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Demographic Information

Race (check al that apply) (complete both columns)
[white [JAmerican indian/Alaska Kative [ Asian [ Hispanic/tatino [ Arab
[CJelack/African American - [Jative Hawaiian/Pacific Islander [Jother Race [ ] Non-Hispanic/Latino [] Non-Arab

Sex Assigned at Bith [Male [ JFemale [ Jintersex
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Are you a close contact of someone with an STI? [J¥es [N

BELOW COMPLETED BY CLINICAL STAFF *+++
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ses Moss# tace Client ticker H
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Immunization/Vaccination Client Questionnaire

‘Any allergies to medications, food, latex, or vaccines? Ifso, what?

szs Duo

Has the clent had a serious reaction to a vaccine in the past?

Does the clent have any serious medical problems heart, lung, kidney, seizure, brain, or metabolic disease
(e.g, diabetes), MIs.C, asthma, a blood disorder, no spleen, complement component deficiency, a
cochlear implant, or spinal fluid lead? History of pericarditi or myocarditis? O long-term aspirin therapy?

Has the clent had any history of Guillain-Barre Syndrome?

Has the clent had a seizure, or any other nervous system problem?

Does the clent have cancer, leukemia, HIV/AIDS, or any other immune system problem?

Has the clent taken cortisone, prednisone, other steroids, or anticancer drugs? Of recelved x-ray treatments
in the past 3 months?

During the past year, has the client received a transfusion of blood or blood products or been given immune
(gamma) globulin or an antiviral drug?

s the client pregnant, or i there a chance that the client could become pregnant In the next month?

Has the clent had any other vaccinations In the last 4 weeks? Ifso, what?

s the lient recelving antiviral medications?

Doesthe clent currently smoke cigarettes?

Has the clien ever fainted after getting a shot or having blood drawn?

Signature of Client or f applicable Parent/Guardian)
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Hep B Adult ViR Wellow Fever

Hep B Pediatric VRV Zoster (shingri)
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