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Screening Checklist e e Dames W Spany
. . s DATE OF BIRT > i

for Contraindications e or mernl0 L2 1>

to Vaccines for Adults

For patients: The following questions will help us determine which vaccines you may be given teday. If you
answer “yes” to any question, it does not necessartly mean you should not be vaccinated. It just means
additional questions must be asked. |f a question is not clear, please askyour healthcare provider to explain it.

don't
yes no fnow
1. Are you sick today? - Ef N
2. Do you have allergies to medications, food, a vaccine component, or fatex? O E{ [
3. Have you ever had a serlous reaction after recelving a vaceination? 1 vl I
4. Do you have a long-term health problem with heart disease, lung disease, asthma, IK]/
kidney disease, metabolic disease (e.g., diabetes), anemia, or other blood disorder? L m
5. Do you have cancer, leukemia, HIV/AIDS, or any other immune system problem? i E( i
6. in the past 3 months, have you taken medications that affect your immune sysiem,
such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of ] E{ T
rheumatoid arthritis, Crohn’s disease, or psoriasis; ot have you had radiation treatments?
7. Have you had a seizure or a brain or other nervous system oroblem? 3 M O
$. During the past year, have you received a transfusion of blood or blood products, E(
or been given immune (gamma} globulin oran antiviral drug? H L]
9. For womer: Are youl g;regnant or is there a chance you could become pregnant
during the nexi month? , . L 0
10. Have you received any vaccinations in the pas‘ﬁ 4 weaks? : O [E(
FORM CCMPLETED BY W W W DATE OL/U/’L&
FORM REVIEWED BY . N (\M n@gfﬁ;‘ DATE[[M__‘
Did you bring your immunization record card with you? yes I no /b

It is important for you to have a personal record of your vaccinations. ifyou 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.
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TB Screening Questionnaire

Student Number: OQ LILS 1 &

Please mark “yes” or ¥no” to the foliowing questions.
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Z
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Do you have & cough that has lasted longer than 3 weeks?

Have you coughed up blood or mucus?

Have you had fever, chills, or night sweata?

Have you had unintentional weight loss?

Have you been feeling very tired? -

ave vou lost your appetite?

SRS EN ISP T

Have vou ever had a positive TB skin fest resnit or Positive
interferon gamma release assay (IGRA) result?
If so, when?

8.

Have you ever had an abnormal chest x-ray?

9,

Have you recently had the mucus coughed up tested for TB?

10. Have you ever been told you had TB or latent TB?

11. Have you ever taken medicine for TB?

12. Have you ever lived with or had close contact with someone Who had

TBY?

13, Do you currently have & rash on eﬂ‘her foresrm?

14, Are you immunocompromised? (Steroids, chemotherapy, or other?)

5. Have you received a live vaceine in the past 30 days?

NON SN NSNS \ N AGN

*All TB skin test and Chest x-tays must be performed In the U.S. to be valid,*

| attest the above is true and dccurata to the best of my knowledge.,
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