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Cincinnati Health Department/ S daual) 3 )4
Consent Form for Free 2009 HIN1 Influenza Vaccine/HIN1 13 sldi) 3& Alaall ambil) A5 Lo 488) gall

Section 1: Information about the Person to Receive Vaccine (please print)/(A sl Gial asdial) dasd alw oM gaddl) Jsa cibaglra ;1 andll

NAME/ (Last)/5 ) aul (First)/(JsY) a1 (M.IL)/(Y sl < a) | DATE OF BIRTH/Sa G
Month/ < day/as: year/ale
PARENT/LEGAL GUARDIAN’S NAME (Last) | (First)/(Js1 pY)) (M.LY(SY) sl G pn) | AGE/Gdl GENDER/g 53
AN e g/ oY (g Byl sl (M-_S3 )/(F-50)
ADDRESS/d) siad) DAYTIME PHONE NUMBER/ s\ Juaid sl
SR
CITY/4al STATE/AN S | ZIP/gul 253
SCHOOL NAME /Au 2l aul GRADE/HOMEROOM — (oot ) Joaadll/ o) j2Y) Cinaall

Section 2: Screening for Vaccine Eligibility/,
If the person has already been vaccinated with 2009 H1N1 influenza vaccine, please tell us the number of doses and dates of vaccination.

Lkl f g cle adl e 83 s Jrilly 2009 bl HINT 1338 A apndatl) o (addl) Jgaa Dla 3

Date received: month day year Form (please circle): nasal spray shot
lede Jgaanll @JU:)@.& e ?\s (E)E\Jt.'a) CLBM\ 3 ) guaa; il CL:.\ Qs
Date received: month day year Form (please circle): nasal spray shot
L@.}h‘—d}mﬂ\@‘)\ﬂ)@_ﬁz A ?L: (B‘):\\Jtﬁa)clim'f:)}a: A.u\clm PR

The following questions will help us know if the person can get the 2009 HIN1 influenza vaccine. Please mark YES or NO for each question.
o ardy Jige S Ao LYY 202009 bt HINT 135 sl da asadail) AN (ad &l ¢Say S La 1) auaad e 4000 ALY selud

A. Please check all that apply for the person listed above/sdei JsSiall addl) Jo gl L JS e dadle gy 2
Is between 6 months and 24 years old/ sl (s ale 24 9 sl & ¢y
Lives with or cares for children less than 6 months of age/ <l &iu (e aa pae J& JUilaf Ao 3 a 58y of 2o Gy
Is pregnant/Jas 5/l
Works in healthcare or emergency services/is ) shll clesi ol Lauall Lle )l Jaa & Jary
Is 25 thru 64 years old and has a chronic health condition (Please list)/(4a:&5 2 1) (a3 (2@ Ua S Ay sad) (e ale 64 (5225 O :

Does not fit any category but would like to be vaccinated/ asakill (3 & o o<y G Laa b Y a10 Y

B. If you answer “NO” to all four of the following questions, the person can probably get the influenza vaccine. If you answer “YES” to one or
more of the following four questions, the person may be able to get the 2009 HIN1 vaccine, but we will contact you to discuss your options.
Al padll) detaiuly 0o 388 (b Laa ST ol J)gead ani (A laY) il 1Y) Lol 135109 aia auadaill ad i) AN ¢Sl o ¢ oS Lallad A0 ALY JS e S Llay) Al B
A Aalial) cl jLad) LBl &y Juatin WISE 2009 alad HINT 16 sl o agadalf

YES/ | NO/
|y
1. Does the person have a serious allergy to eggs?$oanll 1 33250 Luluall (o padlll Jlay da 0 0
2. Does the person have any other serious allergies? Please list L S3 a s S AN 33l el £ e sl (0 gt Jilay Ja O
3. Has the person ever had a serious reaction to a previous dose of flu vaccine? e ja (e 4k de jal juhad Jad 3 ) e Ji (e padidll Ll da 0 0
$1 33 515 )
4. Has the person ever had Guillain-Barré Syndrome (a temporary severe muscle weakness) within 6 weeks after receiving flu vaccine? O O
£33 51091 aum sl 36 g bl 6 JDA (CDall 8 Ciiga 30k Cinaa) 49 b olabs e Dl (e L et e b
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Cincinnati Health Department/ Sl daall 3 )3

Consent Form for Free 2009 HIN1 Influenza Vaccine/HIN1 1 sliil s Alaall amdail) Al o 483 gal)

C. There are two kinds of 2009 HIN1 vaccine. Your answers to these questions will help us know which of the two kinds of vaccine the person can get.
Al Gaddll oSay U o 5 o (gf Alind) oda o libla) daaing 2009 alad HINT 35t g (e gle o lin

recently had a bone marrow transplant)?
el £ Im e ya 8 i JAd i o) Fbanll Rl Ry i e 0 pling iy 385 Jsl a2 o

YES/ | NO/
|y
1. Has the person received any of the following vaccinations within the past 30 days? MMR, Varicella, FluMist If yes, give type and O 0
date
s e il S cany Aay) il 1Y) FluMist 218 celall s ¢ SO 85 581 o g 0 IA 4000 Cilagalaill (0 (5 (i) i o,
Recent Vaccinations: Date given: month day year
5 Y Clagalall; Ll o )3y s ale
2. Does the person have any of the following: asthma, diabetes (or other type of metabolic disease), or disease of the lungs, heart, O O
kidneys, liver, nerves, or b‘loogi? ) ) ) . ) ) . )
??.\S\ sl Glac ) 5l asll A'_5.151\ o ) g oyt Sl (yzal yal (A L_sinlla'd\ Jaiatll Gal el (e @) 5 Saemy i blea gl e saddll G_:La.:n Ja
3. Is the person on long-term aspirin or aspirin-containing therapy (for example, does the person take aspirin every day)? O O
§(Gess O] Gl Jity J Jall i (o) 331 s a8 aile g iy o5 5f o) il i o
4. Does the person have a weak immune system (for example, from HIV, cancer, or medications such as steroids or those used to treat O
cancer)?
?(OLL))MJ‘ ge b Aaadindl @l il il pid) ciladie Jia dlie i gla jull 5l OuY) s G (Jiall daa o) Aeliall Cania (e adill ey o
5. Ts the person pregnant? Jdels &l el (addll 13 Ja 0 0
6. Does the person have close contact with someone who needs care in a protected environment (for example, someone who has O 0

Section 3: Consent/A8 gall :3 acdll

CONSENT FOR VACCINATION/pskill o 4881 gall

Department Notice of Privacy Practices at the time of vaccination.

I understand that I will receive the 2009-2010 Vaccine Information Statement for the 2009 HIN1 influenza vaccine and the Cincinnati Health

Jpa padlly Adleiall s jlaal) Jisa st Tanall 5 o) HUad) GUAS s HINT )33 sl o apadailly dalall 2070-2009 abad asadailly Abbacialf cila glaall 5 i bl Co g ST )yl il

_Hxi:ﬂ\ Qe
I GIVE CONSENT to the Cincinnati Health Department and its staff for the I DO NOT GIVE CONSENT to the Cincinnati Health Department and
person named at the top of this form to receive this vaccine its staff for my child named at the top of this form to be vaccinated.
(If this consent form is not signed, dated, and returned, the vaccination will not A oS3l il sy Lguilh ga 5 lindiang daall 3 1) old e (380 oY o)
be given) ‘ Zsaill 2 oDlef
138 8 odlel ) Sl ad il aunlaill anity Lgaidh ga 5 (Hinipnsy danall 51 oL8 o (380 ) 3)
zsail
(A8) gall 3 g Bale] 5 a5 a5 s ol Le auadall asi o )
Signature of Person/Parent/Legal Guardian Signature of Person/Parent/Legal Guardian
U YOS O B Y PR PR PR YOS OO I PRV P
Date: month day year Date: month day year
Gkl el a5 ale gl el o5 ole

Section 4: Vaccination Record (FOR ADMINISTRATIVE USE ONLY)/(&8 o ,13Y) aladicdl) cilasadaill Jae 14 acidll

Vaccine Date Dose Route Vaccine Manufacturer/ s Lot Number Name and Title of Vaccine
o Administored) 2.8 S gl Ll o8 Administrator
e all plae) Laministrtor
2009 / / L) IM/demall G s
HINI 1) Intranasal/—ul ¢l
A HINI
2009
Required . —
Booster if / / [ IM/Qemal & s
<2 years [ Intranasal/—al #la
e sall
i
ERETRIN]
9 (e il pa
) g
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