
2009 H1N1 Injectable Influenza Vaccine Consent Form 
  

 Section 1: Information about person receiving vaccine (PLEASE PRINT) 
NAME (Last) 
 
 

(First) (M.I.) DATE OF BIRTH 
 month_________ day________ year __________       

MAILING ADDRESS GENDER 
  MALE                       FEMALE 

CITY STATE ZIP  

 
 
Section 2: Screening for Injectable Vaccine Eligibility* 
The following questions will help us to know if the person named above can get the 2009 H1N1 influenza 
vaccine.   Please mark YES or NO for each question.  
 
If you answer “NO” to all four of the following questions, the person named above can probably get the 
influenza vaccine.  If you answer “YES” to one or more of the following four questions, you need to consult 
with your physician for guidance.  
         
 YES NO
1.    Does the person named above have a serious allergy to eggs or to a component of the vaccine?       
2.    Is the person to be vaccinated sick today?   
3.    Has the person named above ever had a serious reaction to a previous dose of flu vaccine?   
4.    Have the person named above ever had Guillain-Barré Syndrome (a type of temporary severe         

muscle weakness) within 6 weeks after receiving a flu vaccine?  
  

 
Section 3: Consent for Vaccination 
I have read or had explained to me the 2009-2010 Vaccine Information Statement for the 2009 H1N1 influenza 
vaccine and understand the risks and benefits.  
I UNDERSTAND that my child may be restrained so proper precautions can be taken when administering vaccine 
Parent/Legal Guardian Initial______________ 
I GIVE CONSENT to the STATE/LOCAL health department/healthcare provider and associated staff to 
administer this vaccine to me or, if the name appearing above is a minor, to this individual as his/her parent/legal 
guardian.  (If this consent form is not signed, dated, and returned, then the person named above will not be 
vaccinated). 
Signature of Vaccinee/Parent/Legal Guardian __________________________________________ 
Vaccinee/Parent/Legal Guardian (Print)_______________________________________________ 
Date: __________________________________________________________________________ 
Witness to Signature_______________________________________________________________                            
  

FOR ADMINISTRATIVE USE ONLY  
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