                                                 Macon County Health Department Flu Clinic                                                                      2016-2017    School Influenza Clinic
                                                                     503 N. Missouri, Macon, MO                                                      

                                           Flu Assessment Screening and Consent Form                 
Name: _________________________________ Date of Birth:________ Age:____  Grade:______
Address:_________________________________________________________________________

                                                                                         City           State              Zip Code  

   Phone#: _______________________ County: __________________________   
 Male       Female
Caucasian       African American        Native Indian         Alaskan Eskimo 

     Circle all that apply
Private Health Insurance YES  NO                 Medicaid YES  NO                     Uninsured  YES  NO
                             Please answer the following questions: (If answer yes, please explain)                  

1. Does your child have a cold, cough, fever or chills?  Yes  or  No______________________________________
2. Is your child allergic to eggs, egg protein, gentamicin, gelatin or arginine?    Yes  or  No __________________
3.Has your child received vaccines or injections in the last 4 weeks? Yes or No ___________________________
4. Is your child taking antibiotics or prednisone, cortisone, anti-cancer or other drugs that might prevent them from getting                                                   the vaccine?   Yes or  No____________________________________________________________________

5. Has your child had Influenza vaccine (flu) before?   Yes  or  No  If yes, any problems with the vaccine?    Yes  or   No 

6. For females:  Are they pregnant?  Yes or No     If yes, they can only have injectable vaccine.
7. Does your child faint with injections? Yes or No 
 If yes, explain___________________________________________ 

8. Does your child currently have Guillian-Barre Syndrome or Multiple Sclerosis?  Yes or No       If yes, explain__________
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++                                   Please read the following statement

This record will be kept at the Macon County Health Department in a file.  It will record when the vaccine was given, the name of the company that made the vaccine, the vaccine lot number and who and where vaccine was given.  I have read and or received a copy of the Vaccine Information Statement and I have had a chance to ask questions and had them answered to my satisfaction. I understand the benefits and risk of the vaccine to be given. I acknowledge by my signature below, that I have been offered a copy of Macon Co. Health Department “Notice of Privacy Practice Act (HIPAA)”, and have read the statement above.

_____________________________________                                    __________

 Signature of Patient or Parent/Guardian                                      

  Date

(2nd dose)________________________________________                       ___________
                Signature of Patient or Parent/Guardian


  Date   

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++                                                             

For clinic staff use only
Type of vaccine given:   Injectable                                                   

Date given:  __________________      

Manufacture: MedImmune     SP      Lot #:  ________________                      
 Expiration date: ________________         VIS:  
Signature of person giving vaccine: __________________________________               Injection site:    Rt delt       Lt delt
Type of vaccine given:  Injectable                                                 

 Date given:  __________________      

Manufacture: MedImmune     SP      Lot #:  ________________                      
 Expiration date: ________________         VIS:  
Signature of person giving vaccine: __________________________________               Injection site:    Rt delt       Lt delt

