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Consent for Yellow Fever Vaccin

I hereby give my consent to be vaccinated against Yellow Fever. | have been given information
and an opportunity to ask questions about the vaccine and the risks involved. All my questions
have been answered to my satisfaction. | have been informed that persons are at an increased

risk for a reaction if they are:

1) Allergic to a compoenent to the vaccine;

2) Over age 60;

3) Have thymus disorder or disease; or

4) Are immunnocompromised (by HIV, cancer or medications, etc.).
Further, pregnant and breast-feeding women should not take the vaccine without consulting
their OB-GYN or pediatrician. | understand that I may consult with my private physician about
the vaccine should | desire to do so. | understand that as with all medical treatments, there is
no guarantee that | will not experience an adverse effect. '
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Printed Name (!nd#vidua! to receive vaccine) (Signature) Individual to receive vaccine)
Date

Witness (Licensed personnel)
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‘Vaccines fo'r Adulis

For patients: The following questions will help us determine.which vacdnes you mazy be given today.
2y question, it does not necessarily mean you should not be vacdnated. ft just

H you answer “yes’ 10
ons must be asked. If a question & not dear, please ask your healthcare provider

means additional quest

1o explain It _ ) Don't
Yes No ¥now

“Sereening Checklist 1o Contraindicationsto |

e ' R : oo 0O

|. Are you sick today? :

-

2. Do you have allergies i0 medications, food, a vaccine component, or lﬂEx?e ﬂ [ 9 , ' w X [ O
s p i ) i

3. Have you ever had a serious reacion ater recenng a vaccinztion! 4 o |

24 Doyouhavea long-term hezlth problem with heart disease, lung diseass, asinma, 0O @/ N
kidney disease, m=tabolic disease (2.2, dizbstes), anemiz, or other blood disorder?

5. Do you have @nceT, leukemia, HIV/AIDS, or amy other Immung sysiem problem? O X O

4. Inthe past 3 months, frave you =ken medictions that weaken your immune sySter. o
<uch =5 Cortisone, prednisons, other sieroids, or anticancer Srugs, or have you hed ¥ x i
radiztion treatmenis?

7. Have you had aseizure or 2 brain or other nervous system problem? il g U

8. During the past year, have you received a trensfusion of blood er blood producis, 0 g( O
or been given Immune (gammiz) globulin or 23 ansviral drug!

- Se—

9. For ywomen: Are you pregnant or is thare a chance you could become pregnent 0 5 ’ 0
during the next month?

10. Have you received any vaccinations in the past 4 weeks? : . ' ﬁ 0

" Form completed by: ' A{{?fﬂ s

" Form reviewed by: £ ,0/?‘ > AN

Did you bring your immuniZation record card with you? yes] no =®

It.is important for you to have a personal record of your vaccnations. 1 you don’t have 2 persorzl 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 @re. Make sure your heafthcare provider records all your vaccinations on Tt
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4. Do you have 2 long®=mm hezkth problem with heart disease, lung diszass, ashImia, o ‘N

v disease, rm=tzbolic disezse (2.2 gizbetes), anemia, or other binod disorder?
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8. Dunng the pasi y22', hazve you recened 2 TENSLISION of blood or blood DroOUCES,

or been given Imrmune (gamms) gdobulin or an zrvirzl drug!

" For women: Are you pregant or is there 2 chance you could become pregmatl - 0O Q/ . 0

during the next ment?

|0. Have you received ary vaccinations in the past 4 weeks?
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Did you bring your immuniza¥ion record card with you?

’:'E'Jaa}i-e;a_pesonai record,
it with you every
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