) PHALCON LABEL

Name ;—2 L{. pval L—%M 2
{Date of Service

Clinic ldentification Stamp

CHR #
PPD DATE RESULTS PPD DATE RESULTS PPD DATE RESULTS
MANTOUX MANTOUX MANTOUX
PPD DATE RESULTS PPD DATE RESULTS PPD DATE RESULTS
MANTOUX MANTOUX MANTOUX
Date A%e VIS Manufacturer Administration:
Vaccine | _Admin. { 80| Type & Q Professional Signature
Mo|Day] Yr T[mﬁ & Date Lot Number Amt. Site & Route
MMRV 0.5cc SQ LA RA
MMR 0.5cc SQ LA RA
MMR 0.5cc SQ LA RA
Varicella Vial SQ LA RA
varice“a Vlal SQ LA RA mﬁ%umaw 05m
For Al Use, DECAVAC™
US Govt Lic #1277 Rxony — |
Mfd by: Avertis Paster tnc.
S -
N Ci 3
Tdap Td (’/ 05ccM A) RA |- — - —
3l 94 | =2 (AP 2 rp”
Tdap Td 0.5cciM LA RA /
Tdap Td 0.5cciM LA RA

eningococcal Conjugate
(MCV4, MPSV4)

0.5cclM LA RA

Pneumococcal 0.5ccM LA RA

23-valent (PPV 23) SQ

Pneumococcal 0.5cciM LA RA

23-valent (PPV 23) SQ

Hepatitis A 0.5cc LA RA
icc M LT RT

Hepatitis A 0.5cc LA RA
icc M LT RT

Influenza 0.25cciM LA RA
0.5cciM LT RT

Influenza 0.25¢cciM LA RA
0.5ccIM LT RT

Rotavirus PO

Rotavirus PO

Rotavirus PO
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IMMUNIZATION~ZCORD A PHALCON LABEL
) Name
Allergies: Date of Service
Reactions: CHR #
Vacel Dater |Age| VIS Manufacturer Administration:
(Circle ‘Z‘::":zmm Admin. | at | Type & Q Professional Signature
Mo|Day| vr 1!1_':;9 &Date | LotNumber | Amt. Site & Route
DTaP DT 0.5¢cciIM LA RA
LT _RT
DTaP DT 0.5¢cciM LA RA
LT _RT
DTaP DT 0.5cciIM LA RA
IT RT
DTaP DT 0.5cciM LA RA
LT _RT
DTaP DT 0.5cciM LA RA
LT RT
DTaP/Hib 0.5¢ccIM I'../_\r RA
RT
DTaP/HepB/IPV 0.5¢ccIM IL¢ §¢
DTaP/HepB/IPV 0.5cciM lﬁ g_ﬁ?
| DTaP/HepB/iPV 0.5cciM LL/_\r r%
HepB 0.5¢cc LA RA
P icc M LT RT
HepB 0.5¢cc LA RA
icc IM LT RT
HepB 0.5¢cc LA RA
1icc IM LT RT
HepB/Hib 0.5cclM t¢ Eﬁ}
HepB/Hib 05cM LA RA
HepB/Hib 0.5ccIM II-.AI" I;{I\_
Hib 0.5cciM LA RA
LT RT
Hib 0.5cciM LA RA
LT _RT
Hib 0.5cciM LA RA
LT RT
Hib 0.5cciM LA RA
LT RT
IPV 0.5ccSQ LA RA
LT RT
IPV 0.5ccSQ LA RA
LT RT
IPV 0.5ccSQ LA RA
IPV 0.5ccSQ LA RA
Pneumococcal 0.5¢cciM LA RA
7-valent (PCV 7) LT RT
Pneumococcal 0.5cclM LA RA
| 7-valent (PCV 7) LT RT 0
Preumococcal 0.5cciM LA RA
 7-valent (PCV 7) LT RT I
Pnsumococcal 0.5¢cciM LA RA m
7-valent (PCV 7) LT RT
(o)
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Patient name: \Jd n Hé)ﬁa n Vate of birth; /A /7 Il d

(mo.) (day) (yr.)

Screening Questionnaire e B
for Adult Immunization s

For patients: The following questions will help us determine 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. Don’t
Yes No Know
|. Are you sick today? O \9‘( O
2. Do you have allergies to medications, food, or any vaccine? | O ‘g\
3. Have you ever had a serious reaction after receiving a vaccination? a \ﬁ ﬁ
4, Do you have cancer, leukemia, AIDS, or any other immune O “EK 0
system problem?
5. Do you take cortisone, prednisone, other steroids, or anticancer drugs, 0 O
or have you had x-ray treatments? q
6. Do you have a seizure, brain, or nerve problem? O l?\ O
7. During the past year, have you received a transfusion of blood or blood 0 O
products, or been given a medicine called immune (gamma) globulin? 9\
8. For women: Are you pregnant or is there a chance you could become 0 0
pregnant during the next month? 5(
9. Have you received any vaccinations in the past 4 weeks? O # O

Z

Form completed by:

Form reviewed by:

_ et

Did you bring your immupization record card with you? yes[J noTlH

It is important for you to have a personal record of your vaccinations. If you don't have a record
card, ask your healthcare provider to give you one! Bring this record with you every time you seek
medical care. Make sure your healthcare provider records all your vaccinations on it.

www.inmunize.org/catg.dfp4065scr.pdf * hem#P4065 (5/06)
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Nombre Laama

ha de

del paciente: .=

miento: VA
- (mes) (dfa)

(afo)

Cuestionario para la
vacunacion de adultos

kD

()

o)

Para los pacientes: Las siguientes preguntas nos ayudaran a determinar cudles vacunas debe recibir
hoy. Si alguna pregunta no est4 dlara, por favor pidale a su proveedor de salud que se la explique.
o]

Si No sabe
|. iEsta usted enfermo en la actualidad? O O O
2. (Tiene alergias a medicamentos, alimentos, o alguna vacuna? a 0 O
3. iHa tenido usted alguna reaccion seria a las vacunas en algin momento? O O
4. iTiene usted cancer, leucemia, SIDA, o cualquier otra enfermedad
. . . O O O
del sisterna inmunologico!
5. iToma usted cortisona, prednisona, otros esteroides, drogas anticncer, O 0 0
o ha estado expuesto a un tratamiento con rayos X1
6. iEn el curso del afio pasado, ha recibido usted alguna transfusion de sangre. O D 0O
plasma, o una medicamento llamado gamaglobulina inmunolégical
7. Para mujeres: (Es posible que usted esté embarazada o que quede O 0 0
embarazada en el proximo mes!?
8. iHa recibido usted alguna vacuna durante las Gltimas cuatro sernanas? 0 a O

Este formulario ha sido completado por:

Fecha: / /

Este formulario ha sido repasado por:

(mes) (dfa) (ano)
Fecha: /1

sid no[d

Trajo su tarjeta de vacunacion?

todas las vacunas en su tarjeta.

Es importante que usted tenga una tarjeta personal con el registro de sus vacunas. Siusted no
tiene una tarjeta, pidale a su proveedor de atencion de la salud le dé una, Traiga esta tarjeta cada
vez que busque atencion médica. Aseglrese de que su proveedor atencion de la salud le anote

wwwimmunize. org/aalg d/pA065-01 pd

(mes) (dia) (afo)
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