
[image: ]Off-Site Vaccine Questionnaire and Record
PATIENT INFORMATION  Please print clearly.
Patient Name: 				Date of Birth: 	/ 	/ 	Age:	 Phone#: ( 	) 		Address:  					
Gender:	Height: 	feet/inches Weight: 	lbs City: 	State: 	Zip Code:  	
Ethnicity: □ American Indian/Alaska Native □ Asian □ Black/African American □ Native Hawaiian/Other Pacific Islander □ White □ Other Are you of Hispanic, Latino, or Spanish origin? □ Yes □ No
If you would like us to fax your Primary Care provider to inform them of this vaccine, please provide your primary care provider’s name and fax number (Optional): Primary Doctor: 	Dr. Fax #: ( 	) 	

	SCREENING QUESTIONS
	Yes
	No
	Unsure

	1.
	Are you sick today or have had a fever in the last 24 hours?
	□
	□
	□

	2.
	Do you have an allergy to medications, food, any vaccines, or latex?
Examples: Eggs, Gelatin, Thimerosal, Neomycin, Gentamicin, Yeast, Polyethylene Glycol (PEG), or polysorbate.
	□
	□
	□

	3.
	Have you ever had a serious reaction or fainted after receiving any vaccination or injectable medication?
	□
	□
	□

	
4.
	Do you have any long-term health problems like heart disease, lung disease, asthma, kidney disease, receive dialysis, cirrhosis, diabetes, anemia or other blood disorder? Are you a current smoker (yes/no)? Do you live in a nursing home or other long-term care setting (yes/no)? (circle all that apply)
	□
	□
	□

	5.
	For women: Are you pregnant or breastfeeding or trying to become pregnant within the next month? For Abrysvo patients: Weeks gestation: □ 32-36 weeks
	□
	□
	□

	6.
	Do you have a seizure disorder or a brain/nervous system disorder? (For pertussis-containing vaccines)
	□
	□
	□

	7.
	Have you received any vaccinations in the past 4 weeks?
	□
	□
	□

	8.
	Do you have a weakened immune system caused by something such as medications, cancer, leukemia, HIV, or other immune system problems?
	□
	□
	□

	9.
	During the past year, have you received a transfusion of blood or blood products, or been given a medicine called immune (gamma) globulin or an antiviral drug?
	□
	□
	□


 IMPORTANT INFORMATION
Ask all your questions before you receive a vaccine. The Vaccine Information Statement we gave you is documented by entering the VIS date below. To allow medical care provider(s) accurate immunization status information, an immunization assessment, and a recommended schedule for future immunizations, information will be sent to the state Immunization Registry*. Individuals have the right to request that their medical care provider not forward immunization information to the Registry. We may release any medical information necessary for treatment and payment. If all or part of the vaccine or administration fee is not covered, you are responsible for payment, which is due at the time of service. Any claims arising out of this service must brought through National Vaccine Injury Compensation Program. State laws may affect remedies in connection with your vaccination.

 PATIENT OR DURABLE MEDICAL POWER OF ATTORNEY CONSENT 
□ I have received the HIPAA Privacy Notice	□ I do not want a copy of the HIPAA Privacy Notice.
· Patient/Legal Guardian/POA Signature:  	
· Patient/Legal Guardian/POA Printed Name:	Phone: ( 	)  	
 	FOR PHARMACY USE ONLY	

	Vaccine
	Lot No.
	Exp. Date
	Manuf.
	Dose
	Injection Site
	VIS Date

	Inactivated Influenza (IIV)
	
	
	
	0.5 mL
	IM	L / R Deltoid
	

	Influenza – Inactivated High Dose (IIV3-HD)
	
	
	Sanofi Pasteur
	0.7 mL
	IM	L / R Deltoid
	

	Adjuvanted Influenza
	
	
	Sequiris
	0.5 mL
	IM	L / R Deltoid
	

	COVID-19 Vaccine
	
	
	Novavax
	
	IM	L / R Deltoid
	

	COVID-19 Vaccine
	
	
	Moderna
	
	IM	L / R Deltoid
	

	RSV
	
	
	
	0.5 mL
	IM	L / R Deltoid
	

	
	
	
	
	
	IM	L / R Deltoid
	

	Diluent For:  	
	
	
	
	


Date Administered: 	/ 	/ 		By Name or EmpID: 		Title: RPh  /  Intern  / Tech
Supervising RPh Name or EmplID: 		Introduced to Patient □
IL STORES Primary Doctor Address: 	City: 	State: 	Zip:  	

* In Michigan the Registry is called the Michigan Care Improvement Registry. KENTUCKY RESIDENTS: To allow medical care providers accurate immunization status information, reduce under and over immunization, track contraindications, provide an immunization assessment & recommend schedule for future immunizations, information will be sent to the Kentucky Health Information Exchange (KHIE). Individuals have the right to request that their medical care provider not forward immunization information to the registry. ALL STATES: The U.S. Government requires the COVID-19 vaccine be reported to the state Registry.
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