
H1N1 VACCINE ADMINISTRATION RECORD 
 

Information about person to receive vaccine                                                   Male                  Female  
 
________________________________________________________________________________________  

NAME:     Last                                                    First                               MI                          Birth date              Age  
 
________________________________________________________________________________________  

ADDRESS:                       Street                                                                                   City                                        Zip 
 
________________________________________________________________________________________  

Home/cell  Phone Number                                                                                         Physician 
 
____________ (please initial) I have been informed about the HIPAA Information.   
 
 
 
1. Is the person to be vaccinated sick today?                                          ___ Yes     ___ No      ___ Don’t know 
2. Does the person to be vaccinated have an allergy?      
    to eggs or to a component of the vaccine?                                          ___ Yes     ___ No      ___ Don’t know 
3. Has the person to be vaccinated ever had a serious reaction  
    to influenza vaccine in the past?                                                         ___ Yes     ___No      ___ Don’t know 
4. Has the person to be vaccinated ever had Guillian-Barre 
     syndrome?                                                                                          ___ Yes     ___No      ___ Don’t know  
I have read or have had explained to me the information about H1N1 novel influenza and influenza vaccine.  I have had a chance to 
ask questions that were answered to my satisfaction.  I believe I understand the benefits and risks of influenza vaccine and ask that the 
vaccine be given to me or to the person named below for whom I am authorized to make this request.  
 
 _______________________________________________________                         ______________________   
Patient Signature/ Authorized signature                                                                     Date 

PLEASE CIRCLE PRIORITY GROUP: 

• Pregnant women because they are at higher risk of complications and can potentially provide protection to infants who 
cannot be vaccinated; 

• Household contacts and caregivers for children younger than 6 months of age because younger infants are at higher risk 
of influenza-related complications and cannot be vaccinated. Vaccination of those in close contact with infants less than 6 
months old might help protect infants by “cocooning” them from the virus; 

• Healthcare and emergency medical services personnel because infections among healthcare workers have been reported 
and this can be a potential source of infection for vulnerable patients. Also, increased absenteeism in this population could 
reduce healthcare system capacity; _____________________________________________________________________ 

• Young adults 19 through 24 years of age because we have seen many cases of novel H1N1 influenza in these healthy 
young adults and they often live, work, and study in close proximity, and they are a frequently mobile population; and,  

• Persons aged 25 through 64 years who have health conditions associated with higher risk of medical complications 
from influenza 

Health Condition _________________________________________________________________________________________________________ 

 

                                                                                                                                                                                  
    Clinic ____________________ Date_____________   RN/LPN__________ Site________    Manufacturer –   
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