Name: _________________________
Date of Birth: ____________________

Live Vaccines (MMR, MMR-V, Var) Screening Form
1. Have you received a live vaccine recently?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
2. Have you received a blood or plasma transfusion or immune globulin within the last year?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
3. Are you on long term anti-viral or salicylate therapy?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
4. Have you been diagnosed with tuberculosis?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
5. Have you had measles in the past 4 weeks?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
