2009 HIN1 INFLUENZA VACCINE ADMINISTRATION RECORD

The doctor or clinic may keep this record in your medical file or your child’s medical file. They will record what vaccine was
given, when the vaccine was given, the name of the company that made the vaccine, the vaccine’s special lot number, the signature
and title of the person who gave the vaccine, and the address where the vaccine was given.

“l have read or have had explained to me the informational sheet about the influenza and the influenza vaccine. | have had a
chance to ask questions that were answered to my satisfaction. | believe | understand the benefits and risks of influenza vaccine and
ask that the vaccine be given to me or to the person named below for whom | am authorized to make this request.”

*PLEASE PRINT

Name: Sex: (circle one)
Male Female
Last First M.1.
Date of Birth: Age: Phone Number: Doctor’'s Name:
/ / ( ) -

Address:
Street Cit County State Zip
First Time Receiving This Vaccine? Is the recipient pregnant?

] Yes 1 No 0 Yes 0 No
Allergy to Eggs? Have you ever been diagnosed with diabetes?

O Yes O No O Yes O No
Medicare Recipients, please include: Medicaid Recipients/AllKids, please include:
MediCARE Card #: Recipient #:

Please check all that apply:
YES NO

Is the recipient a household contact or caregiver of a child younger than 6 months?

Is the recipient a healthcare worker or emergency medical services personnel with direct
patient contact?

Is the recipient 6 months through 24 years of age?

Is the recipient 25-64 years of age with an underlying health condition?

Is the recipient 65 years or older?

| have read, understood and had an opportunity to ask questions concerning the above information
and agree to remain in the clinic area for 15 minutes after the vaccine is administered.

Signature of person to receive vaccine or authorized to make the request: | Date:

X / /

(Recipient or Parent/Legal Guardian)

For Clinic Use Only

Clinic or Office Address: LCDPH O HOPE O OTHER

Date Vaccine Administered: / / Time Vaccinated: 15t O 2" O

Vaccine Manufacturer:

Vaccine Lot Number:
Site of Injection: R Arm [ L Arm [ RLeg O LLeg O

Signature and Title of Vaccine Administrator:
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Contraindications

YES

NO

Live, Activated Nasal Spray ONLY

Is the recipient allergic to eggs?

Does the recipient have any severe allergies?

Is the recipient a child younger than 2 years old or an adult 50 years and older?
Does the recipient have a weakened immune system?

Does the recipient have any long-term health problems? (i.e. heart disease, lung
disease, asthma, kidney or liver disease, metabolic disease such as diabetes,
anemia and other blood disorder)

Is the child younger than 5 years with asthma or one or more episodes of wheezing
during the past year?

Does the recipient have muscle or nerve disorders (such as cerebral palsy) that can
lead to breathing or swallowing problems?

Is the recipient in close contact with a person with a severely weakened immune
system (requiring care in a protected environment, such as bone marrow transplant
unit)?

Is the recipient on long-term aspirin treatment or taking medications that could
weaken the immune system?

Has the recipient had a life-threatening allergic reaction after a dose of seasonal flu
vaccine?

Has the recipient had Guillain-Barré Syndrome (severe paralytic illness also called
GBS)?
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