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HEALTH RECORD

CHRONOLOGICAL RECORD OF MEDICAL CARE

DATE: -

SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)

Screening Questionnaire for Adult Inmunization

Circle "Yes" or "No", explaining any "Yes" responses to the nurse or doctor.
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1. | Areyou sick today? Yes No
bHilcES BRESEBNTTRY Wy v

2| Do you have allergies to medications, food, or any vaccine? Yes No
LT, &R, UIF LT LAR—HEHD R0 vy g

3. | Have you ever had a serious reaction after receiving a vaccination? Yes No
HREISECVZF S HEBRERRRIEGERSH Y E LEh? B v

4, | Do you, any person who lives with you, or any person you take care of have cancer, Yes No
leukemia, AIDS or any other immune system problem? v vz
Hipfe, EIELTHWAA, EiddRioBEEE L Tna A0RITH A, EIB’ELT" ’
A X, EOEDRERBICHDB TWBEARWETH?

5. Do you, any person who lives with you, ar any person you take care of take corfisene, prednisone, Yes No
other steroids, anti-cancer drugs or X-ray treatments? ) vy g
Bt AELTVWAA, REibik g LT s AnPizansd i, v,

FRIDAF A K, HBEAR, BEHRBREE I TVAARWETS?

6. During the past year, have you received a transfusion of blood, plasma or been given an immune globulin?  Yes No
1EDAOHICH Rl (LfmnESt) 290V aEl/ oV R ERLELER? By wing

7. | Have you received any immunizations in the past 4 weeks? ) , Yes No
Hipteii s 0 4 BEPNMHTHERE S Lieh? ‘ AN

8. Are you pregnant or is there a chance you could become pregnant within the next three months? Yes No

: HREIMERPERIRSEI » AURREREL CW A AREXRH D ETH,? vy g

0, Have you ever had a positive tuberculin skin test or been told your PPD fest was positive? Yes No
HRTESETREY S ) VERBEEEPPDTFR MR~ s e BH 0 ETH? = A ALS-4

10. Do you have any of the following medical conditions? (Please circle all that apply)

) HAREFROWVTHALORREI o THETH? (ATHELSLDIZOELTTEN)
Diabetes COPD or Emphysema Congestive Heart Failure Cardiomyopathy  Chronic Liver Disease
BEIRA RRERAEERERE RS 5 o AtELTE DfhiEE BT S
Cirrhosis . Sickle Cell Disease  Splenectomy HIV Leukemia Muliiple Myeloma
FEZE - SEURLERES R b MRETREY 4 AR BmE EFEIEE IR
Metastatic Cancer  Chronic Kidney Failure Nephrotic Syndrome Organ Transplant  Lymphoma
SR A BIEERE F 7 v—UE R [ E ez S YR

Hodgkins Digease
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| have been offered copies of applicable Vaccine Information Sheets (VIS) prior to receiving vaccinations

and been advised to wait 20 minutes after receiving my shots.
FETHT Y DEEI B YERICR ST HTIF VTN TOBEE(VIS)
EZHMY, U7 BEER 200 IFRTHRTFER T 5 LEHEBENFELE,

Patient Signature; Date:
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Staff Member Signature; : Date:
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RECORDS MAINTAINED AT: '

Patient’s Name ( Last, First, MI) Sex F/M
Relationship to Sponsor T Status Rank/Grade-

Sponsor’s Name . Organization

Department/Service : FMP/Sponsor’s SSN Patient’s Date of Birth




