
姓 名 中间名首字母

家庭住址 (号码和街道名) 公寓(房间)号码

城市 性別

只填写病人母亲的名 出生日期 （年/月/日） (例如 1982年5月22日)

地区号 电话号码 年龄（岁） 婴儿（月）

- -

族裔 / 种族 (选择其中之一) 亚洲人 黑人 / 非洲裔美国人 西班牙裔/拉丁裔 白人

     夏威夷原住民/太平洋岛屿人 美国印第安人/阿拉斯加原住民 多种族 其他

您有什么类型的医疗保险？ 没有没有医疗保险 私人公司的医疗保险 (例如: Anthem 蓝十字, Kaiser Permanente)

红蓝卡(Medicare) 我不知道 其他保险: ___________________________________

是 否

是 否

是 否

STOP - DO NOT WRITE BELOW THIS LINE SCREENER INITIALS

4. Do you have a severe allergy to eggs? [If YES, See Allergy Guidelines] Yes No

5. Do you have an allergy to thimerosal? Yes No

6. Do you have an allergy to latex? [Do not use Novartis single-dose syringes] Yes No

7. Have you received any of these vaccines in the last 4 weeks? [MMR, Varicella, LAIV, Shingles] Yes No

8. Do you have any of the following conditions? [If YES, administer IIV ONLY] Yes No

9. Have you ever had Guillain-Barré Syndrome (GBS)? Yes No

10. Have you taken any antiviral medication in the last 48 hours? [Contraindicated for LAIV] Yes No

If the vaccination is for a child, ask these questions: [If YES to either, adminster IIV ONLY]

11. If child is <5 years, have they been diagnosed with with wheezing in the last 12 months? Yes No N/A

12. Is the child taking long term medicine therapy containing ASPIRIN? Yes No N/A

Manufacturer and Lot Number Flu Vaccine VIS (IIV) 08/07/2015

INACTIVATED (Flu Shot - IIV) GSK=GlaxoSmithKline Nov=Novartis SP=Sanofi Pasteur CSL=bioCSL PS=Protein Sciences

Manufacturer GSK 1

Lot # 2

Manufacturer and Lot Number Flu Vaccine VIS (LAIV) 08/07/2015

LIVE (Nasal Spray - LAIV) REMINDER LAIV Is Only For Healthy Clients 2 Thru 49 Years of Age Who Are NOT Pregnant

Manufacturer MI MI=MedImmune

Lot #
(example 10/20/2015) PLEASE PRINT CLEARLY

Date Administered  (MM/DD/YYYY)   Admin Initials:

Chinese

Print Nurse Name & Title: 

男                      
女

我同意接种所提供的疫苗

签名
十八岁以下须填写父母或监护人姓名

(Heart, Lung, Kidney or Liver Disease; Asthma; Cancer; Metabolic disease (i.e. diabetes); Blood Disorders (i.e. 
leukemia, lymphoma, sickle cell disease) Immune System Disorder (i.e. HIV/AIDS, steroid therapy)

Site

Dosage

Dosage

Dose

Dose

1 2 Intranasal0.20mL Site

RDLD

LT RT

Nurse Signature:

NOV SP PSCSL

0.50mL

0.25mL

邮政编码

白卡(Medi-Cal/Medicaid)

1. 您今天是否发烧或生病了?

2. 您是否怀孕了或认为可能怀孕了?

3. 您是否对流感疫苗有严重的过敏反应而需要药物来控制?

2015 ‐ 2016 年流感疫苗接种同意书 (Flu Vaccination Consent Form)


