                                                                                                                                                                                                                      H1N1 Consent/Generic

2009 H1N1 Influenza Vaccine Consent Form
      Section 1: Information about Person to Receive Vaccine (please print)

	 NAME (Last)


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

	PARENT/LEGAL GUARDIAN’S NAME (Last)


	(First)
	(M.I.)
	AGE:  
	 GENDER           M / F

	ADDRESS


	DAYTIME PHONE NUMBER:

	CITY
	STATE


	ZIP
	

	
	Clinic Location/Date 


                                                                                       

FOR FLU MIST, PLEASE ANSWER QUESTIONS ON BACK PAGE           Y            N
	   1.    Do you/your child have a serious allergy to eggs?     
	⁭
	⁭

	   2.    Do you/your child have any other serious allergies?   Please list: 
	⁭
	⁭

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

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


    Section 2: Consent
	    CONSENT FOR VACCINATION: 
    I have read or had explained to me the 2009-2010 Vaccine Information Statement for the 2009 H1N1 influenza   
    vaccine and understand the risks and benefits.                                           
   I GIVE CONSENT to the Scott County Health Department and its staff to administer the H1N1 Vaccine.         

   I ALSO give consent to release information for reporting purposes.

   Signature: _______________________________________________________      Date:___________________      
                          Self/Parent/Legal Guardian                   
   **********************************************************************************************
FOR ADMINISTRATIVE USE ONLY    

      Section 3:  CHIRP Entry ________________________________________________________________________________________________________________



	      Entered into CHIRP      ⁭      Initials:
                               Date Entered:
          Pregnant                           

          Health Care Worker       

          Caregiver infant < 6 mo

          Age 6 mo – 24 years

         Age 25 – 64 Chronic

	            General Public   


	



   Section 4: Vaccination Record
	Vaccine
	Date Dose Administered
	Route
Flu mist    

Injectable
	Dose Number 
	Vaccine Manufacturer
	Lot Number
	Name and Title of Vaccine Administrator









