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- Screening Checklist for Contraindications 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 dlear, please ask your healthcare provider

1o explain it. " ; Dor’t
; Yes No Know
— o
I, Are you sick today? s O = O
2. Do you have allergies to medications, food, a vaccine component, or latex? | '&]I I
3. Have you ever had a serious reaction after fé&eiving, a vaccination? | K{ O
4. Do you have a long-term health problem with heart disease, lung disease, asthma, = / 0
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? %

5. Do you have cancer, leukernia, HIV/AIDS, or any other immune system problem? O /);( O

]

6. In the past 3 months, have you taken medications that weaken your immune system, ~
such as cortisone, prednisone, other steroids, or anticancer drugs, or have you had [ F/Ef(' 0
radiation treatments? :
7. Have you had a seizure or a brain or other nervous system problem? O li O
8. During the past year, have you received a transfusion of blood or blood products,
S . iy 4 0y 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 \/
. _ il m\ O
during the next month?
10. Have you received any vaccinations in ;cbe\g)ast 4 weeks? 0 O
JAS

—~ 7 ,3 —
Form completed bé’/ ]/ A CT\J(Q( UA—" Date; 031777 ) (”/

Form reviewed by: ( Date:

Did you bring your immunization record card with you? yeslﬂﬁ no [

It is important for you to have a personal record of your vaccinations. I 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 healthcare provider records all your vaccinations on it.

Technical eortent roviewed by the Canters for Discase Corsroland Preventon www.immunize,org/calg.d/pa065.pdl = kem#P4065 (10/12)

Immunization Action Coalition * 1573 Selby Ave. * St. Paul, MN 55104 = (651) 647-9009 * www.immunize.org = www.vaccineinformation.org
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ith care provider before
-.3efore taking each

:pen the blister pack and
e foil blister pack or
‘imouth without food, usually every other day for 4 doses or
ile whole with cold or barely warm liquid about 1 hour before
%wallow with the liquid immediately. Do not chew, crush, or
sing schedule closely for the vaccine to be most effective.
keep track of when to take your next dose. You should
week before possible exposure to typhoid fever. You may
k for typhoid fever after 5 years. Ask your doctor or

faged Consun youl Pllya’llnuuia H

ct persists or worsens, tell your doctor or pharmacist
cribed this medication because he or she has judged that
effects. Many people using this medication do not have
tion to this drug is rare. However, seek immediate medical
s allergic reaction, including: rash, itching/swelling
ziness, trouble breathing. This is not a complete list of
2Inot listed above, contact your doctor or pharmacist.

e effects. The following numbers do hot provide medical
s to the Vaccine Adverse Event Reporting System

y call Health Canada at 1-866-234-2345.

Don ts on Back Panel

OVERDOSE: If overdose is suspected, contact a poison control center or emergency room immediately.
US residents can call the US National Poison Hotline at 1-800-222-1222. Canada residents can call a
provincial poison control center.
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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. | Dot
I Yes No Know
[. Are you sick today? Y a / O
2. Do you have allergies to medications, food, a vaccine component, or latex? 1 D/‘/ |
_ ’ //
3. Have you ever had a serious reaction after réceiving a vaccination? d =i ]
4, Do you have a long-term health problem with heart disease, lung disease, asthma, 0 [D/ 0
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? [ / 1
6. In the past 3 months,-have you taken medications that weaken your immune system,
such as cortisone, prednisone, other steroids, or anticancer drugs, or have you had O Q,/ |
radiation treatrents? : '
. . o
7. Have you had a seizure or a brain or other nervous system problem? [ | H
8. During the past year, have you received a transfusion of blood or blood products, O O /,/ 0
or been given immune {gammay) globulin or an antiviral drug?
9. For women: Are you pregnant or is there a chance you could become pregnant 0 .
during the next month?
! . . . . 7 NG - i
[0. Have you received any vaccinations in the past 4 weeks!? /[ Lt 1o /" / e V| 1 "
Form completed by: Date:
Form reviewed by: Date:
Did you bring your immunization record card with you? ye£f no [
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 healthcare provider records all your vaccinations on it.
Technical content reviewesd by the Camers for Discast: Cordcofand Prevession www.immunize,org/catg.d/p4065.pdf * em#P4065 (10/12)
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