Immunization screening questionnaire

Patient name:............................................................................
              DOB:............................................

	Question
	YES
	NO

	Are you currently sick or experiencing high fever?
	
	

	Are you allergic to any medications, food, vaccine component or latex?
	
	

	Have you ever experienced a serious reaction to a vaccine in the past?
	
	

	Do you have any immune system disease?
	
	

	In the past 3 months, have you taken any medication that may weaken immune system such as: steroids, anticancer medication, radiation treatment?
	
	

	Have you received any vaccination in the past 4 weeks?
	
	

	For women: are you pregnant?
	
	

	For children under 9 years: did your child receive flu vaccination in the past?
	
	


Date and patient's signature: …..............................................................
Doctor's notes:
.................................................................................................................................................................................................................................................................................................................................
