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Pre-Screening Questionnaire/Consent Form 
Last Name: ____________________________________    First Name: ______________________________  MI: _________ 

        Address: ___________________________________City: _____________________    State: _______     Zip Code: _________ 

 Phone Number: (_____)_________-____________________   DOB: _______/________/_______ 
 

All Vaccines (Children and Adults) 
 

  Please Circle "yes" or "no" for the following questions.     
1) Does the patient have a fever or feel sick today?   Yes No 

2) Does the patient have allergies to medicines, food, latex, or vaccines?  Yes No 

3) Has the patient had a bad reaction to a vaccination?  Yes No 

4) Has the patient had a seizure or brain problem?  Yes No 

5) Does the patient have cancer, leukemia, AIDS, or other immune system problems? Yes No 

6) 
Does the patient have heart disease, lung disease, kidney disease, diabetes, asthma, anemia, or 
other long term conditions?                        Yes No 

7) 
Has the patient taken cortisone, prednisone, or other steroid or cancer treatments in the last 3 
months? Yes No 

8) Has the patient received blood, blood products or immune globulin (IG) in the past year? Yes No 

9) Is the patient pregnant or planning to become pregnant? Yes No 

10) Has the patient received vaccines in the past month? Yes No 

11) Has the patient ever fainted after injections? Yes No 

12) Has the patient had chicken pox? If yes, when? _______________ Yes No 
 
I have received the Vaccine Information Statement (s) for the vaccines to be given and I have had all of my questions 
answered.  I request that the vaccine be given to me or to the person named above, for whom I am responsible.  I allow       
the release of any information needed to process insurance claims and request payments of medical benefits.  (If the    
patient is over 15 years old they can sign for themselves.) 
 
__________________________________________________ 
Print Name  
 
__________________________________________________ 
Signature 
 
__________________________________________________ 
Relationship to patient 
 

        Date:_____/_____/_____ 
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