Il m Colorado 2009-2010 H1N1 Flu
17043 Vaccine Consent and Screening Form
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First Name Last Name mMi

Street No. or PO Box Street Name Apt. Number

City County State  Zip Code Gender
o O
M F

Health Insurance: KAISER Insurance Policy Number:

O Medicaid O Medicare O Other Private O Mo Insurance | O Kaiser Permanente

Phone: - - Date of Birth: / /
E L] |&] L o ¥ i il
Race/Ethnicity: O Asian O Mative Hawalian/Pacific Islander O Hispanic/Latino O Other
(Fill in all that apply) QO Black, African Amencan QO Amerncan IndianfAlaskan Mative QO White
1. Are you sick today? OYES OQOMNO
2. Do you have a serious allergy to eggs or to a component of the flu vaccine? OYES OMNO
3. Have you ever had a serious reaction to a previous dose of flu vaccine? OYES ONO
4. Have you ever had Guillain-Barré Syndrome (a type of temporary severe muscle weakness)? OYES ONO
5. Are you pregnant, or is there a chance you may become pregnant in the next two weeaks? OYES ONOC
|&6. Have you received any vaccinations in the last month? OYES ONO
7. Do you have any of the following illnesses or conditions? OYES OQOMNO
Chronic lung disease (including asthma), heart disease, diabetes, brain, spinal cord or musche [liness that causes swallowing or lung
problems, problems with the iImmune system caused by medications andior HIV, kidney disease, liver disease, blood disorders
Please identify which H1N1 priority group you are in (please choose only one):
O Pregnant women O Children ages & months to 24 years
O Household contacts/caretakers of children under 8 months O Mon-elderly adults (25 — 84 yrs) with underlying risk conditions
O Healthcare worker [ EMS O Mone of the above

CONSENT FOR VACCINATION:

| have read or had explained to me the Vaccine Information Staterment (10/022008) for the 2009 H1N1 Influenza Vaccine and understand the risks and
benafits of recelving the vaccne. | have had a chance to ask questions, which were answerad to my satisfaction. | hereby release this provider, its
employeas and 1S volunleers from any lability for any results which may occur from the administration of this vaccine,

Signature: Date:
STOP - DO NOT WRITE BELOW THIS LINE

H1N1-2009 VIS Manufacturer Dosage | o... ORD ORT OLD OLT O Intranasal Administered By:
O 020 mL -
10/02/2008 | O o o O o Lot Hame
SP GSK NOV M CLS | O050mL
MNo. Thie
H1N1 PIN: Provider Name: Date Administered:
ofz[1|o|||T|R|I|C|O|U|N|T|Y |[HI|E|A|L|T / /
Provider Type: @ Public O Private o °or cor

Revised 10/16/2009 17043 Famsan
. For Persons 18 years and Older m .



