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‘Screening Questionnaire
for Aduit Immunization

For patuems. The following questions wil he!p us. determlne which vaccines you may be given today.

If you answer “yes"-to any question, it does not necessarily mean you should not be vaccinated. It just

means additional questions must be asked. If a question is not clear, please ask your heatthcare provider

to explain it. . : . Dart
Yes No Know

I. Areyousicktoday? 4 . . O B O
|2~ DPoyo you have alle;élé to méafééﬁz:ns food;a vaccme compbncm. orlatext o E\l?z,“lj R e
3. Have you ever had a serious reaction after receiving a vaccination? O IS/ O :

4, Do you have a long-term health problem with heart disease, lung disease, asthma, 0 m/ 0
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?

5. Do you have cancer, leukemia, AIDS, or any other immune system problem? a EJ/ O

6. Do you take cortisone, prednisone, other steroids, or anticancer drugs. . 0 E/ O B
or have you had radiation treatments? -

7. Have you had a seizure or a brain or other nervous system problem? , 0o D/ a

8. During the past year, have you received a transfusion of blood or blood products, 0 @/ O
or been given immune (gamma) globulin or an antiviral drug? .

9. For women: Are you pregnant or is there a chance you could become pregnant 0 m/ O
during the next month? : , ~

IO. Have you received ahy vaccinations in the past 4weeks? - _ . ' o V |

Form completed WWAQ&( - L Date: é [' 3{ 1
Form reviewed by: Cﬂ/&/fr'@’ﬂ_/ _ _ Date ¢ / (R / Y

Did you bring your immunization record card with you? yes(l mo+—
It is important for you to have a personal record of your vaccinations. Ifyou don't have a personal record,”

ask your healthcare provader to give you one. Keep this record in a safe place and bring it with you every
time you seek med:cal care. Make sure your healthcare provider records all your vaccmatlons on it.
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‘Screening Questionnaire
for Adult Immunization

For paﬂnem:s. The following questions will help us: deterrmne which vaccines you may be given today.

If you answer “yes"-to any question, it does not necessarily mean you should not be vaccinated. It just

means additional questions must be asked If a question is not clear, please ask your healthcare provider

to explain it. - : o Don'e
' - Yes No Know

. Are you sick today? B L . “ ‘o I!/ a
‘|-2—Doyou Thave allergles to medrcanons food-a Vacrie Compﬁﬁéht_ér"latex' ‘ S ¥ i
3. Have you ever had a serious reacﬁon after receiving a vaccination? ' o IE/ O "

4, Do you have a long-term health problem with heart dlsease. !ung dlsease. asthma, O o O '
kidney disease, metabolic disease (e.g., diabetes), anemig, or other blood disorder? A

S. Do you have cancer, leukemia, AIDS, or any other immune system problem? O 2 O

6. Do you take cortisone, prednisone, other steroids; or anticancer drugs. . O EI/ 0
or have you had radiation treatments? - ' :

7. Have you had a seizure or a brain or other nervous system pfob[en’i? - o & O

8. During the past year, have you received a transfusion of blood or blood products 0 ‘ E/ v .El
or been given immune (gamma) globulin or an antiviral drug? T

9. ‘ For women: Are you pregnant or is there a chance you could beccme pregnant O o ‘D/ 0
during the next month? : : .

10. Have you received any vaccinations in the past 4 weeks? - . o ‘ _ a IQ/ O

Form completed by: .&»QV ‘ W o - Date: @ / iﬁ /ZO .
Form reviewed by: IVH—/ : . Date: [ /Z_{ED( éz

Did you bring your immunization record card with you” - yes me E\{

It is important for you to have a personal record of your vaccinations. [fyou don't have a personal record,
ask your healthcare prov:der to give you one.  Keep this record in a safe place and bring it with you every
time you seek medlcal care. Make sure your healthcare provnder records all your vaccmat!ons on it.

kel

T«mﬂmmwhwuwcmgawwwwm ' LT wwmmuuucg/atg.d/p4065pdf Item#P4065 (10/10)

Immunization Actiah Coa!'mon . |573 Selby Ave . st Paul, MN SSIO4 . (65 )] 647-9009 * www.immunize, org . wwwwccmemformatxon org

E .,.."




