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Screening Checklist for Contraindications 10
‘Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be gven today.
f you answer “yes” to any question, it does not necessarily mean you should not be vaccinated. It just
onal questions must be asked. If a question is not clear, please ask your healthcare provider

means addit
o explain it. —
Yes No Know
|. Are you sick today? il q O
2. Doyou have allergies to medications, food, a vaccine component, or latex? O ﬂ O
3. Have you ever had a serious reaction after receiving a vaccinztion? O [ﬂ O
4. Do you have a long-term health problem with heart disease, lung disease, asthma, O f& O
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder?
5. Do you have @ncer, leukemia, HIV/AIDS, or any other immune system problem? 0O & O
6. Inthe past3 months, have you taken medications that weaken your immune system, i .
cuch as cortisone, prednisone, other steroids, or anticancer drugs, or have you had L P_'SL O
radiation treatments? )
7. Have you had a seizure or a brain or other nervous system problem? 0O ﬂk O
8. During the past year, have you received a transfusion of blood or blood produdis, 0 0
or been given immune (gamma) globulin or an antiviral drug? R
o S 7
9. For women: Are you pregnant or is there 2 chance you could become pregnant O . 0
during the next month? ' : m\
{0. Have you received any vaccinations in the past 4 weeks? ; O a O

" Form completed by: A0 J° C P {q;\}\kf\ Date:i] l ) (‘)
" Form reviewed by: E :ﬁd ;f"-—@"vu Date:

Did you bring your immunization record card with you? yes[l no Dﬁ

it is important for you to have a personal record of your vaccinations. If you don't have 2 personal record,
ask your healthcare provider to give you one. Keep this record in a safe place and bring it with you every
our heatthcare provider records all your vaccinations on it.

time you seek medical care. Make sure y
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AUM Student Health Center
Vaccine Consent and Administration Record

Patient Information: Last Name First Name Date of Birth
[Waoraat Brber A /)T /19FF
Addres$14 S Do Kherrg KO Deedsy iy AL 26009

Phone () _3‘%()@ {,Jolp  Primary Care Provider

Screening Questions: Yes No  Don’t Know

N

1) Are you sick today? ( cold, fever, acute illness) I y ‘:I

2) Do you have allergies to any foods, medications or latex? | i
(For example: eggs, gelatin, neomycin, thimerosal.)
List

3) Do you take anticoagulation medicine? (Ex: warfarin, o X

s Coumadin or other-blood thinners). SR—

4) Do you have any long-term health problems with heart D E I:I
disease, lung disease, asthma, kidney disease, metabolic disease (e.g. diabetes), anemia, or
other blood disorders?

5) Have you had a seizure, brain or other nervous system D @ l:l

problem? (Ex: Guillain-Barre syndrome?)

6) For women: Are you pregnant or nursing? Could you >\

become pregnant in during the next month?

Consent for Services: 1 have been provided with the Vaccine Information Sheet corresponding to the vaccine
that T am receiving. I have read or have had explained the information provided about the vaccine I am to
receive. 1 have had the chance to ask questions that were answered to my satisfaction. I understand the benefits
and risks of vaccination and I voluntarily assume full responsibility for any reactions that may result. [ request
that the vaccine be given to me or the person named above for whom I am authorized to make this request,

Administration Date Route: IM LD or RD Volume: 0.5¢cc

Administrator VIS Date 8/7/2015

Manufacturer: GSK Fluarix® Quadrivalent Lot # C73LX or 32NZ7 EXP: 06/30/16




PATIENT NAME D\ N > | P)YC \gﬁi\f“*
DATE OF BIRTHCL}h /l:l /_I_C_'D ¥
mont ay

year

Screenihg Chelist
for Contraindications
to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given today. lf 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 askyour healthcare provider to explain it.

dom’t
yes ne know
1. Are ydu sick today? 0O Bl i3
2. Do you have allergies to medications, food, a vaccine component, or latex? O ﬁ O
3. Have you ever had a serious reaction after receiving a vaccination? B m ]
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 Ijl O
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? O ,E O
6. In the past 3 months, have you taken medications that affect your immune system,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of =5 m O
rheumnatoid 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 Q i
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 E D
9. For women: Are you pregnant or is there a chance you could become pregnant
during the next month? & O
10. Have you received any vaccinations in the past 4 weeks? : ' E [j\ |
i Pelsm ) “ L[ / o
FORM COMPLETED BY @H\’\\J\ e VW‘“J(%/ DATE /H IO
FORM REVIEWED BY DATE
Did you bring your immunization record card with you? yes [] no ‘[EL

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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