Patient Name: _ DateofBimh: /0  /
[MM/TDYYYY)
Foa Patients: The following guestions will help us detormine which vaocines you may be given today, If yos answer

“yes” o any question, it dees not secessarily mean you should miof be vaccinated. I jast means additiamal o nestions
st be asked. i a question & nat clear, phease ask us to explain it Thanlc you.

Cirche Dae
L Arwe yow sick indey? Y= Mo Mt Sure
1. Dw you have sllergies to medieations, food, » vaocine component, or latex? Yez  No Mol Sure
I s, whisch? N
4 Have you ever hod & serbous resetion after receiving a vaccination? Yes Mo Mol S
H”‘“‘wh T TR T o il o .
4 Do s have long-torm problem with beart disease, ling discase, Yes  Ne Mot Sare
nxthma, kiduey disense, obctnbaolic discse (g, Diabelvs i, anemin
o other bisssd disorder?
5 D yom have cancer, leukemin, HIV/ALDS, or any other immune sysiem e ™ Ml S
prohlem?
& lu the past 3 moaths, have you taken modications that wesken yoar Yes  Na Mot Sare
immune system, snch as énrtisnne, prodnissme, other steroils, or
nmticamoer drugs, or huve you had redistben treaimesi?
7. Have you had @ seizure or a brain or viber pervous system prabiem? ¥ea Mo Mol Sare
8 Durimg the past year, bave voo rogeived o (ransesion of bieed or Yes Ne Mot Smre
Blood products, ar been given immuone (gamma) ghaholin or sn
antiviral drag?
% For wamen: Are you pregasnt or is there a chance you coudd hecome Yes Mo Poaut Hure
pregnumt durmg the pexi month?
e Have yom reccived any vaccinations in the past 4 weeks? Yes Mo Nai Sure
Please Sign.
Form Compdeted by: Dt
Form Reviewed by: Mhatar:
B youa bring your immuemization records with yoa? Yo N

It Is Importun io bove a perscoal record of pour voccinetions. If pou der't bove @ perseaal record, please
ask your healthcare provider to give you one. Keep this record in o safe place and betog Jt with pou every Doe
you seek medical core. Make sure your bealthoare provider racords ol peur raccimafions on it

Thank yoww



