Bloomfield Health Department — 2009/2010 HIN1 INFLUENZA VACCINE REGISTRATION, SCREENING AND CONSENT FORM
P'lease provide the following information for the person receiving vaccination. Read all accompanying instructions and information carefully before completing the form.

REGISTRATION-Information About Person Receiving Vaccine (Please Prinf All Information In Capital LettersYMATRICULA-Informacidn sobre Persona que Recibe Vacuna {Por favor tmprime Toda Informacion En Mayiiscnlas,
Patieat/Student First Name/ Primee Nombre de Estudiante Middle Initial/ nicial Mediano Last Name/ Ultino Nonbre
Address (House Number) Numero de Casa Street Name/ Nombre de Calle Apartment Number/ Numero de Apartamenio
City/ Cindad State/Fstado Zip Code/Cedigo Postal {Area Code) Phone Number/ Numero de Telefono
Date of Birth/ Fecha dz Nacimiento AgelEdad
/ / O Male O Female County
MM D D Y Y Y Y

CONSENT - Acknowledgment and Signature for Vaccination — Please read the following information, and if you agree, sign where indicated below/CONSIENTA - Reconocimiento v Firma para la Vacunacicn — Por favor leye

la informacidn siguiente, y si usted concuerda, firme donde indicd abajo.
HIPAA Compliance — In compliance with the Health Insurance Portability and Accountability Act (HIPAA), I am aware that the Bloomfield 1Zealth Dept privacy notice may be accessed at
www.bloomfieldtwpnf.com/health/ La Conformidad de HIPAA — En conformidad con la Transportabilidad de Seguro de Enfermedad y Responsabilidad Actila (HIPAA), estoy enterado que In nota de intimidad de el Departamento de

Salud de Bloowifield se puede conseguir en www.bloomfieldhepni.comhealth
YIS Compliance - T have been given and have read the Vaccine Information Statement (VIS)/ VIS Conformidad - He sido dado y he leido la Declaracién de nformacién de Vacima (VIS).
Primary Care Provider Notification — T will provide iny/my child’s primary care provider with a copy of the signed certificate of immunization that ¥my child receive/ EJ Proveedor Primario del Cuidado Notificacién — Yo me

proporcionaré el nifio de mifni proveedor primario de ciidade con una copia del ceriificado firmado de inmunizacion que el nifia de YO/MI recibe
Consent for Services —~ I hereby give my consent to the Bloomfictd Health Dept, including their contractors, to administer HIN1 influenza vaccine to me/my child (inctuding a second dose if necessary)/ Consentimiento para

Servicios— yo por la presente doy mi consentimiento a la Salud de Bloomfield Dpto, inclusive sus contratistas, para administrar 2009 vacuna de influenza HINI al nifio del mi/imi finclusive una segunda dosis si necesario).

Consent for Registry — I hereby give consent for me/my child to be entered into NJIIS Registry  If this consent form is not signed, dated and returned, the person noanied above will not be vaccinated

SCREENING - For Yaccine Eligibility

The following questions will help us to know if the person named above can get the 2009 HIN1 influenza vaccine, Please mark YES or NO for each question. If you answer NO to all four of the
following questions, the person named above can receive the HINT influenza vaccine, If you answer YES to one or more of the following four questions, you need to consult with your health care

provider for guidance,

1. | Does the person named above have a serious, life-threatening allergy to eggs or to a component of the vaceine? YES NO Dot Know
La persona que se va a vacunar, jes alérgica a los huevos o a algiin componente de la vacuna? 8i No No sabe
2. | Is the person to be vaccinated sick today? YES NO Don’t Know
La persona que se va a vacunar, jesid enferma hoy? Si No No sabe
3. | Has the person named above ever had a serious reaction to a previous dese of flu vaccine? YES NO Don’t Know
La persona que se va a vacunar, jiwve alguna vez una reaccion seria a la vacuna contra la influenza (gripe)? Si Ne No sabe
4. | Has the person named above ever had Guillain-Barre’ Syndrome (a type of temporary severe muscle weakness) within 6 weeks after YES NO | Dor’t Know
receiving a flu vaccine? No sabe
La persona que se va a vacunar, jtuvo alguna vez el sindrome de Guillain-Barré? Si No
I Read/Consent to All The Above Vaccinee/Parent/Legal Guardian Date
Yo Lefdo/Consentimiento Todo Encima Signature Padre/ Guardia Legal Print Name Fecha
FOR ADMINISTRATIVE USE
NJIIS#
200972010 H1IN1 Influenza Vaccine Given:
Dose # Date of Yaccination Route Site Vaccine Manufacturer Lot Nuinber Expiration Yaccinator's Signature
YIS Date Dafe
10.2.09 M R L Sanofi Pasteur  Novartis
Intranasal Arm Thigh Nose | Medlmmune CSL
10.2.09 M R L Sanofi Pasteur _Novartis
Intranasal Arm  Thigh Nose | MedInminne CSL




INTRANASAL INFLUENZA VACCINATION: For adult patients as well as parents of children to be vaccinated: The following questions will help us determine if there is any reason we should
not give you or your child intranasal influenza vaccine (FluMist) today. IT you answer YES to any question, it does not necessarily mean you (or your child) should not be vaccinated. It just means
additional questions must be asked. If a question is not clear, please ask your healthcare provider to explain it.

1. | Has the person to be vaccinated ever had a serious reaction te intranasal influenza vaccine (FluMist) in the past? Yes No Don’t Know
La persona gue se va a vacunar, Jtuvo en el pasado alguna reaccion seria a la vacuna intrangsal contra la influenza (FluMisi®)? Si No No sabe

2. | Is the person to be vaccinated younger than age 2 years or older than age 49 years? Yes Neo Don’t Know
La persona que se va a vacunar, jtiene menos de 2 afios o mds de 49 afios? Si No No sabe

3. | Does the person to be vaccinated have a long-term health problem with heart disease, lung disease, asthma, kidney disease, neurelogic or Yes No Don’t Know
neuromuscular disease, liver disease, metabolic disease (e.g. diabetes), or anemia, or another blood disorder?
La persona que se va a vacunar, jtiene algiin problema de salud a largo plazo de enfermedad del corazén, enfermedad de los pulinones, asma, Si No No sabe
enfermedad de los riftones, alguna enfermedad metabdlica (por ejemplo, diabetes), anemia o alguna otra enfermedad de la sangre?

4. | If the person to be vaccinated is a child age 2 through 4 years, in the past 12 months, has a health care provider ever told you that he or she Yes No Don’t Know
had wheezing or asthma?
La persona que se va a vacunar, jes un nifio de 2 a 4 afios con antecedenis de sibilancias recurrentes o asma? Si No No sabe

S. | Does the person to be vaccinated have a weakened immune system because of HIV/AIDS or another disease that affects the immune Yes No Don’t Know
system, long-term treatment with drugs such as high-dose steroids, or cancer treatment with radiation or drugs?
La persona que se va a vacunar, jfiene el sistema inmunolégico débil debido al VIH/SIDA o a otra enfermedad que afecta el sistema inmunoldgico, St No No sabe
tratamiento a largo plazo con medicamentos como esteroides, o tratamiento contra el cancer con rayos X o medicamentos?

6. | Is the person to be vaccinated receiving aspirin therapy or aspirin-containing therapy? Yes No Don’t Know
La persona que se va a vacunar, jrecibe ferapia con aspirinas o lerapia que conlenga aspirina? Si No No sabe

7. { TIs the person to be vaccinated pregnant or could she become pregnant within the next month? Yes No Don’t Know
La persona que se va a vacunar, jestd embarazada o podria quedar embarazada en el préximo mes? Si No No sabe

8. | Does the person to be vaccinated live or expect to have close contact with a person whose immune system is severely compromised and who Yes No Bon’t Know
must be in protective isolation (such as in a hospital room with reverse air flow)?
La persona que se va a vacunar, jvive, o espera lener contacto cercano, con una persona que liene el sistema inmunoldgico gravemente gfectado y Si No No sabe
qute tiene que estar en un ambienle profegido (como una habitacién de hospital con flijo de airve invertido)?

9. | Has the person to be vaccinated received any other vaccinations in the past 4 weeks? Ye No Don't Know
La persona que se va a vacunar, ;ha recibido alguna otra vacuna en las ditimas 4 semanas? Si No No sabe

Form completed by/ Formulario Hlenado por Date/Fecha

Form reviewed by/ Formulario revisado por Date/Fecha




