[image: A close-up of a medical form

AI-generated content may be incorrect.]
image1.png
Off-Site Vaccine Questionnaire and Record

[PATIENT INFORMATION [IRERERGIEY

Patient Name: Age:
Phone#: (__) ‘Adaress:

Gender: Height: feetinches Weight ___lbs City: State: Zip Code:

Ethriciy: £ Amercan Indian/Alaska Native I Asian O Black/Afrioan American [ Natve Hawaiis/Other Paciic siander 0 Wiite T Other.
Are you of Hispanic, Latino, or Sparish orgin? T Yes T No

1£you would ke us to fax your Primary Care provider o inform them ofthis vaccine, plese provide your primary Gare providers name and fax
umber (Optional. Pimary Doctor. brFaxs )

ave you sick oday or have had & ever i the st 24 hours?

[D you have an allergy to medicatons. food. any vaceines, o tex?

|Exampes: Egge, Gelatn, Thimerosal, Neomycin, Gentamicin, Veast, Polyethyizns Giycol (PEG),or polysorbate.

[Have you ever had a serous reaction or fainted after receiving any vaceination or njectable medicaton?”

[D you have any long-term heath probiems ke heart dsease. lung disease, asthma. Kidney disease. receie

| isysi, cirhoss, disbetes, anemia or other blood disarder? Are you & current smoker (yesine)? Do you ve n 3

|ruring home or athe long term care. seting (yesio)? (erce o hat Sppy).

[For women: Are you pregnant or breastieeding or g to become pregnant Wi e next month?

[For Abrysvo patiens: Wesks gestation o 3238 weeks.

6 [Do you have a seizure isorder o 3 braninervous system isorder? (For perussis-containing vacsnes)

7. [Have you received any vaccinations n e past & weeks?

o [P5ou have s weakaned mmune system caused by someting such 35 medicaions. cancer, eukemia, IV,
Jo other mmune system problems?

. [Durng T pastyear.have you received 3 Fansfusion of baod or Biood Products o been given 3 medicie
ol immune (gamms) giobutin o an antviral drug?

IMPORTANT INFORMATION
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D have received the HIPAA Privacy Notoe T 1o not want a copy of the HIPAA Prvacy Notice.
> PatientLegal Guardian/POA Signature:
> PatentLegal Guardan/POA Printed Name: Phone: ().

On
Vacone Want | Dose | injestionsie | VIS Date
Inscivated ifvenza (1V3) Seqnus 05mL | M _L/RDelia
‘Adjvanted Inhuenza (aIV2) Sequus 05mL [ ™ _L/Rpetia
COVID-18 Vacoine (Spiever) odema W L/R s
'COVID-18 Vacsine (mNEXSPIE] osema W L/R Deoa
=1 O5mL | ™ L/ paia
W LiRoswa
Dient For
Date Administered: __|_. By Name or EmpiD: Tite: RPh 1 Intem 1 Tech
‘Supervising P Name or EmpiD: Inroduced to Pasent O
ciy. st __zp:
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