Cincinnati Health Department
IMMUNIZATION SCREENING QUESTIONNAIRE

Circle the answers to questions. The following questions will help us determine which vaccines your child will be given.
If you answer “yes” to any question, it does not necessarily mean your child should not be vaccinated. Additional information may

be needed from you or the doctor.
Child’s Name Date of Birth

Vaccines to be administered:

1. Is your child sick today with something more serious than a cold? YES NO
(All Vaccines)
2. Does your child have a serious allergy to latex, medications, food, eggs, thimerosal, or any vaccine?
(All vaccines) YES NO
If yes, what to?
Describe what happens
3. Has your child had a serious reaction to a vaccine in the past?
(All vaccines) YES NO
If yes, describe
4. Has your child had a seizure or a neurological problem or have a history of Guillain-Barre syndrome?
(All vaccines) YES NO
5. In the past 3 months, has your child taken cortisone, prednisone, other steroids, anti-cancer drugs,
or x-ray treatments? YES NO
(LAIV, MMR, Varicella)
If yes, describe
6. Does your child have cancer, leukemia, AIDS, or any other immune system problem?
(LAIV, MMR, RV, Varicella) YES NO
If yes, describe
7. In the past year, has your child received a transfusion of blood, plasma, a medicine called
Immune globulin or an anti-viral drug? YES NO
(LAIV, MMR, Varicella)
If yes, what
8. If the child is between the age of 2 and 4 years, has a healthcare provider told you that your child
had wheezing or asthma in the past 12 months? YES NO
(LAIV)
9. If your child is a baby, have you ever been told he or she had intussusception?
(rotavirus) YES NO
10. Does your child live with or have close contact with someone with a severely weakened immune system
(i.e. an isolation room of bone marrow transplant unit)? YES NO
(LAIV)
11.Has your child had a health problem with lung, kidney, or metabolic disease (ie, diabetes),asthma
or a blood disorder? Is he or she a long term aspirin therapy? YES NO
(LAIV)
12. Is the child/teen pregnant or is there a chance she could become pregnant in the next month?
(Leave blank if child is male.) YES NO
(LAIV, MMR, Varicella)
If yes, what
13. Has your child received any vaccinations in the past 4 weeks?
(LAIV, MMR, Varicella) YES NO

Info provided by: Relationship to child:
Verbal permission obtained from: Relationship to child:
Form completed by: Date:
Form reviewed by (RN): Date:
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PARENT IMMUNIZATION NOTIFICATION
Needed immunizations will be given at school whenever possible. You will be contacted when immunizations are
needed. Please complete the below information for the 2013-14 school year.

Child’s Name:
Please circle if child is: Male or Female Age Race Birthdate / /
Child’s Social Security #
1. Does your child have an Ohio Medicaid insurance plan? YES NO
If yes, which one: [IUnited Health [ICareSource [IMolina [IMedicaid Card

What is the insurance card billing number on the child’s card?

2. Does your child have private or paid Health Insurance coverage? YES NO

If yes, name of insurance company

Does it cover vaccines? YES NO

3. Isyour child an American Indian or an Alaskan Native? YES NO

4. Do you have any other children 3 years of age and under in your home that may need immunizations? YES
NO If yes, a nurse from our Immunization Action Program can assist you. You may contact them at 352-2901.

Child’s Doctor or Clinic:

Address of Doctor or Clinic: Phone

I have been informed of the vaccines needed for my child and understand that they will be given to my child at school. |
understand that this consent is valid for the current school year. | understand that this information will be entered into Ohio’s
Statewide Immunization Information System. | have read and understood the Vaccine Information Statement(s) and the
benefits and risks of the immunizations. | also acknowledge receipt of the CHD Notice of Privacy Practices.

Parent’s Name:

Print Name Signature Date
Address:

Street City State Zip
Verbal Permission: Obtained by: Date:
Parent/Guardian Day Telephone #: Cell Phone

Please complete other side

U Diphtheria, Tetanus, and Pertussis (DTaP) (Rev. 05/17/07)
O Tetanus & Diphtheria (Td) (Rev. 2/24/15))

U Tdap (2/24/15)

O Chickenpox/Varicella (Rev. 3/13/08)

U Hepatitis A (Rev. 10/25/11)

O Hepatitis B (Rev. 2/2/12)

U Haemophilus influenzae type B (Hib) (Rev. 4/2/15))
HHuman Papillomavirus (Gardasil) (5/17/13)

U Influenza (Rev. ) - fill in date

U Measles, Mumps, & Rubella (MMR) (Rev. 04-20-12)

0 MMRYV (5/21/10)

O Pneumococcal Conjugate (2/27/13)

U Polio (Rev. 11/8/11)

O Meningococcal Conjugate (Rev10/14/11)

U Rotavirus (4/15/15) UMMRYV (5/21/10)

Date VIS given
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