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CLINIC SITE: CLERK INITIALS:
e POLK COUNTY HEALTH DEPARTMENT

PATIENT INFORMATION AND H1IN1 VACCINATION CONSENT

(QL.E;EW

LAST NAME: FIRST NAME: MI
BIRTHDATE: / / AGE: FEMALE [ MALE [
ADDRESS: CITY: STATE: ZIP:
PHONE: ( ) COUNTY:
1. Areyou allergic to eggs or Thimerosal (mercury - containing preservative used in VacCines)? ..........ccccceverierenucns YES NOUO
2. Have you ever had an allergic reaction or other problem after a vaccination?.............cccccooeiiii e, YES [ NO [J
(Shortness of breath, hives, difficulty breathing, etc.)
3. Were you ever paralyzed by Guillain-Barre SYNArOME?..........ccviviieieieeieiesesesesresseeae e ste e sressesseessesaessessessesses YESJ NO L[
O B To Y (o TU i =TT IR =Y | oo OSSR YES J NO LI

5. Do you have a long-term health problem such as heart disease, lung disease (e.g. asthma), kidney disease,

metabolic disease (e.g. diabetes), or blood disorder (8.9. @NEMIA)?.......cceieeeirieeriieeere e e reens YES 0 NO [J
6. Do you have a weakened immune system because of HIVV/AIDS or other disorder, long—term treatment with

drugs such as steroids, or cancer treatment With X-rays OF ArUQS?.......cuivviereririerireesieeeeee e e e e e e seeseensesens YES O NO [J
7. Do you live with or have close contact with anyone with a severely weakened immune system requiring care

[T W o €01 C=Tot LA ANV (0] 11T 1 S YES O NO [J
8. Do you take aspirin or other salicylate MediCatioN?...........c.ccoviviiiiiiiieiii i YES O NO [
9. Have you received a MMR (measles/mumps/rubella), varicella (chicken pox), &/or seasonal influenza

nasal mist vaccing in the PASt 4 WEEKS?....... .ot et sttt e et see e YES 0 NO [

10. Are you pregnant or could become pregnant within the next MonNth?...........cccooveeiiiciccci s YES [ NO [

*k*k *k*k *k*k *% *k*% *k*% *k*% * % *k*k *k*k *k*% *% *k*% *k*k *k*% *% *k*%

Please circle one of the following priority groups that you belong to:
Children less than 10 years of age receiving 2™ dose ~ Health Care/EMS Medical Service Personnel
Household contacts/caregivers of infants less than 6 months Pregnant Women

Persons 6 months to 24 years of age ~ Persons 25-64 years of age  Persons over the age of 64
B R R R e e o R e R R e R R R R R R R R R R R R e R R e R R R R R R R R R e R S R R R R e R R R R R R S S S R R R R S R R R S e o

PLEASE NOTE: CONSENT IS REQUIRED FOR EVERY PATIENT

I acknowledge receipt of the “Notice of Health Information Privacy Practices” for Polk County Health Department and understand all
information is confidential and can only be released with my consent. INITIALS:

| have received and read the information sheet for the HIN1 monovalent vaccination and have had the opportunity to ask questions. |
understand the benefits and risks of the HIN1 monovalent vaccination. | authorize the healthcare providers of Polk County Health
Department to administer vaccination to the patient named above.

SIGNATURE (or Legal Representative if patient under 18 years): DATE:

Polk County Health Department — Patient Information and H1IN1 Vaccination Consent



VACCINATION ADMINISTERED

**STAFF ONLY**
Nurse Signature:
Influenza A (H1N1) Injection CPT: G9142 & G9141
Vaccine: Exp. date:
Lot # Mfr:
NDC #

Dosage: [10.50 ML OR [10.25 ML

Site of Injection [J Right Deltoid [] Left Deltoid [ Right Thigh [ Left Thigh

Influenza A (HIN1) MIST CPT: G9142 & G9141
Vaccine: Exp. date:

Lot # Mfr:

NDC #

VIS Date 10/2/09

Date given

Polk County Health Department — Patient Information and H1IN1 Vaccination Consent
S:\Everyone\SHARE\Swine Flu 2009\Operations\\VVaccine Distribution



	LAST NAME:  _____________________________FIRST NAME: _______________________ MI _______
	BIRTHDATE: _____/_____/_____    AGE: __________  FEMALE ⁭    MALE ⁭
	ADDRESS: _______________________________ CITY: __________________ STATE: _____ ZIP: _____
	PHONE: (_____) ________________________      COUNTY: ______________
	PLEASE NOTE: CONSENT IS REQUIRED FOR EVERY PATIENT
	SIGNATURE (or Legal Representative if patient under 18 years): _________________________________ DATE: _________
	POLK COUNTY HEALTH DEPARTMENT
	PATIENT INFORMATION AND H1N1 VACCINATION CONSENT
	VIS Date 10/2/09
	Date given_______________

