West Chester University 
Vaccine Documentation/Consent Form


	NAME
	 SAP ID NUMBER

	
	


I have read and understand the Vaccine Information Statement (VIS) dated 7/26/11 for the Inactivated Influenza Vaccine 2011-12 and have had any questions answered. I request that the inactivated influenza vaccine be given to me. 
Signature_____________________________________   Date___________________________

IMMUNIZATION SCREENING QUESTIONNAIRE 
	Are you sick today?
	Yes              No

	Are you allergic to eggs, Gentamycin, latex, gelatin, or thimerosal?
	Yes              No

	Have you ever had a serious reaction after receiving an influenza vaccine?
	Yes              No          

	Do you have a long-term health problem with heart disease, lung disease, asthma, kidney disease, metabolic disease (i.e. diabetes), anemia, or blood disorder?
	Yes
      No

	Do you have cancer, leukemia, AIDS, or other immune system problem?
	Yes             No

	Do you take cortisone, prednisone, other steroid, or anticancer drugs or have you had radiation treatments in the past 3 months?
	Yes
     No

	Have you had a seizure or brain or other nervous system problem?
	Yes             No

	During the past year, have you received a transfusion of blood or blood products, or been given immune (gamma) globulin or an antiviral drug?
	Yes             No

	For Women: Are you pregnant or is there a chance you could become pregnant during the next month?
	Yes
     No

	Have you received any vaccinations in the past 4 weeks?
	Yes              No

	Have you ever had Guillain-Barre syndrome?
	Yes              No  


	VACCINE
	DOSE
	EXT
	SITE
	ROUTE
	Manufacturer/

     Lot#
	EXP

DATE

	Influenza
	0.5 mL
	RT

LT
	Deltoid
	IM
	
	


_______________________________________________



____________

Signature and Title of Vaccine Administrator





       Date

