2009 H1N1 Influenza Vaccine Consent Form (Version VI) (Children) 

 

   Section 1: Information about Child to Receive Vaccine (please print)

	STUDENT’S NAME (Last)


	(First)
	(M.I.)
	STUDENT’S DATE OF BIRTH
 month_________ day________ year __________        

	PARENT/LEGAL GUARDIAN’S NAME (Last)


	(First)
	(M.I.)
	STUDENT’S AGE
	STUDENT’S GENDER

                 M / F

	ADDRESS


	PARENT/GUARDIAN DAYTIME PHONE NUMBER:

	CITY

	COUNTY


	STATE
	ZIP
	

	RACE   (select all that apply)

· Amer Indian or Alaska Native

· Asian

· Black or African American
	· Native Hawaiian or Other 

· Pacific Islander

· White


	ETHNICITY

· Hispanic or Latino

· Non Hispanic or Latino


	CLINIC LOCATION (Official Use Only)
Putnam County Health Department

103 N. 18th St.

Unionville, MO  63565

660-947-2429

	SCHOOL NAME ___________________________________
MEDICARE # __________________________  MEDICAID # ____________________


	


   Section 2: Screening for Vaccine Eligibility
If your child has already been vaccinated with 2009 H1N1 influenza vaccine, please tell us the number of doses and dates of vaccination. 

   

⁬ Dose 1    
Date received: month ____day ____ year_______   
Form (please circle):      nasal spray
shot

   

⁬ Dose 2    
Date received: month ____day ____ year_______ 
Form (please circle):      nasal spray
shot

   The following questions will help us to know if your child can get the 2009 H1N1 influenza vaccine.   Please mark YES or NO for each question. 
A.  If you answer “NO” to all four of the following questions, your child can probably get the influenza vaccine.  If you answer “YES” to one or more of the following questions, your child may not be able to get the 2009 H1N1 vaccine; you should contact your Local Health Department to discuss the options.
	
	YES
	NO

	1.    Does your child have a serious allergy to eggs?     
	⁭
	⁭

	2.    Does your child have any other serious allergies?   Please list: _________________________________________________
	⁭
	⁭

	3.    Has your child ever had a serious reaction to a previous dose of flu vaccine?
	⁭
	⁭

	4.    Has your child ever had Guillain-Barré Syndrome (a type of temporary severe muscle weakness) within 6 weeks after receiving a flu vaccine)? 
	⁭
	⁭


B. There are more than one kind of 2009 H1N1 influenza vaccine.  Your answers to the following questions will help us know which vaccine your child can get.
	
	YES
	NO

	1.   Has your child gotten vaccinated with any vaccine (not just flu) within the past 28 days?

      Vaccine: ___________________________________                      Date given: month ______day _______year___________   
	⁭
	⁭

	2.   Does your child have any of the following: asthma, diabetes (or other type of metabolic disease), or disease of the lungs, heart, kidneys, liver, nerves, or blood)?   
	⁭
	⁭

	3.  Is your child on long-term aspirin or aspirin-containing therapy (for example, does your child take aspirin every day)?
	⁭
	⁭

	4.  Does your child have a weak immune system (for example, from HIV, cancer, or medications such as steroids or those used to treat cancer)?
	⁭
	⁭

	5.  Is your child pregnant?
	⁭
	⁭

	6.  Does your child have close contact with a person who needs care in a protected environment (for example, someone who has recently had a bone marrow transplant)?
	⁭
	⁭


  Section 3: Consent
	 CONSENT (for Vaccination):
I have been given a copy and have read, or had explained to me, the information in the “Vaccine Information Statement(s),” where applicable, for  the vaccine(s) indicated below.  I have had a chance to ask questions and had them answered to my satisfaction.  I understand the benefits and  risks of the vaccine(s) requested and ask that the vaccine(s) currently due for which I have signed below be given to me or to the person named above for whom I am authorized pursuant to Section 431.058, RSMo to make this request.   Note: The vaccine for H1N1 has been declared a covered countermeasure under the Public Readiness and Emergency Preparedness Act (42 U.S.C. § 247d-6d).

(  I GIVE CONSENT to the LOCAL health department and its staff to vaccinate my child with this vaccine 
Signature of parent or Legal Guardian _____________________________________     

 Date: month ______day ______year __________
(  I acknowledge I was given and/or offered a copy of the NOTICE of PRIVACY PRACTICE.
 Initials of parent or Legal Guardian ______     Date: month ______day ______year __________

	



                                                                     End of Client Form
                                                              Version VI, October 26, 2009

  Section 4: Vaccination Record 
	(Official Use Only)

	(   Consent Form Signed

(   Health Questions Reviewed on front of Form
(   Illness Screening Completed Today (Fever, Coughing, Sore Throat, Vomiting)



	Screen for Appropriate Vaccine



	Live Attenuated Influenza Vaccine  

(Deferral Criteria)
	Monovalent Inactivated Vaccine (w/Preservative) 
(Deferral Criteria)
	Monovalent Inactivated Vaccine (without Preservative) 
(Deferral Criteria)

	(   Pregnant 

(   Less than 2 Yrs of age
(   Greater than or = to 50 Yrs of age
(   H/O Reactive Airway Disease (Asthma)

(   Live Virus Vaccine in Last 28 days

(   Allergy to Gentamicin and/or Arginine

	(   Pregnant (State of Missouri Rule)
(   Less than 3 years of age (State of Mo Rule)
(   Less than 6 months of age

NOTE: Per Margaret Donnelly, director of the Department of Health and Senior Services (DHSS), granted an exemption Thursday, October 22, 2009, to the requirements of 191.235, RSMo. Allowing Pregnant Women who choose to, to receive the Monovalent Inactivated Vaccine (w/Preservative) 

I choose to give consent for my child ____________________________ (Less than 3 years of age) to receive the Monovalent Inactivated Vaccine (w/Preservative).

___________________________   _________


Signed


    Date

	(   Less than 6 months of age



	H1N1 Vaccine Dose 1



	Vaccine and Route 
	M/D/Y Given
	Injection Site
	Vaccine Manufacturer 
	Lot Number
	Date VIS Given and Explained
	Signature of Vaccinator

	H1N1 Influenza

(Circle One)

Intranasal

IM (W/Preservative)

IM (WO/Preservative)


	
	
	
	
	
	

	H1N1 Vaccine Dose 2 (if applicable)


	Vaccine and Route 
	M/D/Y Given
	Injection Site
	Vaccine Manufacturer 
	Lot Number
	Date VIS Given and Explained
	Signature of Vaccinator

	H1N1 Influenza

(Circle One)

Intranasal

IM (W/Preservative)

IM (WO/Preservative)


	
	
	
	
	
	

	 Comments
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