	2012-2013   Seasonal  Influenza  Screening  Questionnaire

Grafenwoehr Army Health Clinic

	


	Recipient’s Name:          (last,   first)
	Date of Birth:  
AGE
	Sponsor’s Full SSN:

	Sponsor’s  Service:        Army      Air Force      Navy      Other
	Recipient’s  Status:      Active Duty       Dependent       Civilian        LN employee

	1.
	Is the recipient SICK TODAY?
	No
	Yes

	2.
	Has the recipient ever had a SERIOUS REACTION to a flu vaccination in the past?
	No
	Yes

	3.
	Does the recipient have any KNOWN ALLERGIES to any of the following :  
               eggs—(only severe reactions) , MSG, gentamycin, neomycin, polymycin, gelatin,  arginine,  thimerosal, 
                                      formaldehyde, latex, or other possible vaccine components?
	No
	Yes

	4.
	Has the recipient ever had GUILLAIN-BARRE SYNDROME (GBS)  ?
	No
	Yes

	5.
	Does the recipient have any CHRONIC HEALTH PROBLEMS, such as:
                                 (asthma, heart disease, lung disease, kidney disease, blood disorder, diabetes, etc…)
	No
	Yes

	6.
	Is the patient PREGNANT OR PLANNING ON BECOMING PREGNANT in the next month?
	No
	Yes

	7.
	Has the recipient TAKEN ANY ANTIVIRAL MEDICATIONS (used to treat influenza symptoms) within 
the past 48 hours?
	No
	Yes

	8.
	Does the recipient have a WEAKENED IMMUNE SYSTEM because of HIV or other diseases that affect the immune system;  long-term high dose steroid use, or cancer treatment with radiation or chemotherapy?
	No
	Yes

	9.
	Does the recipient live with, or have CLOSE CONTACT WITH SEVERELY IMMUNE-COMPROMISED individuals who must be in a protective environment (such as transplant recipients)?
	No
	Yes

	10.
	Has the recipient RECEIVED ANY VACCINES IN THE PAST MONTH or planning on receiving vaccinations within the next month?
	No
	Yes

	11.
	Please list all CURRENT MEDICATIONS that you are taking:
	No
	Yes

	I have read, or have had explained to me, the information in the 2012-2013 Influenza vaccine Information Sheet (VIS).  I have also had a
chance to ask any questions and they were answered to my satisfaction.  I understand the benefits and risks of the influenza vaccine.
                                                                              (This form is subject to the Privacy Act of 1974)
                          Recipient’s signature______________________________________      Date _________________________
 or Signature of Parent/Guardian_______________________________     Date__________________________

	

	--Below to be completed by health care provider only—  (Circle appropriate age, vaccine, and dose to be given)

	

	6 mo  -  23 mo
	
	2 yrs  -  8 yrs
	
	9yrs  -  49 yrs
	
	50 yrs  and  older

	GIVE:  Fluzone (PF)
            0.25ml IM
Route:  IM L/R Thigh
Lot#_____________
	
	NO  Contraindications
	
	NO  Contraindications
	
	GIVE:  Afluria ( MD)
            0.5ml IM
Route: IM L/R Deltoid
Lot#______________



	
	
	GIVE:   Flumist 0.2ml intranasal
Lot #__________________
	
	GIVE:  Flumist 0.2ml intranasal
Lot#__________________
	
	

	
	
	       YES  Contraindications
	
	YES  Contraindications
	
	

	
	
	2-3 yrs:  Fluzone (PF) 0.25ml IM
                 ************
4 yrs:      Fluzone (MD) 0.5ml IM
                 ************
5-8 yrs:  Fluzone (MD) 0.5ml IM*
    Afluria use in this age group must be documented in AHLTA about risk/ benefits.
LOT #_______________Route: IM L/R Deltoid

	
	GIVE:  Afluria (MD) 0.5ml IM

              ***********

PREGNANCY:  Afluria (PF)
                          0.5ml IM
Route: IM L/R Deltoid
Lot#________________
	
	



Vaccination deferred / Comments:__________________________________________________________________

Interviewer’s signature__________________________________________________Date____________________
Vaccine administered by_________________________________________________Date____________________
