
IMMUNIZATION SCREENING AND CONSENT FORM

PATIENT INFORMATION

First Name

Email Address

Last Name

Address

zip County

Date of Birth

State

Ethnicity

H ispanic/Latino

Not Hispanic/Latino

Unknown

Unable to report due to policy/law

American lndian/Alaska Native

Native Hawaiian/Other Pacific lslander

Black/African American

White

Asian

Other

Unknown

Unable to report due to policy/law

u
tr
tr
tr
tr
tr

Appointment Date Appointment Time

INSURANCE INFORMATION

Type of lnsurance

lnsurance Provider Name

lnsurance Number Group Number

PRIMARY CARE PHYSICIAN INFORMATION

Physiclan's Phone CityPhysician's Full Name

REQUESTED VACCINES

Which vaccine(s) would the patient like to receive today?

I lnfluenza (lnjectable)

! tnRuenza (Nasal)

! Hepatitis A

! Hepatitis B

!HepatitisA&B

I nev

f] zoster (Shinsles)

! Pneumococcal

flMeningococcal

Ero
n orup

n roup

I rraun

!Varicella

! rev

n*o

Phone

Age Gender



SCREENING QUESTIONS
ALL VACCINES

1 . Are you feeling sick or experiencing a moderate to high fever today?

lf yes, please list:

2. Have you ever had a serious reaction to any vaccinations, including fainting and feeling dizzy?

3. Do you have any allergies to medications, food (i.e. eggs), latex, vacclne component (e.9. neomycin, formaldehyde,
gentamicin, thimerosal, bovine protein, phenol, polymyxin, gelatin, baker's yeast or yeast)? lf yes, please list:

4. Do you have a long-term health problem with heart, lung, kidney, metabolic disease (e.9., diabetes), asthma, blood disorder, no
spleen, complement component deficiency, cochlear implant, spinal fluid leak, or are on a long-term aspirin therapy?

5. For Women: Are you pregnant or considering becoming pregnant in the next month?

6. For Tdap or adult Td only: Do you have an open wound, puncture or tissue tear that prompted you to get a tetanus shot?

7. Do you have a parent, brother, or sister with an immune system problem?

8. Haveyoureceivedanyvaccinationsorskintestwithinthepastfourweeks?
lf yes, please list:

Yes No Don't Know
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Patient Last Name

Date
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9.

10.

Patient First Name

Patient Signature (Parent or guardian, if minor)

Do you have cancei leukemia, HIV/AIDS, or any other condition that weakens the immune system?

3ill1fl",|r;lBtilt?r 
have you ]eceived ani transfusion of blood or blood products, or been given a medication called immune

1 1. ln the past 3 months, have you taken medications that affect your immune system, such as prednisone, other steroids, or

anticancer drugs; drugs for the treatment of rheumatoid arthritis, Crohn's disease, or psoriasis; or have you had radiation
treatments?

1 2, Have you had a seizure or a brain or other nervous system problem?

FLU NASAL SPRAY (Flumist@, Quadrivalent)

1 3. (1 8 years of age and younger) Are you recelving asplrin therapy or aspirin-containlng therapy?

14. (For FluMisr@ only) Do you have a nasal condition serious enough to make breathing difficult, such as a very stuffy nose

HAS THE PATIENT HAD THE FOLLOWING VACCINES

1 5, Pneumococcal Vaccine

1 6. Shingles Vaccine

1 7. Tdap (Whooping Cough) Vaccine

insurance benefits. I uoderstand that any payment for which I am financially responsible is due at the time of seNice.


