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                             Campaign: H1N1-09 Mass Immunization
Please Print                                                                                                                     

Name First                                                 Last                                              _  Birth date (MM/DD/YY) ____/____/____  Age ______                                                                                            

Address  _______________________________________  City______________________   State _____  Zip____________

Parent/Guardian Name (Please Print) ________________________________________________________________________

Race (circle one):
African American1
Asian/Pacific Islander2
Caucasian3
American Indian4
Other5 

Hispanic (circle):      Yes1         No2 

Check all that apply:

1     FORMCHECKBOX 
  Pregnant Woman        

2     FORMCHECKBOX 
  6 months to 24 years of age

3     FORMCHECKBOX 
  Chronic Health Conditions - 25 years to 64 years of age

4     FORMCHECKBOX 
  Health Care and/or Emergency Medical Service (EMS) Personnel

5     FORMCHECKBOX 
  Guardians of children younger than 6 months of age (includes all household members / caregivers)
6     FORMCHECKBOX 
  General Population

ACKNOWLEDGEMENTS (please initial)

___   I have read/been offered a copy of the Influenza A (H1N1) 2009 Monovalent vaccine information statement prior to my 

             vaccination.  I have had the chance to ask questions, and I understand all the risks and benefits involved.
___  I understand that children ages 6 months - 9 yr. of age, receiving a flu shot for the first time should receive two doses of 

            vaccine, one month apart.  
___  I understand that this information will be sent to the Indiana State Department of Health CHIRP registry and therefore 

                            available to other health care providers in this system.

_____  I understand that to be eligible for nasal (live) vaccine I must be a healthy person between the ages of 2 and 49 years.

MEDICAL HISTORY ACKNOWLEDGEMENT (please answer all)
	Please Check the Appropriate Box
	Yes
	No

	1.
	Do you have a severe allergic reactions to eggs, egg products, chicken protein, vaccine components, 

or latex?
	
	

	2.
	Do you have heart disease (angina, congestive heart failure) or ever had a heart attack or stroke?
	
	

	3.  
	Do you have any disease of the lungs, including chronic bronchitis, asthma, emphysema, or cystic fibrosis?
	
	

	4. 
	Has a physician ever told you that you had long-term health problems such as asthma or reactive lung disease?
	
	

	5.
	Do you have kidney disease?
	
	

	6.
	Do you have diabetes or any other metabolic disease?
	
	

	7.
	Do you have a blood disease such as anemia, Sickle Cell Disease or Thalassemia? (A complex series of genetic inherited disorders all of which involve underproduction of hemoglobin)
	
	

	8.
	Do you have any problems with a weakened immune system?  (HIV/AIDS or other diseases affecting the immune system, cancer, or long term steroid use)
	
	

	9.
	Are you currently receiving radiation or chemotherapy, or will you be starting in the next two weeks?
	
	

	10.
	Have you received an organ transplant?
	
	

	11.
	Are you a child or adolescent on long-term aspirin treatment?
	
	

	12.
	Are you pregnant? (Nursing mothers are approved to receive FluMist unless they have other underlying medical issues.)
	
	


CONTINUED ON BACK SIDE                                                                                      K-08 Influenza A (H1N1) 2009 Monovalent Consent 10/20/09

Name First                                                 Last                                              _  Birth date (MM/DD/YY) ____/____/____  

MEDICAL HISTORY ACKNOWLEDGEMENT, CONTINUED (please answer all)

	
	Please Check the Appropriate Box
	Yes
	No

	13.
	Have you ever had Gullian-Barré Syndrome (a type of temporary severe muscle weakness) or an active neurological disease that is not being treated by a physician?
	
	

	14.
	Do you live with anyone or come in close contact with anyone who has a severely weakened immune system that requires care in a protected environment (for example, someone who has recently had a bone marrow transplant)?
	
	

	15.
	Do you currently have an acute respiratory illness or have had a fever in the past 24 hours? (People with a mild illness can usually receive the vaccine.)
	
	

	16.
	Have you had any LIVE vaccines (i.e., Yellow fever, MMR, Varicella, Shingles) within the last month or plan to receive any LIVE vaccines within the next month?
	
	

	17.
	Have you receive a seasonal flu nasal vaccine this year?  If so, what date? ________________________
	
	

	18.
	Are you taking any prescription medicines to prevent or treat the flu?
	
	


If you answered “YES” to any of the questions above, please ask to speak to a nurse.  If you have concerns regarding the live nasal vaccination you should consult your physician.

Signature of Consent to Receive Vaccine  
X____________________________________________________                                                     Date ________________ 

Patient/Guardian Signature 

X______________________________________________                                                                  Date________________

 Patient/Guardian Signature (I have read/been offered the HIPAA Privacy Practices)
**********FOR STAFF USE ONLY***********

	CVX 125 

Check Vaccine Formulation Given 

     FORMCHECKBOX 
  Influenza A (H1N1) 2009 Monovalent-LAIV Age 2-4 

CVX 128  

Check Vaccine Formulation Given

      FORMCHECKBOX 
 Influenza A (H1N1) 2009 Monovalent-6-35 mo MIV

      FORMCHECKBOX 
 Influenza A (H1N1) 2009 Monovalent-Age 3+  MIV 9


	Manufacturer

  FORMCHECKBOX 
     MedImmune

  FORMCHECKBOX 
      CSL Limited

  FORMCHECKBOX 
      GlaxoSmithKline  

  FORMCHECKBOX 
      Novartis

  FORMCHECKBOX 
      Sanofi-pasteur
	Lot Number:  _____________________________

Expiration Date:  ________/_______/________

Route/Site (circle one):

Intranasal

IM Site of Injection ________________


_______________________________________________      _____________________       ____________________

Signature of person administering vaccine                                           Facility ID #
                    Date vaccine administered               

Conferencing Staff Signature _________________________________________                      
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