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for Contraindications i35

to Vaccines for Adults

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 He know
2.
1. Are you sick today? [l /lZ[ O
2. Do you have allergies to medications, food, a vaccine component, or latex? O
3. Have you ever had a serious reaction after receiving a vaccination? O E]/ O
3
4. Do you have a long-term health problem with heart disease, lung disease, asthma,
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? O /IZ/ D
: : -
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? O I ]
6. In the past 3 months, have you taken medications that affect your immune system, 2
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of O / =1
rheumatoid arthritis, Crohn’s disease, or psoriasis; or have you had radiation treatments? /
7. Have you had a seizure or a brain or other nervous system problem? O = O
8. During the past year, have you received a transfusion of blood or blood products, __./
or been given immune (gamma) globulin or an antiviral drug? O Lk O
9. For women: Are you pregnant or is there a chance you could becorne pregnant ; s
during the next month? [
~
10. Have you received any vaccinations in the past 4 weeks? O
N T ,
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Did you bring your immunization record card with you? yes [ no [J

It is important for you to have a personal record of your vaccinations. If you don’t have a personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every time
you seek medical care. Make sure your health care provider records all your vaccinations on it.
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|. Are you sick todzy? S R O [Z/ 0
2. Doyou have allergies to meadications, food, 2 vacdne compongnt, or lztex? O O
3. Hazve you ever had a serious readion Zfter receiving a vaccinziion! O p/ O
4. Do you have a long-iemm health problem with heart disease, Jung disease, asthma, 5 F/ 0
kidney diseasz, metabolic disease (e.g., diabeies), anemia, or other biood disorder?
5. Do you have cancer, levkemiz, HIV/AIDS, or ey other Immune sysiem problem? O /L/ O
&, Inthe past 3 months, have you =ken medicztions that wezken your Immune SYSiB, "y
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radiztion Treztments? :
7. Have you had =z seizure or 2 brain o other nervous system problem? 0O P/ 0
8. During the past year, have you received a transfusion of blood or blood producs, 0 )Zf 0
or been given IMMmune (gammaj globulin or an angviral drug! _
9. For women: Are you pregnant or isthere & chance you could become pregnant 0 . 0
during the nexad month? .
|0. Have you received any vacCnations in the past 4 weeks? 0 )2/ 0
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For patients: The following questions will help us determine which vacdnes you may be given today.
If you answer “yes” to any question, it does not necessarily mean you should not be vaccinated. ft just
rmeans additional questions must be asked. If a question is not clear, please ask your heafthare provider

1o explain . ‘ ) Dot
Yes No Know

il E 0

|. Are you sick today? : ;

2. Doyou have allergies 10 medications, food, z vaccne component, or latex? O )Z/ O

3. Haveyoueverhada cerjous reaction after receiving a vaccinztion? O )Zf O

4. Do you have a long-term heatth problem with heart disease, lung diseass, asthma, O )Z( 0
kidney disease, metabolic disease (8.2, dizbetes), anemia, or other blood disorder?

5. Do you have cancer, leukermiz, HV/AIDS, or any other immune 5ysiem problem? O ;Zf 0O

6. Inthe pest 3 months, have you =ken medictions that wezken your immune syseem, .
<uch as Corfisone, prednisone, other sieroids, or anticancer drugs, or have you hao O /ﬂ O
radiztion treztments?

7. Have you had a2 seizure ora brain or other nervous sysiem problem? 0 }Z O

8. During the past year, have you received 2 Transfusion of blood or blood produds, 0 }j O
or baen given Imrmune (garnma) globulin or an antiviral drug!

J;—‘ -
9. For women: Are you pregnarnt or ic there 2 chance you could become pregnant 0O ?/ . .

during the nexi month?

10. Have you received any vacanations in the past 4 weeks? ; O E 0
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Did you bring your immunization record card with you? yes ) no ;]

it is important for you to have a personzl record of your vaccinations. !f you don't have 2 personal record,
ask your healthcare provider to give you one. Keep this record in 2 safe place and bring it with you every
time you seek medical care. Make sure your heafthcare provider records all your vaccinations on i
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