2009 H1N1 Influenza Vaccine Screening and Consent Form
   Patient Information

	PATIENT’S NAME (Last)


	(First)
	(M.I.)
	PATIENT’S DATE OF BIRTH

 month_________ day________ year __________        

	PARENT/GUARDIAN’S NAME , if applicable (Last)


	(First)
	(M.I.)
	PATIENT’S AGE
	PATIENT’S GENDER

                 Male / Female

	ADDRESS


	DAYTIME PHONE NUMBER:

	CITY


	STATE


	ZIP
	


Vaccine Eligibility     
Has the patient already been vaccinated with 2009 H1N1 vaccine?     
Yes / No
If yes, when and what form of vaccine was received?                                                                    

Dose 1:  Date Received:  ____ / ____ / ____    Shot / Nasal Spray    
Dose 2:  Date Received:  ____ / ____ / ____    Shot / Nasal Spray     
Does the patient have a serious allergy to eggs?     
Yes / No
Does the patient have any other serious allergies?     
Yes / No
Please list any serious allergies:  _____________________________ 

Has the patient ever had a serious reaction to a previous dose of vaccine?     
Yes / No
Has the patient ever had Guillain-Barre Syndrome (a type of temporary severe muscle weakness)?     
Yes / No 
LAIV:  Patients who have received another live virus vaccine (MMR, Chickenpox vaccine, FluMist Seasonal, or H1N1 Intranasal Mist) within the last 27 days cannot receive mist vaccine during today’s visit.  People who answer yes to any of the questions must receive a shot.
Has the patient received any vaccines in the last 30 days?  
Yes / No
Vaccine:  ________________    Date:  ____ / ____ / ____
Does the patient have asthma, diabetes, other metabolic disease, or disease of the lungs, heart, kidney, liver, nerves, or blood?
Yes / No 

Is the patient on long-term aspirin or aspirin-containing therapy (does your child take an aspirin every day)? 
Yes / No
Does the patient have a weak immune system from HIV, cancer, or medications such as steroids or those used to treat cancer?
Yes / No
Is the patient pregnant?     
Yes / No
Does the patient have close contact with a person who needs care in a protected environment (for example, someone who has recently had a bone marrow transplant)?     
Yes / No

Consent   
I have read or had explained to me the 2009-2010 Vaccine Information Statement for the 2009 H1N1 Monovalent influenza vaccine and understand the risks and benefits.  I GIVE CONSENT for me or my child named above to be vaccinated with this vaccine.

Signature of Patient/Parent/Guardian:  ______________________________________________     Date:  _______________________    













                                                   Month / Day / Year 

Vaccination Record
FOR ADMINISTRATIVE USE ONLY

	Vaccine
	Date Administered
	Route
	Dose #      (1st or 2nd)
	Vaccine Manufacturer
	Lot  Number
	Name and Title

 of Vaccine Administrator

	2009 H1N1
	       /           /
	⁭  IM

⁭ Intranasal
	
	
	
	

	2009 H1N1


	      /           /
	⁭ IM

⁭ Intranasal
	
	
	
	


