	[bookmark: _GoBack]Adult Screening and Immunization Documentation Form
2016-2017 Seasonal Influenza Vaccination Program

	Last Name:

	First Name:

	DOB:

	SSN: 
            __________-  ________-  ___________

	
Mark answers by checking “YES” or “NO” for questions 1-4
	
YES
	
NO

	
1.
	
Are you sick or do you have a fever today?
	
	

	2.
	Have you ever had a serious reaction to the influenza vaccine (such as hives or anaphylaxis)?
	
	

	
3.
	
Have you ever had Guillain-Barre Syndrome (GBS)?
	
	

	4.
	Do you have an allergy to any to the following: eggs, egg protein, MSG, gentamicin, gelatin, arginine, neomycin, polymyxin B, formaldehyde, latex, or other vaccine components?
	
	

	Please read each statement and sign below:

I have read the above information and have truthfully answered all of the questions on this form. 

I have received/reviewed a copy of the Vaccine Information Sheet VIS for the Influenza Vaccine.

I have had the chance to ask questions and fully understand the benefits and risks of the Influenza Vaccine.

Questions answered “yes” may need further explanation. 


	Patient Signature:                                                                                              DATE: 
                                 ___________________________________________                  ____________

	Below to be completed by healthcare staff

	ADMINISTER
Flu Vaccine:
    Afluria ≥ 9 y/o
    Fluarix ≥ 3 y/o
    FluLaval ≥ 3 y/o
    Other: ______________
	DO NOT ADMINISTER

Reason: 

Provider’s Instructions: 

	Interviewer Signature: 
                                     __________________________________________________

	Vaccine Administered

	Influenza Vaccine: 

Dose: 0.5 ml   

LOT # or LABEL    _____________________        Route: IM Deltoid:     LEFT       RIGHT             


	ADMINISTERED BY: (PRINT Name and Title)


	Signature:
	Date (YYYYMMDD)

	
TO BE FILLED OUT BY ALL SERVICE MEMBERS

	Check a Service Member Category:   
  
     AD Army                                           AD Marine                                 Army National Guard



     AD Air Force                                     AD Coast Guard    
     AD Navy                                           Army Reserve                 



	
UIC: ___________________________
	
Phone Number: ____________________

	
Unit:  ______________________________________________






	
TO BE FILLED OUT BY BENEFICIARIES ONLY

	
Sponsor’s Full Name: ________________________________
	
Sponsor’s Rank: _________

	
Sponsor’s Full SSN: _____________________________

	
Sponsor’s DOB :________________________________






	
COMPLETED BY KAHC STAFF ONLY


	
	
Initials
	
Date

	
AHLTA Immz Module/MEDPOS Completed:
	
	

	
Patient AHLTA Check-in Completed:
	
	

	
AHLTA Note Completed: 
	
	



