Name: ___________________________
Date of birth: _____________________

Grade 7 Vaccine Form					
1. Are you feeling ill today?
a. Yes – If yes, briefly describe
b. No
2. Any big changes in your health recently? 
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
3. Have you had any vaccinations in the past 4 weeks?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
4. Do you have any chronic medical conditions that affect your neurological or immune system?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
5. Do you have any bleeding disorders?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
6. Have you ever had chickenpox disease?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
I. At what age? _____________________
7. Do you take any medications?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
I. Are you on steroids by mouth?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
8. Do you have any allergies?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
I. Allergy to a previous vaccine?
a. Yes – If yes, briefly describe and do not give vaccine
b. No
c. Unsure – If unsure, briefly describe
II. Neomycin?
a. Yes – If yes, briefly describe and do not give IPV, Pentacel, MMR, and Varicella vaccines
b. No
c. Unsure – If unsure, briefly describe
III. Gelatin?
a. Yes – If yes, briefly describe and do not give MMR or Varicella vaccines
b. No
c. Unsure – If unsure, briefly describe
IV. Baker's yeast?
a. Yes – If yes, briefly describe and do not give Hepatitis B vaccine
b. No
c. Unsure – If unsure, briefly describe
V. Egg ingestion?
a. Yes – If yes, briefly describe and do not give Influenza vaccine
b. No
c. Unsure – If unsure, briefly describe
VI. Streptomycin?
a. Yes – If yes, briefly describe and do not give IPV vaccine
b. No
c. Unsure – If unsure, briefly describe
VII. Other?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
9. Have you ever had any reactions to a vaccine?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
10. Have you received a HB, HPV-9, or Men-C-ACYW135 vaccines before?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
11. What is the name of your school? ___________________
12. What grade are you in? ______________________
13. Is there any chance you could be pregnant?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
14. Any history of fainting?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
15. Do you have a fear of needles?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
16. Do you have any questions?
a. Yes – If yes, briefly describe
b. No
17. Do you consent to receiving this vaccine?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
18. Today's date ________________________
19. Initials _____________________

