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IMMUNIZATION QUESTIONNAIRE

Authorization to administer immunizations IAW Ch.7—4b

COMDTINST M6000.1C, Medical Manual
ALLERGIES: _______________________________
Circle appropriate answer:
1. Are you 50 years of age or older?--------------------------------------------------------Yes  /  No

2. Are you currently ill with any symptoms more severe than a cold?---------------- Yes  /  No

3. Is there any possibility that you may be pregnant? ----------------------------------- Yes  /  No

4. Are you allergic to chicken or eggs?---------------------------------------------------- Yes  /  No

5. Have you received Gamma Globulin or a blood-transfusion within past 3 months? Yes / No

6. Do you have any type of immune deficiency disease or conditions that contraindicate receiving a live virus vaccine?-------------------------------------------------------------- Yes  /  No
7. Are you in regular contact with someone suffering from cancer, an immune deficiency disease, receiving radiation or chemo therapy, or prescribed Corticosteriod

 medications?-----------------------------------------------------------------------------------  Yes / No

8. Have you ever had a positive TB Test or been told that you are a PPD Converter? Yes / No

9. Have you ever required medical care due to a reaction to an immunization?------- Yes /  No
Explain ‘Yes’ answers (by number):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Be advised: Vaccine Information Sheets (VIS) are available describing the immunization and possible side effects upon your request.
Patient Signature: _________________________________________Date: _________________
Interviewer Signature: _____________________________________Date:__________________
Circle Applicable Vaccinations 

1.TWINRIX        2.HEP-A        3.HEP-B        4.TET/DIP         5.FLU-SHOT        6.FLU-MIST

7.MMR   8.PPD    9.MGC   10.YELLOW FEVER  11.TYPHOID   12.ANTHRAX   13.POLIO

#__ Inj. Site: R/L _______ Manufacturer:________ Lot#:______________ EXP:_________________
#__ Inj. Site: R/L _______ Manufacturer:________ Lot#:______________ EXP:_________________

#__ Inj. Site: R/L _______ Manufacturer:________ Lot#:______________ EXP:_________________
______________________________________      ______-______-________      ______/_______/_________

                           Patient Name (L, F M)                                                     S.S.N.                                               D.O.B.
� EMBED Word.Picture.8  ���








[image: image2.wmf]_1106610537.doc
[image: image1.png]U.S. Department of
Homeland Security

United States
Coast Guard








