VACCINE ADMINISTRATION RECORD FOR INFLUENZA IN THE SCHOOLS  
Rolette County Public Health District      211 1st Ave. NE PO Box 726, Rolla ND 58367      477-5646
The clinic may keep this form in your medical record or your child’s medical record.  They will record what vaccine was given, when the vaccine was given, the name of the manufacturer of the vaccine, the vaccine's special lot number, and the signature of the person who administered the vaccine. 

"I have been given /offered a copy of the Vaccine Information Statement(s) for the vaccine checked below.  I was given a chance to ask questions that were answered to my satisfaction. I believe I understand the benefits and risks of receiving the vaccines checked below. I permit the person named below to receive the vaccine(s) checked below. I consent to the exchange of this immunization data with other facilities providing services to the person listed below in accordance with the North Dakota Century Code 23-01-05.3.” Acknowledgment of Receipt of Notice of Privacy Practices (Federal HIPAA Privacy Regulations) By my signature below I am acknowledging that the office of the Rolette County Public Health District agrees to provide me with their Notice of Privacy Practices upon my request.
	Information about person to receive vaccine. (Please print.) 

	Name (Last, First, MI)

  
	Birthdate
	Gender
       M       F
	Age
	Grade

Teacher

	Address


	City
	County
	State
	Zip Code

	Insurance Name 

	Medicaid Number
	               Telephone Numbers

Home:

Cell:

	Policy Number 

	
	

	Policy Holder’s Name (Last, First, MI) 
Date of Birth of Policy Holder:

	Does the child currently use Tobacco?           Yes          No
Is the child exposed to 2nd hand smoke?            Yes          No
How much?__________________
	Would you like information on tobacco cessation? 
                                        Yes     No

Quit-Line info given?    Yes    No

	If yes, what type?               Pipe                 Cigarettes                Cigars                Spit Tobacco                Other______________

	Signature of person authorized to make the request to receive the vaccine(s) and completion of the following questionnaire. 

X _____________________________________________________                    Date ____________________________


1. Circle all that apply to your child:  
Insurance Coverage         Receiving Medicaid
Native American      Underinsured          No Insurance
2. Does the person to be vaccinated have an allergy to eggs or a component of the influenza vaccine?
Yes          No          Don’t know

3. Has the person to be vaccinated ever had a serious reaction to any influenza vaccine in the past?


Yes          No          Don’t know

4. Has the person to be vaccinated ever had Guillain-Barre syndrome?                          Yes          No          Don’t know
	Signature of Administrator


	Date

	VIS

Offered
	VACCINE TO BE GIVEN
	IM Site Deltoid
           Left                 Right
	MFG
VIS Date
	Lot #

	
	Influenza (0.5 mLs) 

IIV4
	
	GSK

(08/07/)
	


_________Child not sick today, vaccination given. 

_________Child sick today vaccination deferred on ___________.
_________Child absent from school.
