2009 H1N1 INFLUENZA Vaccine Consent Form and Administration Record
for inactivated (flu shot) and live attenuated (nasal spray) vaccine

Information about the person to receive vaccine (PLEASE PRINT)
Name_______________________________________________________________________________




Last



First



MI
Mailing Address______________________City______________________State_____Zip__________

Birth Date____________
Age_____ 
Sex:  M  F  
Daytime Phone (____) __________________
Insurance Status (check one):  ____Insured    ___Uninsured     ___Medicaid
1. Have you had any problems with previous flu shots?



NA
Yes
No
2. Are you ill today?









Yes
No

3. Are you allergic to eggs?  (Answer no if able to eat foods with eggs in them)

Yes
No

4. Do you have allergies to Thimerosal Mercury (Medication preservative)?                   
Yes     
No                                                    
5. Have you had Guillain-Barre Syndrome (a paralysis problem)?



Yes
No

6. Are you allergic to latex?                                                                                                    

 Yes      
No
NASAL SPRAY ONLY (LIVE VIRUS)









7. Are you pregnant?








Yes
No
8. Are you on long term aspirin therapy?






Yes
No

9. Do you have asthma or wheezing?






Yes
No

10. Do you have any of the following?  (Please circle)  Muscle or nerve disorders, 

Yes
No
Metabolic disorders such as diabetes, disease of the lungs, heart, kidneys, liver, or blood? 
11. Do you have a weakened immune system?





Yes
No

12. Do you have close contact with anyone who has a weakened immune system?

Yes
No
13. Have you taken Tamiflu or any antiviral medication in the last 48 hours?


Yes
No

14. Have you been vaccinated with any vaccine within the past 30 days?


Yes
No

Vaccine:  ______________________ Date given:  __________________________
I have read or had explained to me the 2009 H1N1 Influenza Vaccine Information Statement and I understand the risk and benefits.  I ask that the vaccine be given to me or the person named above for whom I am authorized to make this request (parent or guardian).   I have received and read the Wyoming Department of Health Notice of Privacy Practices and have had a chance to ask questions about how my information will be used Department of Health.  
Signature: __________________________________________________Date:______________________
Continued on Reverse 
     The Wyoming Immunization Registry (WyIR) is a computerized information system used to collect vaccination information to help assure that immunization are given to protect individuals from vaccine-preventable diseases.  All information is strictly confidential and may only be accessed by licensed healthcare providers and public health authorities for the appropriate and timely vaccination of the intended recipient.  

     By signing below, the patient, parent, or legal guardian agrees to have information maintained in the WyIR.  Patients, parents, or legal guardians do have the right to request to remove records from the WyIR.  These requests must be made in writing on the appropriate form to the Wyoming Immunization Section.  

____________________________________                       _________________________________________

Name (Please Print)                                                     
Signature

________________________________

Date

Note to Providers:
If vaccine recipients elect to not have their immunization information entered into the WyIR, providers must maintain a limited data set as defined in item twelve (12) of the 2009 Influenza A (H1N1) Monovalent Vaccine, Vaccine Provider Agreement- Wyoming.  Pursuant to W.S. § 35-1-233, W.S. 35-1-240(a)(ii) and 45 CFR 512(b) the Wyoming Department of Health (WDH) may request and receive data without an authorization for the purpose of preventing and controlling disease.  Providers must maintain the required data set on-site for potential recall/side affect information.  If a client elects to not utilize the Wyoming Immunization Registry, providers will be required to release aggregate data to WDH or their designee.
------------------------------------------------------------------For Clinic Use Only -------------------------------------------------
Clinic Site: ______________________________________________________________________________________________________________________________ 
Vaccine Manufacturer & Lot Number: ______________________________ Expiration Date: __________________ VIS Date:  10/2/09  
Intranasal ______ 
Site of IM injection:    ________              Dose:
0.5ML
0.25 ML        Date Vaccine administered: _____________________
Vaccine Administrator:   __________________________________________________________________________________________________________




TIER Group (Circle One)


PTG1:   Pregnant Women 	PTG4:  6 Mos-24 yrs


PTG2:   Household Contacts 	PTG5:  25-64 yrs. High Risk


               Infants under 6 mos. 	STG1:  25-64 yrs. Healthy


PTG3:   Health Care/EMS 	TTG1:  65+








Age Group			Dosage Schedule


10 yrs. & older		0.5 ML:  1 dose


3-9 years			0.5 ML:  2 doses


6 mos.-35 mos.		0.25 ML:  2 doses








