Charlie Crist Ana M. Viamonte Ros, M.D., M.P.H.

Govemnor State Surgeon General
2009 H1N1 Influenza Intranasal Vaccine Consent Form

Name of child receiving vaccination: Birth Date:

Gender: M[] F[] Race: [ White ] Black [ Hispanic [] Asian

[] American Indian or Alaskan Native ] Multi-Racial "1 Not Known

School: ' Teacher's Name: Grade:

Home Address: ‘ Zip Code:

Home Phone: Emergency Contact Number:

Is your child covered by Medicaid? YES NO Medicaid Number:

Please circle YES or NO to the gquestions below: (If you answer YES to one or more of questions 1-10,

your child will not be given the H1N1 vaccine at school. Please contact your private physician with any
questions.)

1. Is your child allergic to eggs, egg protein, Gentamycin, gelatin, or arginine? YES NO
2. Has your child had a life-threatening reaction to a previous flu vaccination? YES NO
3. Does your child have a muscle or nerve disorder such as Guillain-Barre
syndrome or cerebral palsy? YES NO
4, Is your child currently receiving aspirin or aspirin containing therapy? YES NO
5. Does your child have asthma? ' YES NO
6. Is your child under 5 years old and he/she has had one or more episodes of
wheezing during the past year? YES NO
7. Does your child have any diseases (stich as cancer, lupus, HIV/AIDS)
or take a medication (such as steroids or chemotherapy) that lowers the
body’s resistance to infection? YES NO
8. Does your child have any of the following long-term health problems? YES NO
If you answered YES, please circle which one(s)
Heart disease Lung disease Kidney or Liver disease
Metabolic disease (Diabetes) Anemia or other blood disorder
9. Is your child pregnant? YES NO
10. Has your child received the “seasonal flu mist” or any other live vaccine :
in the past 28 days? YES NO

If your child is under 10 years of age, a second dose is recommended to be given in one month.
At that time, the nurse will return to the school to administer the second dose.

10. Is your child under 10 years of age? YES NO

11. Has your child had a 2009 H1N1 flu vaccine before? YES NO
Date of prior H1N1 flu vaccination:

if you wish for your child to receive the 2009 H1N1 Influenza vaccine, please sign your consent on back of this form.
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Consent for 2009 H1N1 Influenza Intranasal (Flu Mist) Vaccination

I have received, read, and understand the 2009 H1N1 Vaccine Information Statement (VIS)
(see attached). | have had a chance to ask questions and discuss my concerns with a
physician or other healthcare professional. | request and voluntarily consent that 2009
H1N1 Influenza vaccine be given to of whom |
am the parent or legal guardian, and for a second dose to be given in one month as
recommended. | acknowledge that no guarantees have been made concerning the
vaccine’'s success. | understand the side effects and warnings of the vaccine. |
acknowledge receipt of the Department of Health privacy practices available online at:
http://www.doh.state fl. us/planning_eval/HIPAA/index.html.

[ also give consent to the Escambia County Health Department to bill Medicaid for the
administration of this vaccine and to maintain possession of this form for data entry purposes
and storage according to the Florida Department of Health storage and retention policy.

Printed Name of Parent/Legal Guardian

Signature of Parent/Legal Guardian: Date:

| have the foliowing relationship with the child named above (please check appropriate box).

[] Mother [] Father [ 1 Legal Guardian [ ] Court Order
[ ] Grandmother ] Grandfather [] Adult Aunt ] Adult Uncle
[ ] Adult Sister [ ] Adult Brother [] Step-Mother =[] Step-Father

| have the legal authority, based on the relationship to the child as indicated above pursuant to

s. 743.0645, F.S., to consent fo this vaccine administration for the child named above.
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