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Maricopa County Department of Public Health 


                                                                                        CONSENT FOR IMMUNIZATION                                                      PLEASE PRINT
	 FIRST NAME:                                                  M.I.                                        LAST NAME: 

	 DATE OF BIRTH
	AGE TODAY: 


	ADDRESS:                                                                      CITY:                                    APT  #                  ZIP: 
	TELEPHONE:


	

	( (Check) the one that applies: 
□On AHCCCS Plan: _____________________             □ Have no health Insurance                □ Have health insurance              
 □Native American eligible for Indian Health Services □Have health insurance but it does not pay  for immunizations □ KIDS CARE
	□  SCREENING CHECKLIST                   

                 REVIEWED                           

	 □ I have received the notice of Privacy Practices (HIPAA) .             □   I have recieved a Vaccine Information Sheet for the H1N1 vaccination.  
 SIGNATURE:  X__________________________________     PRINTED SIGNATURE: X___________________________________             DATE: X___________________



Screening Questionnaire for Influenza  Vaccine and Influenza Mist Vaccine














Yes      No


Are you alleric to eggs, any medications or ever had a serious reaction to the influenza vaccine?
                                                                  □
   □
Are you currently pregnant or planning on becoming pregnant in the next 4 - 6 weeks?    






 □         □                                                                                             

Do you have any chronic or long term health problem?  








 □         □                                                                                           
Do you live with or expect to have close contact with a severely immunocompromised person?     

 



  □         □                       
Are you currently receiving long term aspirin therapy?                                                                                                                           

  □          □ 

	2009 – 2010
	  .25
	.50 
	 FLU MIST

	Seasonal Flu
	
	
	

	H1N1
	
	
	


 SCREENER’S SIGNATURE:  ____________________________   GIVER’S SIGNATURE:  _________________________  DATE: _____________
 10/06/09





















