Name: ______________________________________
Date of Birth: _________________________________
Rotavirus Form
1. Has the child had the Polio live vaccine in the last two weeks?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
2. Does the child have any serious medical conditions, such as "intussusception," "severe combined immunodeficiency disease" or any malformations of the gastrointestinal system?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
3. Does the child currently, or recently in the past, have abdominal pain, discomfort and/or bloating, persistent vomiting, bloody stools, or a high fever?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
4. Is there any household member or someone close who is immunocompromised?
a. Yes – If yes, briefly describe
b. No
c. Unsure – If unsure, briefly describe
5. How old is the child? ______________
