HINT Influenza Vaccination Consent Form HOOp434F
Please complete and retura this forin (PLEASE PRINT).

Name receiving vaceination: Birth date {mm/dd/yyyv):
Address: City: State: Zip Code;
Home/Cell telephone: Emergency contact number:

If vaccine is being administered to a child under the age of 19 years:

Parent/Legal Guardian:

Please circle YES or NO to the questions below:
1. Are you {or i completing for your child) alfergic to efgs, egg profeins, or to another component
of influenza vaccines, such as gelatin, neomyein {antibiotic ) and polymyxin (antiblotic)?. .. ... Yes Ko

2. Have you {or If completing for your child) ever had a serious reaction to an influenza vaccine? Yes DNo
3. Have you (or if completing for your child} ever had Guillain-Barie syndrome? ,............, Yes MNo
4. Do you (or if completing for your child) have asthma or recurrent or active wheezing? .......Yes No
5. U completing for your child under 19 years, is he/she currently receiving aspirin or
aspirin contiining therapy?....... A B R i S e T e RS R Yy Mo NPy
0. Do you (or il completing for your child) have any disenses (e.g.. cancer, lupus, or huniin

immunodeficiency virus [HIV] or acquired im munodeficiency syndrome (ATDS]) or take
a medication (e.g.. steroids or chemotherapy) that lowers the bod ¥'s resistance to infection?.. Yes No
7. Have you {or if completing for vour child) received a vaccine within the past 30 days? ....... Yes No

If ves, please list name of vaceine(s): Date
K. Do you have any of the following health problems?  Ifves, please check: ................. Yes No
O Heart disease O lung disease O kidney disease O diabetes [ other
9. Areyou pregnant or nursing? .. ..., B R i ek Al e B s A Yes No
10. Do you agree that you or your child may have a paramedic administer the HIN1 influenza
vaccing under the delegation of the Commenwealth’s Acting Physician General? ..., . ... Yes  MNo
STOP HERE?

Pleuse let us know if vou or your child has close contact with anyone who has a weakened immune system and must
be in a protective cnvironment (g, an individual who has had 2 bone marrow tremsplant),

I have been given the Centers for Disease Control and Prevention Vaccine Information Statemnent {VIS). [ hove read the VIS
end have no further questions at this time. [ understand the rsks and benefits of HIN] influenza viceine. | request and
voluntarily consent that HINL influenza vaccine be given to {name of child of whom |
am the Parent/Legal Guardian}, and [ acknowledge that no gusrantees have been made concerming the vaccine's suceess, |
understand the possible side effects and warnings and precautions that shoutd be taken into consideration prior fo
administration of the vaceine.

My preference for my chyld’s influenza vacgine is the following:

(] Loactivated injectable influenza vaccine {shot i the arm or leg) ONLY

] Live intranasal infiuenza vaccine (spray in the nose) ONLY

[] Either injectable influenza vaceine OR live intranasal influenza vaccine

MName of Pareny/Legal Guardian: Date:

Signature of Parenv'Legal Guardian: Date:

Far chil vounoer ih date of their 10™ hirthday:

Your second dose of HINT vaccine should be given after this dare:
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