Putnam County Health Department e Immunization Program e 1 Geneva Road e Brewster, NY 10509

Patient Name Date of Birth

Address: Phone #:

Screening Questionnaire
for Adult Immunization

For patients: The following questions will help us determine which vaccines you may
be given today. If a question is not clear, please ask your nurse to explain it.

Today’s Date: Weight
1. Are you sick today? o o o
2. Do you have allergies to medications, food, a vaccine component, or latex? O a O
3. Have you ever had a serious reaction after receiving a vaccination? O ] m]
4. Do you have a long-term health problem with heart discase, lung disease, asthma, kidney o ] o

discase, metabolic discase (e.g., diabetes), history of thymus disorder,anemia, or other
blood disorder or are you a smoker?.

5. Do you have cancer, leukemia, AIDS, or any other immune system problem? O O |

6. Do you take cortisone, prednisone, other steroids, or anticancer drugs, or have | O O
you had radiation treatments?

7. Have you had a seizure, brain, or other nervous system problem? | o m)

8. During the past year, have you received a transfusion of blood or blood products, O ] O
or been given immune (gamma) globulin or an antiviral drug?

9. For women: Are you pregnant or is there a chance you could become pregnant O O |
during the next month?

10. Have you received any vaccinations in the past 4 wecks? O O O

Patient Signature Date

Initials of Interviewer:

Adapted from: Immunization Action Coalition = 1573 Selby Ave, « St Paul, MN 55104 » (651)647-9000 « www.immunize.org *wWw. vaccincinformation.org (10/11)



NEW YORK STATE DEPARTMENT OF HEALTH CONSENT FOR PARTICIPATION IN NYSIIS
Bureau of Communicable Disease Control FOR INDIVIDUALS 19 YEARS OF AGE OR OLDER

The New York State Immunization Information System (NYSIIS) is a confidential, computerized system that
contains immunization records and allows authorized users access to a person’s shot record. Strict federal and
state laws protect the privacy of your personal information in the system. The benefits of participating in
NYSIIS include:
e Your health care provider can use NYSIIS to be sure that you receive the needed immunizations, and
proper medical treatment is received when needed.
e There will be a permanent and easily accessible record of your immunizations.

Participation in NYSIIS for people 19 years of age and older is voluntary, so your consent is needed. If you
want to participate, please carefully read the consent below and sign in the space provided. For additional
information about this consent, please call (518) 473-4437.

I give my consent for (name of doctor or organization) to release my
immunization(s) and identifying information to the New York State Immunization Information System
(NYSIIS). I understand the purpose of NYSIIS is to assist in my medical care and to record the
immunizations that I have had or will receive in the future. My immunization information may
potentially be used by the Department of Health for quality improvement purposes, epidemiologic
‘research, and disease control purposes. Information used for quality improvement or any research
purposes will have my personal identifying information removed.

The immunization information in NYSIIS may be released to the following: myself, my health
maintenance organization, the state and local health departments, the school that I am registered to
attend, and authorized medical providers that deliver my medical care.

I understand that there will be no effect on my treatment, payment, or enrollment for benefits if I choose
not to enroll in NYSIIS. This consent may be withdrawn at any time by using the form provided.
Information about immunizations received by NYSIIS with my consent will remain in NYSIIS if I later
choose to withdraw my consent. However, future immunizations will not be recorded in NYSIIS.

Print Name Date of Birth

Signature Date

e
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