
SCPHS - H1N1 Flu 2009
SCPHS H1N1 Flu 2009 At Scotia-Glenville School District

Patient Information

* First Name MI * Last Name

B B B B B B B B B B B B B B B B B B B B B B B B B B B B

Address Apt#

B B B B B B B B B B B B B B B B B B B B B B B B B B B B B

City State Zip Gender

B B B B B B B B B B B B B B B B B B B B B B B B 1-M   2-F   3-Other

* Date of Birth (MM/DD/YYYY) Phone Number * Clinic ID

B B / B B / B B B B B B B - B B B - B B B B 0 9 3 0 0 1 2 0

* Mother's First Name * Mother's Maiden(Last) Name

B B B B B B B B B B B B B B B B B B B B B B B B B B B

Emergency Contact

Relationship to Patient: 1-Parent              2-Guardian              3-Spouse/Partner              4-Sibling              5-Other Relative              6-Other

First Name MI Last Name

B B B B B B B B B B B B B B B B B B B B B B B B B B B B

Phone Number

B B B - B B B - B B B B

Please answer the following questions (circle the appropriate number) Yes  No  Unknown

1. For individuals 19 and older: Have you reviewed and signed the NYSIIS Patient Consent Form?    1      2      3

2. Have you (your child) had any vaccine within the last 28 days, including the 2009 H1N1 Flu vaccine or ever had a pneumonia shot?    1      2      3

3. Do you work in healthcare or emergency medical services?    1      2      3

4. For ages 25-64 years: Do you have a chronic or immunosuppressive medical condition?    1      2      3

5. Are you pregnant?    1      2      3

6. Are you (your child) a household contact or caregiver for children younger than 6 months of age?    1      2      3

7. Are you (your child) sick with a fever today or have you (your child) taken antiviral medication for Flu within the last 2 weeks?    1      2      3

8. Do you (your child) have a severe allergy to eggs, a component of the vaccine, or an anaphylactic allergy to latex?    1      2      3

9. Have you (your child) ever had a serious reaction to the nasal spray or flu shot vaccine?    1      2      3

10. Have you (your child) ever had Guillain-Barré Syndrome?    1      2      3

11. Do you (your child) have close contact with anyone with a severely weakened immune system?    1      2      3

12. Is the child or teen to be vaccinated receiving long term aspirin treatment?    1      2      3

13. For children ages 2-4 years: Has the child had asthma or wheezing episodes in the last year?    1      2      3

14. For ages 2-49 years: Do you (your child) have any long term health problems?    1      2      3

   1      2      3

I consent to receive the circled vaccine(s):   Seasonal Influenza,   pneumococcal,   2009 H1N1 Influenza.

I have read, or had explained to me the vaccine information sheet (VIS) for the above vaccination(s). I have had a chance to ask questions which
were answered to my satisfaction and I understand the benefits and risks of the vaccination as described.  I request that the above vaccination(s)
be given to me (or the person named above for whom I am authorized to make this request).  I authorize the release of any medical or other
information necessary to process a Medicare or other insurance claim or for other public health purpose.

line line
Patient or Parent/Guardian(Print Name) Witness(Print Name) * Consent Date (MM/DD/YYYY)

line line B B / B B / B B B B

Patient or Parent/Guardian(Signature) Witness(Signature)

Campaign ID 21 Form ID 288



For Staff Use Only

Disposition at Triage: Disposition at Medical Evaluation:

1 - Referred for Treatment

2 - Referred for Medical Evaluation

3 - Treatment Declined

4 - Other

1 - Referred for Treatment

2 - Referred for Medical Care

3 - Treatment deferred due to Medical Contraindication

4 - Other

(This Medical section must be blank or fully completed including the Date Med Administered field at bottom)

Medication 1 Area Inoculated:

Barcode #1

 

 

                                Place Medication

                                Barcode#1 Here

 

 

1-Left Arm       2-Right Arm       3-Oral                 4-Left Thigh       5-Right Thigh

6-Nasal           7-Left Buttock    8-Right Buttock   9-Left Deltoid    10-Right Deltoid

Person Providing Treatment

Last 4 Digits of

SSN or VID

Signature

B B B B

<space>

(This Medical section must be blank or fully completed including the Date Med Administered field at bottom)

Medication 2 Area Inoculated:

Barcode #2

 

 

                                Place Medication

                                Barcode#2 Here

 

 

1-Left Arm       2-Right Arm       3-Oral                 4-Left Thigh       5-Right Thigh

6-Nasal           7-Left Buttock    8-Right Buttock   9-Left Deltoid    10-Right Deltoid

Person Providing Treatment

Last 4 Digits of

SSN or VID

Signature

B B B B

<space>

(This Medical section must be blank or fully completed including the Date Med Administered field at bottom)

Medication 3 Area Inoculated:

Barcode #3

 

 

                                Place Medication

                                Barcode#3 Here

 

 

1-Left Arm       2-Right Arm       3-Oral                 4-Left Thigh       5-Right Thigh

6-Nasal           7-Left Buttock    8-Right Buttock   9-Left Deltoid    10-Right Deltoid

Person Providing Treatment

Last 4 Digits of

SSN or VID

Signature

B B B B

<space>

(This Medical section must be blank or fully completed including the Date Med Administered field at bottom)

Medication 4 (Must be blank for fully completed) Area Inoculated:

Barcode #4

 

 

                                Place Medication

                                Barcode#4 Here

 

 

1-Left Arm       2-Right Arm       3-Oral                 4-Left Thigh       5-Right Thigh

6-Nasal           7-Left Buttock    8-Right Buttock   9-Left Deltoid    10-Right Deltoid

Person Providing Treatment

Last 4 Digits of

SSN or VID

Signature

B B B B

<space>

* Date Medication Administered (MM/DD/YYYY)

B B / B B / B B B B


