SANDHILLS DISTRICT HEALTH DEPT. & CLINIC

SCREENING INFORMATION FOR FLU VACCINE CLINIC – 2011-12
TIV VACCINE ADMINISTRATION RECORD
I have been given a copy and have read or have had explained to me the Information in the “Vaccine Information Statement(s)” for the disease(s) and vaccine(s) checked below.  I have had a chance to ask questions that were answered to my satisfaction.  I believe I understand the benefits and risks of the vaccine(s) requested and ask that the vaccine(s) checked below be given to me to the person named below for whom I am authorized to make this request.  













Vaccine Needed
	MEDICARE:  Card #. ___________________________________________
Medicare HMO (ex. Humana) or other#_______________________________________

Railroad Medicare#________________________________________________________

Medicaid #________________________________________________________________


	FLU __________  $25
Pneumonia _________$60


We need a copy of your insurance card – the one that’s going to pay. 
	
Information about Person to receive vaccine (Please print – name exactly like on insurance card)


	Name:       Last                                  First                      MI

	Phone #                      


	M/F
	Birth date
	Age


	Address:     Street

	City
	County
	State
	Zip


	Physician:


	Physician Address:




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




Please check one answer on each line.  If you have any questions, please ask.

 1. Is the person to be vaccinated sick today? (Fever in last 48 hours, on antibiotics)

Yes__No__

 2. Is the person to be vaccinated allergic to eggs or a component of the flu vaccine? 

Yes__No__        
 3. Has the person to be vaccinated had a serious reaction the flu vaccine in the past?         
Yes__No__
 4. Does the person to be vaccinated ever had Guillan-Barre syndrome?



Yes__No__
5. Is the person to be vaccinated taking a Blood Thinner, Steroid or a Bronchial Dilator? 

Yes__No__         

6. Does the person to be vaccinated have a lowered immune response? 



Yes__No__

 7. Is the person to be vaccinated pregnant? 






            Yes    No__       
	Vaccine
	Lot #
	R/L
	Site
	0.5/0.25ml
	Nurse
	Date

	Afluria
	04949211A
	R  /  L
	D  /  T
	
	
	

	Afluria PF
	N56106
	R  /  L
	D  /  T
	
	
	

	
	
	R  /  L
	D  /  T
	
	
	

	
	
	R  /  L
	D  /  T
	
	
	

	
	
	R  /  L
	D  /  T
	
	
	

	
	
	R  /  L
	D  /  T
	
	
	

	PPV23
	
	R  /  L
	D
	0.5
	
	


