Sample consent form for vaccination


Health Vaccination Center is providing meningococcal vaccine to the public to protect them from becoming ill with meningococcal infections.  

Please fill out this form and answer all questions as completely and accurately as possible.  All information given will be kept confidential. Please print clearly.
	CONTACT INFORMATION



	
	
	
	
	

	Last
	
	First
	
	MI

	Phone 1:
	(              )                 -
	Zip Code:

	Phone 2:
	(              )                 -
	Date of Birth:  

	Address: ______________________

	
	Sex:
	( Male
	( Female       ( Transgender


Patient Signature__________________Use standard consent language your agency uses

	MEDICAL HISTORY/Assessment for immunization: Important: if an answer is yes, please consult a nurse or physician.


Are you sick today or have a high fever?   




Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Have you had any serious reactions to vaccines in the past?


Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Have you ever had a reaction to a previous dose of meningococcal vaccine?
Yes  FORMCHECKBOX 

     
No  FORMCHECKBOX 

Are you pregnant?







Yes  FORMCHECKBOX 


No  FORMCHECKBOX 



Vaccine Name __________________
Vaccine Lot Number__________________                                     


 VIS Date ________
Vaccine Manufacturer ________________             
Vaccine given: (circle)
Route:   IM only                     Site:      Left Deltoid      or       Right Deltoid

________________________________                                ___________


 Administered by
                                               Date

