DEPARTMENT OF HEALTH and HUMAN SERVICES 
SEASONAL INFLUENZA VACCINE CLINIC

2011-2012
NAME:__________________________________________

BIRTHDATE:__________Age:__________


First

Middle

Last

ADDRESS:________________________________________________________________________________



Street or Box #




City


Zip

TELEPHONE:________________________


__________________________


                   Home
 Phone




Work Phone

PRIMARY HEALTH CARE PROVIDER:________________________________________________________

                  HEALTH SCREEN

1.   Are you well today?






( Yes

( No

If no: Do you have a fever?





( Yes

( No

2. Do you have any allergies? 





( Yes

( No

If yes, what_______________________________________


______________________________________________________
3. Do you have an allergy to egg protein or chickens?


( Yes

( No

4. Have you ever had a serious allergic reaction or other

problems after getting an Influenza Vaccine?



( Yes

(No

5. Do you have a history of Guillain-Barre Syndrome?


( Yes

( No

6. Do you have an active neurological disorder?



( Yes

( No

I have read the vaccine information statement and have had a chance to ask questions that were

answered to my satisfaction. I understand the risks and benefits of the influenza vaccine. I understand

that I will be asked to stay 15 minutes after I receive my flu shot.  I ask that the influenza

vaccine be given to me.

Signature:__________________________________
Date:____________



     

     Person to receive vaccine

	Date Given
	Manufacturer
	Lot #
	Site
	Dosage
	VIS Date

2011-2012
	Provider Signature
	

	
	Sanofi-pasteur   (
                    (
	
	RD

LD
	0.5cc IM
	7/26/11
	
	


8/3/11
