
  School Clinic (Injectable and /or Nasal spray)  
 
2009 H1N1 FLU VACCINE CONSENT FORM  

 
Information collected on this form will be used to document permission for your child to receive the 2009  
H1N1 influenza vaccine at your child’s school. Record of this immunization may be shared through the  
Wisconsin Immunization Registry (WIR) with other health care providers directly involved with your  
child’s care.  
 
SCHOOL:   ________________________________________________________  City:__________________________________ 

 
Student’s Name (Last, First, Middle initial)                                          
  

 
Gender  

 Male          Female  
Student’s Birthdate  
 
Month _______ Day_________ Year __________    

Student’s Age  School Grade  Parent/Guardian Daytime Phone Number  
(   )  

Home Address                          P. O. Box                        City                 County                 State             Zip Code  
 
 
Parent/Guardian’s Name  

 
 
Okay to share H1N1 immunization data with the Wisconsin Immunization  
Registry (WIR)?       Yes         No   

 
 

Please answer the following questions (circle Yes or No):  
1.  Does your child have a serious allergy to eggs?                                                                             
2.  Does your child have any other serious allergies?  Please list _________________________________________   
3.  Has your child ever had a serious reaction or allergic response to past flu vaccinations?                               
4.  Has your child ever had Guillian Barré syndrome (a type of temporary severe muscle weakness) within 6 weeks after  
receiving a flu vaccine?                                                          

YES      NO  
YES      NO 
YES      NO  
YES NO  

 
There are two types of 2009 H1N1 influenza vaccine (Shot or Nasal Spray).  Your answers to the following  
questions will help us know which of the two kinds of vaccine your child can receive.  

5.  Has your child been vaccinated with any vaccine (including H1N1) within the past 4 weeks? (for example, nasal spray  
influenza, MMR, Varicella, etc)? List Vaccine(s): ____________________________   Date received:  _____________  
6.  Does your child have any of the fo lloowwiinngg::  aasstthhmmaa,,  ddiiaabbeetteess  ((oorr  ootthheerr  ttyyppee  ooff  mmeettaabboolliicc  ddiisseeaassee)),,  oorr  ddiisseeaassee  ooff  tthhee 
lluunnggss,,  hheeaarrtt,,  kkiiddnneeyyss,,  lliivveerr,,  nneerrvveess,,  oorr  bblloooodd??  

YES NO  
 
YYEESS  NNOO   

77..    IIss  yyoouurr  cchhiilldd  oonn  lloonngg--tteerrmm  aassppiirriinn  oorr  aassppiirriinn--ccoonnttaaiinniinngg  tthheerraappyy  ((ffoorr  eexxaammppllee,,  ddooeess  yyoouurr  cchhiilldd  ttaakkee  aassppiirriinn  eevveerryy  ddaayy))??   YYEESS  NNOO   
88..    DDooeess  yyoouurr  cchhiilldd  hhaavvee  aa  wweeaakkeenneedd  iimmmmuunnee  ssyysstteemm  ((ffoorr  eexxaammppllee,,  ffrroomm  HHIIVV,,  ccaanncceerr,,  oorr  mmeeddiiccaattiioonnss  ssuucchh  aass  sstteerrooiiddss))??   
99..    IIss  yyoouurr  cchhiilldd  pprreeggnnaanntt??   
1100..    DDooeess  yyoouurr  cchhiilldd  hhaavvee  cclloossee  ccoonnttaacctt  wwiitthh  aa  ppeerrssoonn  wwhhoossee  iimmmmuunnee  ssyysstteemm  iiss  sseevveerreellyy  ccoommpprroommiisseedd  aanndd  wwhhoo  mmuusstt  bbee  iinn 
aa  pprrootteeccttiivvee  iissoollaattiioonn  ((ssuucchh  aass  iinn  aa  hhoossppiittaall  rroooomm  wwiitthh  rreevveerrssee  aaiirr  ffllooww))??   

 
CONSENT FOR CHILD’S VACCINATION:  

YYEESS      NNOO   
YYEESS  NNOO   
YYEESS  NNOO   

 
II  hhaavvee  rreeaadd,,  oorr  hhaavvee  hhaadd  eexxppllaaiinneedd  ttoo  mmee,,  tthhee  22000099  VVaacccciinnee  IInnffoorrmmaattiioonn  SSttaatteemmeenntt  ffoorr  22000099  HH11NN11  iinnfflluueennzzaa  vvaacccciinnee..    II  hhaavvee  hhaadd  aa 
cchhaannccee  ttoo  aasskk  qquueessttiioonnss  tthhaatt  wweerree  aannsswweerreedd  ttoo  mmyy  ssaattiissffaaccttiioonn..    II  uunnddeerrssttaanndd  tthhee  bbeenneeffiittss  aanndd  rriisskkss  ooff  tthhee  vvaacccciinnee((ss))  rreeqquueesstteedd  aanndd  aasskk   
tthhaatt  tthhee  vvaacccciinnee  bbee  ggiivveenn  ttoo  tthhee  ssttuuddeenntt  nnaammeedd  aabboovvee  ffoorr  wwhhoomm  II  aamm  aauutthhoorriizzeedd  ttoo  mmaakkee  tthhiiss  rreeqquueesstt..   
 
 
SSiiggnnaattuurree  XX________________________________________________________________________________________________________________________                                    DDaattee  ______________________________________ 

 
  FOR OFFICE USE         VIS date: 10/02/009                                              
 
  2009 H1N1:  Route (circle one) = IM or Intranasal (IN)       Body site (circle one) = RD or LD or IN         Dose (circle one):   1 or 2        
 
 
 Manufacturer _______________________________________   Lot No.__________________________________________________           
 
 
Signature and title of person administering vaccine: __________________________________________________________________                         
 
 
Date vaccine administered: ____________________________ 
 

  

Age _____ 


