FLU SHOT or FLU MIST VACCINATION CONSENT FORM (2009-2010)
STUDENT’S NAME ______________________________________DOB_____________ AGE________

SCHOOL NAME__________________________________ GRADE _______ TEACHER________________________

PARENT’S NAME_____________________________________ HOME/CELL PHONE_________________________

The following questions will help us to determine if your child may receive the FLU NASAL SPRAY or the FLU SHOT.  Please mark YES or NO for each question.

 1.  Has your child received a flu vaccination before?





YES
NO

 2.  Has your child ever had a life-threatening reaction to a previous dose of flu vaccine?

YES
NO

 3.  Has your child ever had a serious allergic reaction to any part of the vaccine (eggs,

      egg proteins, gentamicin, gelatin, or arginine)?






YES
NO

 4.  Does your child have asthma, active wheezing, or recurrent wheezing?



YES
NO

 5.  Has your child ever had Guillain-Barre syndrome (a serious nervous system disorder)?

YES
NO

 6.  Does your child have a long-term health problem such as heart disease, kidney disease,

      or diabetes?










YES
NO

 7.  Does your child have a weakened immune system caused by cancer, cancer treatment,

      HIV/AIDS, or take a medication, such as steroids, that weakens the immune system?

YES
NO

 8.  Does your child live with, or have close contact with, anyone who has a weakened

      immune system?









YES
NO

 9.  Is your child currently taking aspirin or aspirin-containing medication?



YES
NO

10.  Is your child pregnant or nursing?







YES
NO

11.  Have you ever been told by your child’s doctor that he/she should not receive a flu vaccine?
YES
NO

If you answered NO to all the questions your child may receive Flu Mist.

If you answered YES to any questions, your child may NOT receive the Flu Mist vaccine, but may be able to receive the Flu Shot depending on the responses to the above questionnaire.  If you would like your child to receive the Flu Mist or Flu Shot, please fill out and sign this permission slip and return to the school office.  If you have any questions or concerns please contact your health care provider.
Consent for Flu Mist or Flu Shot vaccine, depending on the response to the above questionnaire: I have been given the CDC Vaccine Information Statement.  I have read this document, and have no further questions at this time.  I understand the risks and benefits of live intranasal influenza vaccine or inactivated influenza vaccine.  I request and voluntarily consent that the vaccine be given to my child listed above, of whom I am the parent or legal guardian, and I acknowledge that no guarantees have been made concerning the vaccine’s success.  I hold harmless the school district, school site, and individual administering the vaccine.  I understand the side effects and warnings of the vaccine.

_______________________________________________________                   __________________

                            Parent/Guardian Signature                                                                    Date

FOR ADMINISTRATIVE USE ONLY

Date Dose Administered _________________

Vaccine Administrator______________________________________________
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