Salem County Department of Health & Human Services

SEASONAL INFLUENZA VACCINE 2020-2021

Funded by the Salem County Board of Chosen Freeholders
For more information, call: 856-935-7510, Ext. 8476 or 8482

The Salem County Department of Health will keep this medical record on file. They will record what vaccine was given, when the vaccine was given, the
name of the company that made the vaccine, the vaccine’s special lot number, the signature and title of the person who gave the vaccine, and the address
where the vaccine was given.

I have read or have had explained to me the information sheet provided to me about influenza and influenza vaccine. I have had a chance to
ask questions that were answered to my satisfaction. I understand the benefits and risks of the 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. Please initial:

Please circle your answers to the following questions: Are you or the person receiving the vaccine:

3 years old or above? Yes or No

Currently taking medication to thin your blood? Aspirin, Coumadin, Heparin, etc. Yes or No — —

Allergic to eggs? Yes or No

Allergic to latex? Yes or No

Have you had a serious allergic reaction to a previous dose of influenza vaccine? Yes or No

Have a history of Guillain-Barre Syndrome? (neuro-muscular disorder) Yes or No

Presently ill or have a fever? Yes or No
Privacy Policy
— I have seen and been informed of the Privacy Practices of the Salem County Health & Human Services Department, and I authorize the use
and disclosure of my Medical Information concerning the Influenza Immunization as per these practices. I have seen or been offered the
08/15/2019 Vaccine Information Statement (VIS).
-1 give my permission for my immunization information to be included in the NJ Immunization Information System. Information about ———
this program is available upon request.
Authorization of Treatment; Acknowledgement and Assumption of Risk; Waiver of Liability, Indemnification, and Medical Release
=-On my behalf and/or behalf of my minor child/person to whom I have power of attorney over, I am aware of the personal health dangers
and the risk of physical injury. I also understand there may be additional or different risks of which I am not aware. I understand that the
Department does not insure participants for loss or warrant successful treatment shall occur. I voluntarily elect to participate in this
immunization activity with knowledge that I may be harmed and I agree to accept and assume all risk of personal injury or death. In
consideration for treatment occurring on my behalf or on behalf of my minor child/person to whom I have power of attorney over I waive,
release and discharge the Department, its officers, agents, volunteers and employees inclusive, for all reckless or negligent behavior causing
death, disability, personal injury, property damage, loss or other claims which may accrue to me or my estate as the direct or indirect result of
participation in the immunization treatment. I shall further defend, indemnify and hold harmless the Department, its officer, agents,
volunteers and employees inclusive, against any and all claims of any nature, inclusive of costs, expenses and reasonable attorney’s fees,
which is any way or manner result from participation in the referenced treatment. I further consent to receive or permit my minor child to
receive all necessary medical treatment deemed advisable and offered by the Department’s staff.

Read Before Signing
I have read this form and I acknowledge that I believe I fully understand its terms and provisions, including the fact that I am giving

up certain legal rights in consideration of receiving treatment myself or on behalf of my minor child.

M E_
Last Name First - Ml Birth date Age Sex
Address City State ZIP County
X Telephone #
Signature/Person to receive vaccine or person authorized to make the request (parent or guardian).
Parent or Guardian Name (please print)
Clinic/Office Address: Salem County Health Department .

Reviewed By:

Site of injection: ___ Left Deltoid ___ Right Deltoid Label

Other

Signature/Title of Vaccine Administrator Date/Place Vaccine administered

Exp. Date and Lot #




Department of ——
Health & Human Services

110 Fifth Street, Suite
500

Salem, New Jersey
08079

856-935-7510

_— i

COVID-19 SCREENING QUESTIONNAIRE

In the past 24 hours, have you experienced:

Fever:
O Yes Nausea, Vomiting:
[0 No O Yes
0 No
Fatigue: Diarrhea:
O YCS ] Yes
) NO 0 NO
Cough: Headaches:
O Yes 0 Yes
0 No 0 No
Sneezing: Shortness of breath:
[0 Yes O Yes
[0 No 00 No
Aches and Pains: Other:
[0 Yes
0 No Have you recently been in close contact

Recent loss of taste or smell:

(within 6ft for > 10 Minutes) with anyone
who has exhibited any symptoms of

0 Yes COVID-19?

0 No 0 Yes

Runny or Stuffy Nose: 00 No

U Yes Have you recently been in contact with

0 No anyone who has tested positive for COVID-
Sore throat: 197

O Yes O Yes

O No [0 No

I attest that the foregoing information is true and correct

Patient Name:

Signature of patient/guardian:

Date:

Clinic/Office Address: Salem County Health Department

All information on this form has been reviewed and the patient certifies that all information is true and correct as of
the last 24 hours.

Signature/Title of Vaccine Administrator



