Screening Checklist for School vaccines

Name:  ______________________________
Date of Birth:  ____/____/____

1.  Is your child sick today?						YES      NO		
2. Does your child have allergies to vaccine component or to latex?		YES         NO
3. [bookmark: _GoBack]Has your child had a serious reaction to vaccine in the past?		YES         NO
4. Please list all allergies or write none if they don’t have any:		YES          NO
I would like my child to receive these vaccines:
(Please initial by the vaccines you would like your child to get)

MCV4 _____	Tdap_____	HPV_____   Men B_____ Influenza_______



Parent/Guardian Signature __________________________     Date _____________
Form reviewed _________________________________     Date _____________






