Child’s Name: ____________________________________ Date of Birth: ___________
Flu Shot

1.
Is your child allergic to eggs or gelatin?                                            Yes or No

2.
Has your child ever had a severe reaction to a previous

Yes or No 


flu shot? 









3.
Does your child have a history of Guillain-Barre Syndrome? 
Yes or No

4.
Does your child have a fever today?   



Yes or No


If yes, what is the temperature?_______________

5.
Does your child have any symptoms of illness today?

Yes or No


If yes, please list the symptoms here: ________________________________


______________________________________________________________

6.
Has your child received the influenza vaccine previously?

Yes or No

7.  
Is your child taking any daily medications?



Yes or No


If yes, please list the medications your child is currently taking:


______________________________________________________________


______________________________________________________________

8.
Have you given your child any over-the-counter medications


in the last 72-hours (ie Tylenol, Ibuprofen, daily vitamin, etc)
Yes or No


If yes, please list the medication(s) your child had:


______________________________________________________________


______________________________________________________________

9.
Does your child have any food allergies?



Yes or No


If yes, please list the foods your child is allergic to:


______________________________________________________________


______________________________________________________________

10.
Does your child have any allergies to any medications?

Yes or No


If yes, please list the medications your child is allergic to:


______________________________________________________________


______________________________________________________________

11.
Are there any changes in your family’s medical history?

Yes or No


If yes, please list the changes and who in your family is affected:


______________________________________________________________


______________________________________________________________

If you have answered yes to any of the above questions, please let our staff know prior to the flu shot.  Thank you.

_______________________________________________              ___________ ParentSignature






Date
