SCREENING QUESTIONNAIRE FOR SEASONAL

VACCINATION – INJECTABLE AND INHALED

Patient name _____________________________.  Date of birth ___/___/___         Yes
      No     Don’t know

	1. Is the person to be vaccinated sick today, with fever or a moderate illness?
	
	
	

	2. Does the person to be vaccinated have an allergy to eggs or to a component of influenza vaccine? (e.g., protein, gentamicin, gelatin, arginine, neomycin, polymyxin B, thimerosal, formaldehyde)  List any allergies:
	
	
	

	3. Has the person to be vaccinated ever had a serious reaction to any influenza vaccine?  Please describe:


	
	
	

	4. Has the person to be vaccinated ever had Guillain-Barre Syndrome?
	
	
	


If you answered yes to any question 1-4 you may not be able to get the flu vaccine today.  Please speak to triage now.

                                                                                                                                     Yes
      No     Don’t know

	5. Is the person to be vaccinated younger than age 2 yrs or older than 49 yrs?
	
	
	

	6. Does the person to be vaccinated have a long-term health problem with heart disease, lung disease, asthma, kidney disease, neurologic or neuromuscular disease, liver disease, metabolic disease (e.g., diabetes), or anemia or another blood disorder?
	
	
	

	7. If the person to be vaccinated is a child age 2-4 years, have you been told by a health care provider in the past 12 months that he or she was wheezing or had asthma?
	
	
	

	8. Does the person to be vaccinated have a weakened immune system because of HIV/AIDS or another disease that affects the immune system, long-term treatment with drugs such as high-dose steroids, or cancer treatment with radiation or drugs?
	
	
	

	9. Is the person to be vaccinated a child or teen receiving aspirin therapy or aspirin-containing therapy?
	
	
	

	10. Is the person to be vaccinated pregnant or could she become pregnant within the next month?
	
	
	

	11. Does the person to be vaccinated live with or expect to have close contact with a person whose immune system is severely compromised and who must be in a protective isolation (such as a hospital room with reverse air flow)?
	
	
	

	12. Is the person to be vaccinated taking any prescription medications to prevent or treat influenza?  Have they taken any antivirals in the past 48 hours?
	
	
	

	13. Has the person to be vaccinated received any other vaccinations in the past 4 weeks?  Please list: 


	
	
	


Parent/patient signature:______________________________________________Date: ___________________

Product recommended:        ________Seasonal injectable               __________Seasonal inhalable

Form reviewed by: __________________________________________________Date: __________________
I have read the Permission to Share information and I ___ permit/ ____do not permit sharing of my information or of my child’s information with the MDPH and/or my health care provider.

Parent/patient signature: ____________________________________

