Cincinnati Health Department

	2009 H1N1 Vaccine Administration Record

	Site:
	Date:

	For the Person to be Vaccinated:

	Name: First
	Middle
	Last

	Birth Date:
	Age:
	Gender:    □ Male
□ Female

	Address:
	Phone #:

	City:  
	County:
	State:
	Zip Code:

	If you (or child) are in college, school, or day care, please provide their name:

	                                                                                 School District:

	Is the Person to be Vaccinated:

	Pregnant
	□ Yes
	□ No

	A contact of an infant less 6 months old
	□ Yes
	□ No

	A health care or emergency medical provider
	□ Yes
	□ No

	Aged 6 months through 24 years
	□ Yes
	□ No

	Under care for chronic medical condition:  such as heart disease, lung disease (such as asthma or COPD), metabolic disease (such as diabetes), kidney disease, neuromuscular disease or disease which affects the immune system (such as HIV)
	□ Yes
	□ No

	Taking medications which affect the immune system (such as oral steroids or cancer chemotherapy)
	□ Yes
	□ No

	Healthy (none of the above) and age 2 through 49
	□ Yes
	□ No

	A recipient of seasonal influenza nasal vaccine or other live vaccine (MMR, varicella) in the last 4 weeks?
	□ Yes
	□ No

	A household contact of: 1) anyone with a medical condition that weakens the immune system, such as HIV, transplant or cancer?
	□ Yes
	□ No

	2) anyone taking medications which affect the immune system, such as oral steroids or drugs for autoimmune disorders?
	□ Yes
	□ No

	3) anyone who has undergone cancer therapy in the last three months?
	□ Yes
	□ No

	Does the Person to be Vaccinated

	Have severe or life threatening allergies  
	□ Yes
	□ No

	To what?

	Have severe allergic reactions to eggs?
	□ Yes
	□ No

	Have a history of Guillain-Barre’ syndrome in the last 6 weeks?
	□ Yes
	□ No

	Currently have a moderate to severe illness
	□ Yes
	□ No




 By initialing here, I acknowledge receipt of the CHD Notice of Privacy Practices.
The Cincinnati Health Department (CHD) has permission to give the patient the Influenza A (H1N1) 2009 Monovalent vaccine.  I have been given and reviewed the appropriate Vaccine Information Statement.
X










Date: 





	Office Use Only

	Center Name:
	Center Address:

	Type
	Medicare PIN
	Date Administered
	Vaccine Manufacturer
	Vaccine Lot # & Exp. Date
	Dose (circle)
	Injection Site (circle)

	Injectable

(Monovalent)
	HO2006673
	
	
	
	0.5 mL    0.25mL
Route:  IM
	L arm       R arm
L thigh   R thigh

	Intranasal

(LAIV)
	HO2006673
	
	MedImmune
	
	0.1 mL each nostril

Route:  Intranasal
	N/A

	Vaccine Administrator’s Signature and Title:



Signature of person to receive vaccine or person to make the request






BYS       Revised 10/09


