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 Henderson County Department of Public Health  
2009 H1N1 Vaccination Initiative C 

 
For the person receiving the H1N1 vaccine, please check √ all that apply: 

� Pregnant 
� Health Care or Emergency Services worker 
� Age 6 months through 24 years 
� Lives with or provides care for an infant under 6 months 
� Age 25-64 years with chronic health care condition. 

 
 
 
Recipient:  ________________________   ___   _________________________    Age: _________ 
            First Name          MI             Last Name                          

Date of Birth:  ________ / ________ / ________       Male   Female     Race: _______________ 
        Month       Day               Year    

        Ethnicity:   Hispanic/Latino       Y or N 
 
Home Address:    _____________________________     _________________, NC   __________ 
                                     Street Address    City                 Zip Code 
 
Home Phone #: (          )           -________  _           Alternate Phone #: (         )           -_________       
  
If applicable, Parent/Guardian Name:  ______________________________________________  
 

Acknowledgment of Receipt of Notice of Privacy Practices 
I acknowledge that I have received a copy of the HCDPH Notice of Privacy (NOP) Practices and 
understand that I may contact the person named therein if I have questions. The NOP will be 
available at the site or is available on our website at the bottom of the home page at 
www.hendersoncountync.org/health). 
 
→_____________________________________________   _________________________ 
              Signature of Client or Responsible Party  Date 
 
 
 
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 have had a chance to 
ask questions that were answered to my satisfaction. 

 I give consent to the Henderson County Department of Public Health for me or my child to 
receive the H1N1 vaccination. 

 Parents/Guardians: I understand that if my child receives the H1N1 vaccination and h/she is 
under 10, a second vaccine will be needed to be fully immunized. 

 

→_____________________________________________   _________________________ 
 Signature of Client or Responsible Party      Date 
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Name:  ________________________ ______________________    Age: ____________________        
       First Name    Last Name                        

 
The following questions will help us to know if you or your child can get the 2009 H1N1 influenza vaccine.   
Please mark YES or NO for each question for the person receiving the vaccine.  
 
A. If you answer “NO” to all four of the following questions, your or your child can probably get the influenza 

vaccine.   
If you answer “YES” to one or more of the following four questions, you or your child may not be able to get 
the 2009 H1N1 vaccine. A nurse will review this information with you before giving the vaccine.  
 

Please answer the following questions as it pertains to you or your child. YES NO 
1.    Have a serious allergy to eggs, gentamicin, gelatin, MSG or arginine (all contained in the flu vaccine)?      
2.    Have other serious allergies?   Please list: _______________________________________________   
3.    Ever had a serious reaction to a previous dose of flu vaccine?   
4.    Ever had Guillain-Barré Syndrome (a type of temporary severe muscle weakness)?    
5.  Taking Tamiflu or Relenza now or within the past 2 days?   
 
B. There are two kinds of 2009 H1N1 influenza vaccine.  Your answers to the following questions will help us 

know which of the two kinds of vaccine you or your child can get. 
 
Please answer the following questions as it pertains to you or your child. YES NO 
1. Age under 2 years or over 49 years?   
2. Vaccinated with any vaccine (not just flu) within the past 30 days? 
 

Vaccine: _________________________________     Date given: m/d/y___________________ 

  

3. Have any of the following conditions: Asthma, Diabetes, disease of the lungs, heart, kidneys, liver, 
nervous or endocrine system, or blood?    

  

4. Are less than 19 years old and on long-term aspirin or aspirin-containing therapy (for example, take 
aspirin every day)? 

  

5. Have a weak immune system (for example, from HIV, cancer, or medications such as steroids or those 
used to treat cancer)? 

  

6. Pregnant?   
7. Have close contact with a person who has severe immune deficiency and is receiving care in a 

protected environment such as an isolation room in a hospital (for example, someone who has recently 
had a bone marrow transplant)? 

  

 
============================================================================ 

For Health Department Use Only 
Triage Nurse Review:  

 Person qualifies for LAIV (FluMist)  Initials: _________   Date: ______________ 
 Person qualifies for Injectable Flu Vaccine.  Initials: _________   Date: ______________ 
 Person ineligible to receive vaccine  Initials: _________   Date: ______________ 

 
 

 
Date 

 
Which Dose? 

 
Type of vaccine 

 
Route 

 
Mfr Lot# 

 
Date of VIS 

Nurse  
Initials  

 1st   or  2nd  Flu Mist Intranasal  10/2/09  

 1st   or  2nd Injectable Lt       Rt  10/2/09  

 


