Non-Scannable Influenza Vaccination Screening Form 9““?-’;:‘1"—"-“----m—ﬂ-

Chant Information i

Please print clearly in biua or black Ink, using CAPITAL =
LETTERS only, within the spaces provided. For clinigal staff usa only.
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Street Address (or Post Offlce Boxy

City . State Zip Code
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Answer YES or NO to each question below by marking with an X in appropriate box
Your answers below will help us determine if you should receive an influenza vaccine today

1 Do you live with or provide care fcr infants under 6 months of age? - -1 YES [ NO
2 Areyou health care or emergency medlcal services personnel? ...-.__,.,| YES [ NO
3 If female, are ycu pregnent or might be preghant? e [ YES 'j NO
Do you have a long-term health problem such as heart or lung disease, asthma, reactive , l
4 airways, kidney disease, metabolic disease (e.g., diabetes), blood diseases orare youon —* ' _!YES | [NO
leng term eepirin-therapy'?
§ Do you have an iliness such as HIV!AIDS Iupus or cancer, or do ycu take any _— »[ 1ves [ INO
medication that mlght Iower your body's resistance to infection? e -
6 Do you have a severe alleray to egos, gelatln or other components of flu vaccme? — | i YES | Ino
7 Are you feellng t|| today ordo you have a fever? e I » [ 'ves [ InO
8 Were you ever dlagnused with Gmllaln-Earre Syndrome (GB3)? ee——— ' YES | |NO
9 Have you ever had a bad reactlon to a flu vaccination in the past’? - YES " TNo
Do ycu ha\te clcse contact with immunosuppressed persans who require a protected i
10 environment? —_|YEs | |NO
11 Have you received another vaccmatlon in the peet four weeks? —hr [ ]yes D‘ND
12 Have ycu ever famted after an mjechcn in the past? - »i ivES | INO

| have received, read and had my questions answered about the Vaccine Information Statement(s) for the doses to be given. | request
that the dose(s) ba given to me or the person named above, for whom | am responsible. My relationship to the patient is
{e.g. Motter, Father, Guardian). | also allow release of any information needed to process insurance claims and request payment of

medical berefits. | have received this clinic's HIPAA Notice of Privacy Practices information sheet, check here. ,J
L...

Qregon F'ul:lllc Health mey fcltow-up with persons receiving H1N1 vaccineg, please check |f you do not wish to be ccntacted I__|

Signature: X . Date Signed: |
Adulf, parorit, ar guardian ‘ o e
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