



FluMist School-Site Immunization Initiative

         IMMUNIZATION PERMISSION FORM
A.  Please check either Yes or No in one of the two boxes below, write your child's name in the blank, and sign and date under the statement you have selected.
       Yes, I give my permission for my child,                                                           , to receive the FluMist (nasal spray) vaccine at school at no charge to parents, but private insurance or Medicaid may be billed for administration fees.  I understand that if my child is less than 9 years old and has never had the flu vaccine before, or if he/she received the flu vaccine last year for the first time and only received one dose, then he/she should receive two doses of the flu vaccine this year.  I have read the Vaccine Information Statement for the FluMist vaccine and have had my questions answered.

_______________________________________________________________________________

Parent/Guardian Signature



                        Date

      
No, do not wish for my child,                                                             , to receive the FluMist vaccine at school at no charge to parents.  (If you have marked No, please mark your reason for not wanting your child to receive the flu vaccine in the section below).

_______________________________________________________________________________                                                                                                                                                     

Parent/Guardian Signature



                        Date


If no, why do you not want your child to receive the FluMist vaccine at the school at no charge?
My child is not eligible for this vaccine because of a prior condition (please complete the following   sections if you would like for him/her to receive the flu shot)
My child has already received his/her flu vaccine for this upcoming flu season.
Only want my child's doctor to give him/her the flu vaccine.
Never get flu vaccines

Child does not receive any vaccines

Do not wish to answer
Other _____________________________________________________


If you selected Yes, please complete the remainder of this permission form.
If you selected No, please make sure you have signed the form above and then return it to your child's school.
B.  Name of child receiving vaccination: _______________________________________________________________             Age : ________
LAST



FIRST

    M.I.

DATE OF BIRTH

Address:__________________________________________________________________________
City:________________________________ State: _________________ ZIP code:_______________

Home phone:______________________________ Emergency contact number: __________________
Mother’s name: ___________________________ Father’s name: _____________________________
Guardian, if under 18: _________________________________ Relationship: ___________________
Please answer each question below
Your answers will be reviewed by a healthcare provider to determine if your child is eligible to receive the FluMist Vaccine.
1. Has your child received a vaccine within the past 30 days?



Yes
No

    If yes, please list name of vaccine(s):_____________________________

2. Has your child received a flu vaccination before?





Yes
No

3. How old is your child?_____________________

4. Is your child allergic to any part of the vaccine (eggs, egg proteins, 

    gentamicin, gelatin, or arginine)?







Yes
No

5. Has the child ever had a life-threatening reaction to an influenza vaccine?

Yes
No

6. Is your child under 18 years of age currently receiving aspirin or

    aspirin-containing therapy?








Yes
No

7. Does your child have asthma, recurrent wheezing (only

    relevant to children under 5 years of age), or active wheezing?



Yes
No

8. Has your child ever had Guillain-Barré syndrome?




Yes
No

9. Does your child have any diseases (for example, cancer, lupus, or HIV/AIDS)

    or take a medication (for example, steroids or chemotherapy) that lowers

    the body’s resistance to infection?







Yes
No

10. Does your child have any of the following long-term health problems? (CHECK)

     ○ heart disease     ○ kidney disease      ○ metabolic diseases (for example, diabetes)

     ○ other__________________________________________________________

11. Is your child pregnant or nursing?






Yes
No

12. Please let us know if your child has close contact with anyone who has a weakened immune system (for example, an individual who has had a bone marrow transplant and is in a negative pressure hospital room). Please describe:

––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––––
Allergies/medical alert: _____________________________________________________________________

C. Please answer the following question.  
Note: This information is required for federal funding purposes.  It will not prevent your child from receiving vaccines through this program.  This information about your child will not be shared with anyone.

My child is:
  
American Indian or Alaskan Native



  
Has Medicaid Coverage - Recipent I.D. number ______-______-_______




Not insured - No Medical Coverage

Underinsured - has insurance, but insurance does not cover the full cost of immunizations

· 
Has North Carolina Health Choice for Children Insurance: Policy No._______________________
  
Insured - Insurance covers immunization:

                                     Name of Private Insurance Company:___________________Policy No.:______________________

            

ACKNOWLEDGE OF RECEIPT OF PRIVACY NOTICE

By signing this form, you acknowledge that Transylvania County has given you a copy of its Privacy Notice, which explains how your health information will be handled in various situations.  We must try to have you sign this form on your first date of service with us after April 14, 2003.  This includes the situation where your first date of service occurred electronically.  

If your first date of service with us was due to an emergency, we must try to give you this notice and get your signature acknowledging receipt of this notice as soon as we can after the emergency.  

Check all that are true:   
[ ] I have received the Transylvania County’s Privacy Notice.

[ ] I have been given a chance to discuss my concerns and questions about the privacy of my health information.

____________________________________


__________________

Patient’s Signature 






Date

(Parent’s Signature if patient under 18)                       

For office use only:

Transylvania County staff should complete if Acknowledgement Form is not signed:

1. Does patient have a copy of the Privacy Notice?  

[ ] Yes 

[ ] No 

2. Please explain why the patient was unable to sign and acknowledgement form and Transylvania County’s efforts in trying to obtain the patient’s signature: 

For Local Health Department Only: Consent form should be present with the child at the time of vaccination for verification of parental consent and accurate documentation.
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