UNON Joint Medical Services                                                                                                                                                                     2010
Adult Screening and Immunization Documentation Form

2010 SEASONal Influenza Vaccination Program
The following questions will help us determine if we should give you the trivalent (with H1N1) influenza vaccination today. If you answer “YES” to any of the following Questions 2 – 11, we request that you bring a note from your personal physician giving you authorization to receive the vaccine. After answering the questions, please sign below.
Note:  Administration of this Influenza vaccine should be deferred in case of acute respiratory or other active infection.
	
	QUESTIONS
	YES
	NO

	1
	Are you feeling ill or have fever today?
	
	

	2
	Are you allergic to eggs or egg products?
	
	

	3
	Have you ever had a serious reaction to the influenza vaccine in the past?
	
	

	4
	Do you have a Latex allergy?
	
	

	5
	Do you have a history of Guillain Barre Syndrome?
	
	

	6
	Do you have an active neurological disorder?
	
	

	7
	Are you immuno-compromised?
	
	

	8
	Are you in your first trimester of pregnancy or trying to get pregnant?
	
	

	9
	Are you allergic to Neomycin and/or Polymyxin (eye and skin antibiotic ointment).
	
	

	10
	Are you allergic to Formaldehyde (usually found in nail hardener solution)?
	
	

	11
	Are you allergic to Octoxynol (usually found in spermicidal cream)?
	
	


NAME (PLEASE PRINT): _____________________________ INDEX NO: ______________DATE of BIRTH: ____________     
M (   )        F (   )        AGENCY: ____________________COUNTRY PROGRAMME: ___________ TEL_________________

I have received, read and had my questions answered about the “Vaccine Information Statement” for the dose to be given. I request that the dose be given to Myself/My child, (please circle), 
SIGNATURE : ________________________________________Date Signed: _______________________
*Staff members are requested to stay 20 minutes in the Medical Service after receiving the vaccination.

1. The Influenza vaccine contains non-infectious killed viruses and cannot cause influenza.

2. Since “the Flu vaccine” only immunizes against the influenza viruses, other respiratory diseases unrelated to this virus can occur after vaccination (e.g. common cold).

3. Local reaction: The most frequent side effect of the vaccination is soreness at the vaccination site. Reactions are generally mild and very rarely interfere with a person’s ability to conduct daily activities. The soreness might persist for up to 2 days.

4. Life-threatening allergic reactions to vaccines are very rare. 

5. Simultaneous Administration of Vaccines: Influenza vaccine can be administered concurrently with pneumococcal and other vaccines at different sites.

Below to be completed by medical staff administering vaccine
Date of administration:         ____   ___   2010                    Type of Vaccine:         ml Inactivated  Influenza Vaccine (Aventis)___



                            DD      MM   YYYY
Lot Number: ____          __________ Route: ____IM___Site of Administration (PLEASE CIRCLE): __Left / Right Deltoid_
Administered by (PLEASE PRINT): _______________________________________________Signature:___________________
