Initial Vaccination:   FORMCHECKBOX 

Revaccination:   FORMCHECKBOX 
  (Initial PVN:_____________________)

Date:  

Patient Medical History Form

	Vaccination Clinic:
	Vaccine Batch

	Name
	
	Vaccine Type:
	
	Batch #:
	

	Contact
	
	Program:
	
	Batch Date:
	

	Phone
	
	Dilution Strength:
	
	
	

	Fax
	
	Diluent Lot #:
	
	Vaccine Lot #:
	

	Address

: 
	
	Diluent Manufacturer:
	
	Lot Manufacturer: 
	


Patient Information

(Please use ink and print)

Title: ________ Last Name: ___________________________________________________ Suffix: __________

(Mr., Ms., Mrs., Dr., etc.)















(Jr., Sr., M.D., etc.)
First Name: __________________________________ Middle Name: ___________________________________

Address:_____________________________________________________________________________________

SSN: ___-__-____
Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
Date of Birth: __/__/____   (mm/dd/yyyy)

Occupation: ________________________________
Age: _______   FORMCHECKBOX 
 Weeks   FORMCHECKBOX 
 Months   FORMCHECKBOX 
 Years

Contact Information:

	Home Phone: (____) ____- _____
	Work: (____) ____- _____  ext. _____

	Cell Phone:  (____) ____- _____
	Fax: (____) ____- _____ 

	E-Mail Address: __________________________________________________________________


Vaccination History:
	(For the Vaccinia (Smallpox) vaccine only)

 FORMCHECKBOX 
 Documented  (Date: ___/___/_____)

 FORMCHECKBOX 
 Self Recall (Date: ___/___/_____)

 FORMCHECKBOX 
 Never Vaccinated
	Take Response: (for internal use only) 

Choose all that apply

 FORMCHECKBOX 
 Normal

 FORMCHECKBOX 
 No Take

 FORMCHECKBOX 
 Scar Present

 FORMCHECKBOX 
 Adverse Event

 FORMCHECKBOX 
 Equivocal


Current Vaccination

	Are you willing to be vaccinated today?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Will you participate in a survey?               FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Can we photograph your vaccine site?      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	What organization (e.g., hospital) referred you to get this vaccine?_____________________________________


(For internal use only)

	Date of Vaccination: ___/___/_____

	Vaccine Administered by:  _____________________________________________________________

                                             (please enter first name, last name, and professional suffix (M.D., R.N., etc)


Take Response

	Take Response Clinic: (required if different than the vaccination clinic)

Name _____________________________________

Take Response Exam performed by:

_____________________________________________________________

(please enter first name, last name, and professional suffix (M.D., R.N., etc)
	Exam Date: ___/___/____

 FORMCHECKBOX 
 Major

 FORMCHECKBOX 
 Equivocal

 FORMCHECKBOX 
 No Take

	Unexpected or Adverse Events
	Additional Comments

	
	


Disposition:

	 FORMCHECKBOX 
  Referred for Vaccination

 FORMCHECKBOX 
  Deferred due to medical contra-indications

 FORMCHECKBOX 
  Vaccination refused


Patient History Form

Date:

Patient Name: __________________________________________________________PVN:__________________

Medical History

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  Do you have any allergies to medications?


If yes, please list medications: _____________________________________________________________

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  Have you received other vaccinations in the last month?


If yes, please list vaccinations and approximate dates: ______________________________________________

Do YOU have any of the following conditions? 
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

   
1. Immune system problems such as HIV/AIDS, cancer, leukemia, lymphoma, organ transplant, agammmaglobulinemia;

2. Autoimmune diseases like lupus that may weaken your immune system;

3. Currently taking immunosuppressive drugs like oral steroids (e.g. prednisone), chemotherapy agents/radiation, or organ transplant meds.

4. Eczema or atopic dermatitis or a history of these conditions 




5. Other skin conditions that cause breaks in the skin such as burns, impetigo, contact dermatitis, or zoster.

6. Currently Pregnant, breastfeeding, or planning to become pregnant in the next month

7. Allergy to antibiotics polymixin B, streptomycin, chlortetracycline, neomycin

Do any of your HOUSEHOLD MEMBERS OR CLOSE PERSONAL CONTACTS have any of the following conditions? 
 Yes    FORMCHECKBOX 

     No  FORMCHECKBOX 


1. Immune system problems such as HIV/AIDS, cancer, leukemia, lymphoma, organ transplant, agammmaglobulinemia

2. Autoimmune diseases like lupus that may weaken their immune system

3. Currently taking immunosuppressive drugs like oral steroids (e.g. prednisone), chemotherapy agents/radiation, or organ transplant meds.
4. Eczema or atopic dermatitis or a history of eczema or atopic dermatitis




5. Other skin conditions that cause breaks in the skin such as burns, impetigo, contact dermatitis, or zoster.

6. Currently pregnant or planning to become pregnant in the next month

I have:

· Received, read, and completed the Pre-Vaccination Day Checklist prior to coming to the Clinic today;

· Received and read the: advice letter, pre-vaccination medical checklist, vaccine information sheet, skin conditions information sheet, weakened immune system information sheet, pregnancy information sheet, VIG and cidofovir information sheets, what to expect following vaccination sheet, and site care information sheet

· Had the opportunity to discuss my medical concerns with my private healthcare provider;

· Had the opportunity to seek confidential laboratory testing for medical conditions that may increase my risk for adverse reactions from the vaccine;

· Responded to the questions above to the best of my ability.

· I agree to proceed with vaccination.

	_____________________________________________________________

Patient Signature
	_____________________________

Date

	_____________________________________________________________

Medical Screener
	_____________________________

Date


I agree to have my patient identifying information electronically transferred to the CDC.

	_____________________________________________________________

Patient Signature
	_____________________________

Date

	_____________________________________________________________

Medical Screener
	_____________________________

Date


(Place PVN Sticker here)











