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VACCINE CONSENT & ASSESSMENT

City:': state: lzipl

Home Phone:

Primary Care Provider:

I WANT TO BE PROTECTED

! FLU - HEPATITIS A N
- SHINGLES* - TETANUS,

Date of Birthl

Address:nomeI

lr Provider Phone:

FROM THE FOLLOWING (PLEASE CHECK ALLTHAT APPLY).
HEPATITIS B D HPV A MEASLES/MUMPS/RUBELLA(MMR)* - MENINGITIS PNEUMONIA
DIPHTHERIA, +/. PERTUSSIS . VARICELLA* C OTHER (PIEASE SPECIF4:

Pharmacy . Medical Equipment

Last Name:

Please answer the following questions so we can assess the safety and appropriateness of vaccination:
L Are you sick today? 0 New fever OCough.Diarrhea O Vomiting..'2. Have you ever tainted or felt dizzy after receivinq a vaccine?
3, Have you ever had a reaction after receivinq a vaccine?
4. Do you havea long'term health problem with hean disease, lunq disease asthma, kidney disease, neurolooic or

neuromuscular drsease, liver disea5e, metabolic disease (e.9. diabetes), or anemia or anofher blood disordei?
5. Do you have a weakened immune

term treatment with druqs such as
.D^9Jo.y_liy-".i y"if"ned immune system because of HIV/AIDS or another disease that affects the immune rvrt"., fo.9-
term treatment with drugs such as high-do5e steroids, or cancer treatment with radiation or druqs?

6. Do you have allergies to latex, medications, food or vaccines?
(Exampres: eggs, bovine prole!!4,91!!!49!!gl!'c'.49!yrnyxn, neomycin, phenol yeas!,or

7 
L"J^",y_o^9.9L..I !19_a seizure disorder for which you are on seizure medications, a brain disordet Gujllan-Barre syndrome ororner nervous syslem ptobtemS/

a. i- Wo-.", A"e),ou .urr"ntly pr"gn-i b-urtfu"ding, o, are you planning on b..o.ing pr'"9n-t uuitf,i., the next rnonth?
Are you currently on home infusions or weekly injections ( such as Remicade, Humira, Enbrel, Cimzia, Simponi, Simponi
Aria, Xetanz, Orencia, Arava. Actermra, Cytoxan. Rituxan, adalimumab, infliximab or etanercept), high-do;e methoirexate,
azathioprine or 6-mercaptopurine, antivirals, anticancer druqs or radiation treatments?

1.

-
3.

=
s
E

Have you received any vaccinations or skin tests in the past four weeks?

Have you received a transfusion of blood, blood products or been given a medication called immune (gamma) globulin in
the past year?

4. Are you currently taking high-dose steroid therapy (prednisone >20mg/day or equivalent) for longer than two weeks?

lhereby give my content
admini5teredandhaveleceived,readand/orhadexp|ainedtomethecDc,svaCcine|;formation5iatement(v|s)onthevaccin
askquestion5thatwerean5weredtomysatisfaction.AsWitha||medica|treatment'therei5no9uaranteethat-|wi||noteXperie
ho|dharm|e55TLc,itssubsidiaries,divi5ion'aff|iates,'a9ent5,ocer5,dke(
relatedtotheadministratjonofthevaccjne(s)|isted.bove.|under'tandthattheinfolmationconta'ineionthisforrirmaybi
immun.zationregi5tr.es,andwi||remainConfdentia|andwi||notb€re|easedeXCepta5permittedor|equtredbylaw|fei;g|b|e,
ti(e5'Furthermorq|agleetoremainne'rtheVaccination|ocationforapproximate|y15]2ominUtesatteitheadinlnisvatro-nfoiobservattnbythejd

x Date:
(SIGNATUnE OF PATIENTOR LEGAL GUARDIAN,lF PATIENT 15 UNDER l8) (FOR LEGAL GUASD|ANS ON!Y: PRTNT NAME and RE|AT|ONSH|p)

(For Pharmacy Use Onlyl The following section is to be completed by the phomacy:

Vaccine Name:

Manufacturer:

Dose:

Vaccine Lot#:

Vaccine Exp. Date:

Vaccine Name:

Manufacturer:
Dose:

Vaccine Lot#:

Vaccine Exp. Date:

Vaccine Name:

Manufacturer:

Dose:

Vaccine Lot#:

Vaccine Exp. Date:

Diluent Lot #/Exp.

Injectlon Site:
Rout€l

lmmunlzet:

VIS Version Given:

Date: Dilu€nt Lot #/Exp. Date: Date:

Route:

lmmunizer:

LEFT ARM

IM
RIGHT ARM

SubQ

RPh/lntern

Inje<tion Site:
Route:

lmmunizer:

Vl5 Version Given:

LEFT ARM

IM
RIGHT ARM

SubQ
LEFTARM

t[l
RIGHT ARM

Sube
RPh/lnternRPh/lntern

Supervising RPh/Lic#: Supervising RPh/Lic#: Supervising RPh/Lic#:
Date Administered,4r'lS Given: _/_/ Date Administered/Vls Given: _/ / Date Administered/VlS Given: _/....-/
VlSVersion Givenl

confd€nii.|ityNorice:1heinlormation.onbinedinth6me599efiyb€p,ivil€g,coddentj
o'a9entG'ponsib|€lgde|ivelin9thi3me99getotheintendedt&ipientyoUale.erno
r*eiv€drhis.ommunication in ero. please notit u5 hmediately bt rcplying tothi5 melege and det€ring it.



Date of FAX Transmission:

lnitials of RPh/Tech

Notice of lmmunization

Dear Healthcare Provider:

We have recently provided vaccination services to one of your patients. A personal immunization

record card was filled out and given to the patient. we want to make certain that you also have this

information so that you can update your patient's medical record. Please contact us if you have any

ouestions about this information.

Vaccineel name:

Vaccinee's Date of Birth:

The Vaccination that was given on is listed below

Vaccine given:

Dose:

Method: lM / SQ

Location: Right / Left Arm

Lot #:

Manufacturer:

Exp. Date:

Administering Pharmacist or Pharmacy Intern

Pharmacist Supervising Administering Pharmacy Intern (lf applicable)

Contact Information for Adminstering or Supervising Pharmacist

TLC

190 Crepe Myrtle Drive
Aiken, SC 29803
803-648-7800

rhii .onmun(.rion in e' 
'or, 

9l.ate not't u: 
'mm.dEtely 

by 
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ro rh( r.!eq. dnd d€lenn9 n


