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(H~~,~~~e Immunization Consent Form 
PHARMACYUSEONLY: 

& Medical Equipment 0 UPDATEDSTATEREGISTRY O NOTIFIEDPHYSICIAN Rx#______ _ 

PATIENT'SLASTNAME PATIENT'SFIRSTNAME Ml VACCINEREQUESTED 

ADDRESS CITY STATE ZIP 

10-DIGITPHONENUMBER GENDER(M/F) BIRTHDATE(MM/DD/YYYY) INSURANCEIDNUMBER 

PRIMARYCAREPHYSICIAN PHYSICIAN'SADDRESS PHYSICIAN'SPHONE/FAX 

PRECAUTIONS AND CONTRAINDICATIONS (Please check yes or no tor each questions.) 

1.Areyousicktoday?.................................................................................................OvesO NO 
lfyes,specifysymptoms:_____________ _ 

2. Doyouhaveallergiestomedications,foodorvaccines? QvesO No 
Ifyes,list:_________________ _ 

3.Haveyoueverhadaseriousreactionafterreceivingavaccination?........................QvesO No 
4. Doyouhavelong-tennhealthproblemswithheartdisease,lungdisease, QvesO No 

asthma,kidneydisease,neurologicorneuromusculardisease,liverdisease, 
metabolicdisease(e.g.,diabetes),anemia,orotherblooddisorders? 

5.Haveyoueverfeltfaintordiuyafterreceivingavaccine? 
6. Doyouhavecancer,leukemia,AIDS,oranyotherimmunesystemproblems? 
7.HaveyouhadGuillain-BarreSyndrome,aseizure,brainornerveproblem? 
8. Duringthepastyearhaveyoureceivedatransfusionofbloodorblood 

products,orbeengivenamedicinecalledimmune(gamma)globulin? 

QvesQNo 
QvesQNo 
QvesQNo 
QvesQNo 

9. Areyoucurrentlyonhomeinfusionsorweeklyinjections?
Ifyes,whichmedications?____________ _ 

10.Haveyoureceivedanyvaccinationsorskintestinthepast4weeks? 
Ifyes,whatvaccinations?-------------

11.Areyouallergictoeggs?.................................................................................. 
12.Areyouallergictolatex?.................................................................................. 
13.ForWomen:Areyoupregnantoristhereachanceyoucould 

becomepregnantduringthenext3months? 

QvesQNo 
QvesQNo 
QvesQNo 

14.Inthepast3months,haveyouoranyoneinyourhouseholdtakencortisone,OvesO No 
prednisone,othersteroids,high-dosemethotrexate,azathioprine,6-mercaptopurine, 
antivirals,anticancerdrugs,orhaveyouhadanyradiationtreatments? 

ADVERSEREACTIONS 
Avaccine,likeanymedicine,iscapableofcausingseriousproblems,suchassevereallergicreactions.Theriskofanyvaccinecausingseriousharm,ordeath,isextremelysmall. 
Localsymptomsmayinclude:slighttenderness,redness,itchingorswellingatthesiteofinjection. 
Systemicsymptomsmayinclude:fever,malaiseandmusclepain.Othersystemicsymptomsmayoccurinfrequently.Thesereactionsusuallybegin6to12hoursafterimmunizationandcan 
persistforafewdays.Immediatepresumableallergicreactionssuchashives,angioedema,allergicasthmaorsystemicanaphylaxisoccurrarelyafterimmunizations.Thesereactionsmayresult 
fromhypersensitivityreactionsinpeoplewithsevereeggallergy,andsuchpeopleshouldnotbegivencertainvaccinesthatcontaineggs.PeoplewithdocumentedimmunoglobulinE(lgE)­
mediatedhypersensitivitiestoeggsorothervaccinecomponents,includingthimerosal,mayalsobeatincreasedriskofreactionsfromimmunizations. 
Inthecaseofaseverereactionsuchasahighfever,behaviorchangesorflu-likesymptomsthatoccuraftervaccination,seeadoctorrightaway.Signsofanallergicreactioncaninclude 
difficultybreathing,hoarsenessorwheezing,hives,paleness,weakness,afastheartbeat,ordizzinesswithinafewminutestoafewhoursaftertheshot. 

ADMINISTRATIVERECORD FORPHARMACYUSEONLY 

VACCINE:______ _ EXPIRATIONDATE:__ _ VACCINE:.______ _ EXPIRATIONDATE:__ _ VACCINE:______ _ EXPIRATIONDATE:__ _ 

VISVERSION:_____ _ SITEOFINJECTION· VISVERSION:._____ _ SITEOFINJECTION: VISVERSION:_____ _ SITEOFINJECTION:__ _ 

MANUFACTURER:___ _ DOSAGE:_____ _ MANUFACTURER:___ _ DOSAGE:_____ _ MANUFACTURER:___ _ DOSAGE:_____ _ 

LOTNUMBER:_____ _ ROUTEOFADMIN:.___ _ LOTNUMBER:._____ _ ROUTEOFADMIN:___ _ LOTNUMBER:_____ _ ROUTEOFADMIN:.___ _ 

=:zr,1w1,mi•l;lll;!it-liMH!iiiMiiS'l't1Ht~ 
VACCINEFEES TOTALCHARGE 

"Ihavereadtheadversereactionsassociatedwiththeadministrationofvaccines.Acopyofthevaccineinformationsheethasbeenprovidedtomeandacopyofthevaccinemanufacturer'sdrug 
informationsheetisavailableonrequest.Furthermore,I havealsohadanopportunitytoaskquestionsabouttheseimmunizations.I believethebenefitsoutweightherisksandIvoluntarilyassumefull 
responsibilityforanyreactionsthatmayresultfromeithermyreceiptoftheimmunization(s)orthereceiptoftheimmunization(s)bythepersonnamedbelowforwhomIamthelegalguardian("WARD"). 
MymedicalrecordmaybesharedwithmyphysicianorotherhealthcareproviderandthemedicalrecordofmyWardmaybesharedwithhis/herphysicianorotherhealthcareprovider.Iamrequestingthat 
theimmunization(s)begiventomeormydirectors,contractors,agentsandemployees(collectively"ReleasedParties"),fromanyandallclaimsarisingoutof,inconnectionwithorinanywayrelatedto 
myreceiptandthereceiptbymyinjury,deathordamagedsufferedorsustainedbyanypersonatanytimeinconnectionwithorasa resultofthisvaccineprogramortheadministrationofthevaccines 
describedabove.HawthornewilluseanddiscloseyourpersonalandhealthinformationorpersonalandhealthinformationofyourWard,totreatyouoryourWard,to receivepaymentofthecarewe 
provide,andforotherhealthcareoperations.Healthcareoperationsgenerallyincludethoseactivitiesweperformto improvethequalityofcare.WehavepreparedadetailedNOTICEOFPRIVACY 
PRACTICEStohelpyoubetterunderstandourpoliciesinregardtoyouandyourWard'spersonalhealthinformation.IacknowledgethatIhavereceivedacopyoftheNoticeofPrivacyPractices." 

SIGNATURE/LEGALGUARDIAN DATEOF VACCINATION/ DATEVISGIVEN 

PRINTNAME PHARMACISTNAME/ LICENSE# 

PHARMACISTADDRESS/ PHONE# 

PLEASEPROVIDEACOPYOFTHISFORMTOYOURPHYSICIANAND/ORHEALTHCAREPROVIDERFORYOURPERMANENTMEDICALRECORDS, 
WHITE-ADMINISTRATIVECOPY YELLOW- PATIENTCOPY 


