TAHD Fax:8604968243 Nov 9 2009 13:41 P.02

. | Influenza A (H1N1) Public Provider Vaccination Administration Record | -

PRINT in capital lettars as shown here
A | |£[ |r 2|3

Mark boxes like this; If You make a mistake, u ] Darken llke thie: @ ’

and "X" the oomct am'

DARKEN the entire bo.
@ hsbasieieir Not like this: OQ@’

"4, First Name of person recelving vaccination 2, Last Name of person recelvir ng vaccmatmn

I
Home addrass of person 3, Street Numbar 4, Street Name 3. Apt No.
rocevingvaceine | | | | | | | L1 1 ] [ | 11 HNEEEEEERREEEN
6, CityTown 7. State . ip Gode
Hi L[] HN i |
9. Phone number where we can reach you or parent/guardian (if child)  10. DQB (mm/ddiyyyy) 11, Age (years) 12, Months i¢ parson recelving vaccine

( )| - INEERUERY ] [ e

13.Race O White O Black or African Ametican O Gther 77 7114, Higpanie or LAt no?* “Q Yes'” 15‘>Qer|dgr O Mdle .

(optional) O Amerlcan Indian or Alagkan Native O Native Hawaiian or Paclflc: Islander:| {optional) .« * . " Q. No . O F anlﬂ :
I Screening Questions: please complete If you'are receiving vaccing or have parent/gudrdian complete for a minor, c}nld ' FILL IN CIRCLE
| 18. Does the person receiving vaccina (adult or child) live in a housahold wilh a child less than a munlhs of age'? OYes O No
_17.Is the person receiving vaccine (adult or child) pregnant or think they might be pregnant? 7 o R g " " QYes. ONo
| 18. Is the person receiving vaccine (adult or child) allergic to eggs, thimergsal or other vaccine Qomponants" QYes ONo
15. Has the person receiving vaccine (adult or child) ever had a serious reaction to any vacgine? - * " 0 S P L . QOYes  ONo
20. Has the person receiving vaccina (adult or child) ever been diagnosed with Guillain-Barre Syndr‘ome wumm 5 weeks of a prewous mﬂuanza vaccmauun? O Yes Q No
21, |13 the parsen receiving vaceine (adult or child) sick with a fever today? 7 QYes ONoo
22 Does the person receiving vaccina (aduit or ¢hild) have any of the fellowing medical oondmona? PUT AN 'X' IN EAcH BOX THAT APFLlEs. if nona leave blank
[ Astrma [J cancer [ HeartDisease [ Fidney Diease [ LungDisease
[0 siood Disorder [7] Disbetes ] immune Disorder D Liver Disease [ Neurciogieal Dissase
[ For persons racelving LAIV (live Virus vaccine) only (If not receiving LAIV, skip ta congefit and leave blank)i . SEIIETR N 0T EILCINCIRCLE
| 23, Does the person receiving vaceing (adult or glu!d) have cancer, leukemia, AIDS, or any other Immune system prablem, or taka cortisons, prndnlmn. other sterolds, or 0 Yes o No
|__anticancer drugs,or Have thay had radistion tr or recoived 3 transfusion of blood/bload products or been given Immuna tgammn) ginhulln drugrm the past yw?
| 24.1f a child cr adolescent, is the person racaiving vactine on long term aspifin therapy? =~ ™ 5 OYes ONo
| 25, Has the parson raceiving veccine (adult or child) taken antivirals within 48 hours prior to this visit or have they raue:ved a vaceine in the past 4 weeks" O Yea O No

{"PLEASE READ THE FOLLOWING AND SIGN BELOW. PARENTIGUARDIAN please $ign for minor child and print your firsl and 1351 famas in the boxes balow.
| | have received the Influeriza A (HIN1) Monovalont Vaceing Information Statement. | have had a chanca to ask questions:and ) understandthe benefits and ri!ks of the vaceine. | requm that the vlcc!nathn

' | be given to me (or to the person for whom | am suthorlzed to make this raquest), | authorize the release of any rneducal or ougr mtcrmuon nacamry to prum: the lnwnncu dm or fnr othsr puhlm -

| heslth purpese. | have receivad 8 copy of the Notico of Privacy Practices. o FRASTR T

{26, First Name of Parent/Guardian If child 28_lgnature of person recewsng vaecine or parenﬂguardlan ifa minor

|
|
|

1 27, Last Name of Parent/Guardian if child —
L ! l Onca you sign the consent, you may stop. The parson giving

you the vaccine will complete the rest of the form.
STOP - DO NOT WRITE BELOW THIS LINE (vaccine adininistrator completes this section) - - '

29, Insurance Information Needed?| 30. Insurance Company 31, Insuranea 10 No.

Oves _(@)No HEER HEEREEERNEREEN
| 32 First and Last Name of Pollcy Holder (PLEASE PRINT) W]W _r[—l_rl—l_r'[—l_]

[Saisiine 34: VIS publiction dta 35. Ifvaccine label available, lace In box o tho right G i

Wuzﬂunmsj 1lol/1elz2l/1z2l0 gl | If no labal completed information below (§40 - 42), P

36. Manufacturer OCS 37. Lot Number 38, Explration date '
Sanofl Pastaur Claxo8mithKline L Blotheraples F
i g lu|®|o]1]|8laa ol4|/[o[1]/[2]0]1]1

39.Dose# (@)1 (C)2 |40.Dosage (")0.2 mi (LAIV only) (1)0.25 mi (w)0.50 mi [41:8ite - (ORD SORT OLn ' OLT " (intranagal ..

42, Date Vaccine Adminlistered (mmiddlyyyy 43, WVA# 44, PIN 45, Screener Initisls 46, Signature of parson administering the vaccine

] [ I Note: please sign above
| |

HEEE

[1{1]/[1]4]/[2]0]0]9] [o]9] [5]0]0]0

|47 Nams and Title of person who adminlstared vaccine

ida. Lacation or Clinic Name I
HEEEEERREEREN
AEEENEENEEEEEEEEEEEENEREN

| City State Zlp Coclo

NENERNEENENEERNNEEE |
EENEEENEREE
EREEEEEE T L (O]

C ] W



