Injected
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[ Left Upper Arm [ Right Upper Arm
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Vaccinator:
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(Signature)




