CHILD/TEEN IMMUNIZATION SCREENING QUESTIONNAIRE

| acknowledge that | have been given a copy and have read, or have had explained to me the information in the Vaccine Information Statement(s) and have received a copy of
MultiCare Health System's Notice of Privacy Practice (NPP). | have had a chance to ask questions that were answered to my satisfaction. | understand the risks and benefits
ofthevaccine(s). | request that the vaccine(s) indicated be given to the child/adolescent named below for whom | am the parent or legal guardian, for whom | am authorized
to make this request. | understand my child'simmunization information is entered into an electronic database that can be shared with other providers/school personal.

(Please Print)
Parent/Guardian Name Signature Date
Child's Name : Birth Date: Age: aMm aF
(First) (Middie) {Last)
Address:
(Stree! Address) (City) (State) (Zip Code)
Phone: Cell Phone: Physician's Name:

U Onoreligible for State Supported Insurance: Medicaid,
Coupons, Healthy Options, Molina, Basic Health Plan

) Natve American
) Alaska Native

(J Uninsured - NoInsurance U UnderInsured - Insurance
AREYOU ([ PrivatelyInsured doesn't cover immunizations
(L Children's Health Insurance Program (CHIP)

1. Isthe child sick today? UYes UNo QDon'tKnow
2. Dcasthe child have allergies to medications, food, a vaccing component, 0 A4 7 ... e e nesesn s s s v s e o 126 LINO - Don't Know
3. Hasthe child had a serious reaction to avaccine in the past? dYes ONo ODon'tKnow
4. Does the child have a long-term health problem with lung, heart, kidney or metabolic disease (e.g., diabetes), asthma, a
blood disorder, no spleen, complement component deficiency, a cochlear implant, or a spinal fluid leak? Is he/she on long-term
aspirin therapy? UYes WUNo UDon'tKnow
5. Ifthe child to be vaccinated is 2 through 4 years of age, has a healthcare provider told you that the child had wheezing or asthma
in the past 12 months? dYes UNo ODon't Know
6. Ifyourchild is a baby, have you ever been told he or she has had intussusception? dYes UNo ODon't Know
7. Hasthe child, a sibling, or a parent had a seizure; has the child had brain or other nervous system problems? dYes UNo U Don't Know
8. Does the child have cancer, leukemia, HIV/AIDS, or any other immune system problem? UYes UNo WDon't Know
9. Does the child have a parent, brother, or sister with an immune system problem? OYes QNo QDon't Know
10. Inthe past 3 months, has the child taken medications that affect the immune system such as prednisone, other steroids,
or anticancer drugs; drugs for the treatment of rheumatoid arthritis, Crohn's disease, or psoriasis; or had radiation treatments? ........dYes (No [ Don't Know
11. Inthe past year, has tha child received a transfusior of blood or blood products, ar been given immune (gamma) globulincr
an antiviral drug? dYes UNo ODon'tKnow
12. Isthe child/teen pregnant or is there a chance she could become pregnant during the next month? QdYes UNo QDon'tKnow
13. Has the child received vaccinations in the past 4 weeks? dYes UNo QDon'tKnow

DO NOT WRITE BELOW THIS LINE {Staﬂ Only-Clrc[e apphcable mformalmn)

Kinrix

Rota Teq

P"da ix

VIS date:

Gardasil 9

An,lH:b,’Pewax iJIB Pre:.nar,r PI"JEJIT‘IO ax’
Mfg. Merck Mfg. Sanofi/Merck Mfg. Whyeth Mfg. GSK/Sanofi Mfg. GSK
Lot# Lot # Lot # Lot # Lot #
Site: PO Site: L R Vas. Lat Site: L R Vas. Lat. Site: L R Del Vas. Lat. Site: L R Del. Vas. Lat.
Dose# 2.0mL PO Dose # 05mLIM Dose # 0.5mLIM Dose # 0.5mL IM Dosage: 05mL M
Vl..; date: VIS .Jate VIS dmle VI‘: date:
HavanAQTA Recombivax/ Engerlx MMR I Varlvax f ProQuad
Mfg, Sanofi Mig. GSK/Merck Mfg. Merck/GSK Mfg. Merck Mfg. Merck
Lot # Lot # Lot # Lot # Lot #
Site: L R Arm Leg Site: L R Del. Vas, Lat. Site: L R Del. Vas. Lat. Ste:lL B Am Leg Sl R Am Leg
Dose # 0.5mL SQ/IM | Dose# 0.5mLIM Dose# 0.5mLIM Dose # 0.5mL SubQ |Dose # 0.5 mL SubQ
VIS date:

Pentacel

Infanrix/ DT}Tennvac! Boostnx Menactra/Meneveo

Mig. Sanof;,/GSIK Mfg: Sanofi/Novartis Mfg. Merck Mfg.: Mfg:Sanofi J/GSK

Lot # Lot #: ety Lot# Lot#

Site: L R Del. Vas. Lat. Site: L R Deltoid Site: L R Deltoid Site:L R Del Vas. Lat. Nas. Site: L R Del Vas Lat
Dose # 0.5mLIM Dose # 05mLIM Dose # 05mLIM Dose# 0.25ml 0.5ml 0.2m| |Dose# 0.5ml IM

VIS date: VIS date: VIS date: VIS date: VIS date:

Vaccine Administrator:

Date:

Patient Identification - Always Attach Patient Label

Name:

MRN #:

CSN #:

Age / Sex and Gender:
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