H1N1 Nasal Spray 2009 CONSENT FoRH School

For ages 2 years to 49 years of age School

CITRUS COUNTY HEALTH DEPARTMENT Home Room Teacher -
Live Attenuated H1N1 Influenza Vaccine Immunization Record Grade Age of child

Student Information - Please print name in ALL CAPITAL LETTERS, BLACK INK ONLY for the child receiving the vaccine

FIRST
NAME:

LAST]
NAME:

ADDRESS:

CITY: ST: ZIP:

HOME| EMERGENCY]
PHONE: CONTACT NUMBER:

Middle Initial|:| Gender: M D F D Date of Birth: (MM/DD/YYYY)| || | /| || | /| || || || |

Mother, Father, or Guardian Information - Please print name in ALL CAPITAL LETTERS, BLACK INK ONLY

FIRST NAME:

LAST NAME:

IF GUARDIAN,
RELATIONSHIP

Please answer YES or NO to the questions below:

The questions should be completed for the child receiving the vaccination. Nursing staff will review the information.
YES NO

. Is your child allergic to eggs, egg proteins, or to another component of influenza vaccines?

. Has your child ever had a serious reaction to an influenza vaccination?

. Has your child ever had Guillani-Barre' syndrome?

. Is your child younger than 2 years of age?

. Does your child have asthma or recurrent or active w heezing?

. Is your child under 18 years of age and currently receiving aspirin or aspirin containing therapy?

N[o[lo|~|[w[N]~

syndrome [AIDS]) or take a medication (eg, steriods or chemotherapy) that low ers the body's resistance to infection?

8. Has your child received any of the follow ing in the past 30 days? (Please circle) FluMist, MMR, VZV Date given:

9.Does your child have any of the follow ing long-term health problems? Please circle: heart disease, lung disease, kidney disease,
metabolic diseases (eg, diabetes), other

10. Is your child pregnant or nursing?

11. Does your child live with or have close contact with anyone w ho has a severely w eakened immune system (AIDS, on chemotherapy,
bone marrow transplant, etc.)?

. Does your child have any diseases (eg, cancer, lupus, or human inmmunodeficiency virus [HIV] or acquired immunodeficiency D

12: Does your child have any other serious allergies? Please List:

O |00 O0 000O0o000

*Note: If you answered YES to questions 1-11 your child will NOT receive an H1IN1(Swine Flu) influenza vaccine
through the school vaccination program. Please contact your health care provider.

Request for Administration of HIN1 (Swine Flu) Nasal Spray Vaccine for the above named recipient

| have been given the H1N1 Nasal Spray vaccine information sheet as provided by the CDC. | have read these documents and have no further questions
at this time. | understand the risks and benefits of this vaccine. | request and voluntarily consent that H1N1 (Swine Flu) vaccine be given to

of whom | am the parent or legal guardian and | acknowledge that no guarantees have been made con-
cerning the vaccine’s success. | understand the possible side effects and warnings and precautions that should be taken into consideration prior to admini-
stration of the vaccine.

Parent Signature: Printed Name:

Date:

Provider Name: (Print Name) Date:

Lot # Exp.Date:




