FLUIMMUNISATION CONSENT FORM 2017/2018 (SIS g et isa/NHS
PLEASE COMPLETE USING BLOCK CAPITALS IN BLACK INK

NHS Foundation Trust

The Q&A sheetthat accompaniesthis form and letter tells you aboutthe fluimmunisation, whyit is being offered as well as descri bing
the disease and vaccine. If you have more questions, please contactthe immunisationteam on 01273696011 x3977 orgo to the NHS
Choices website www.nhs.uk (search for flu vaccine) or alternatively send an email with your questions to sc-tr.fluvacc@nhs.net

Child’s full legal name (first name and surname) and preferred name if different: Date of Birth:

Male O Female O

Home address: Daytime contact telephone number

/ mobile for Parent(s) / Guardian(s)

Postcode: NHS Number (if known): Ethnicity:
School: Year group:
GP name and address: Class name:

If any of the answers below are a yes please document over page

Please tick relevant column V=S MO

Does your child have any severe allergies to egg, gentamicin or previous flu vaccination?

Is your child immunocompromised? e.g. undergoing treatment for Leukaemia or in isolation
If so, see your GP for inactivated Influenza Vaccination

Are any household members having treatment that severely affects their immune system requiring
isolation? i.e. chemotherapy, bone marrow transplant. If so, avoid close contact with them for 2 weeks
Is your child taking any medication? (i.e. aspirin, inhalers, etc.)

Please give details of medication and doses overleaf (with their name and date of birth)

Has your child previously been identified by GP as requiring the flu vaccine due to a medical condition?

Consentfor Flu vaccination programme (Please complete one box only)

By signing this form | confirm the following
statements:

| confirm | have parental responsibilityfor the above named
child

I have read and understood the information given to me about
the nasal flu vaccine.

I understand thatthe information provided will be shared with
my GP to update my child’s health records

Full Name of Person with Parental Responsibility:

Signature of Person with Parental Responsibility:

Date:

YES, | CONSENT for my child to receive the flu vaccine.

NO, | DO NOT CONSENT for my child to have the flu
vaccine.

Please tick reason for declining below and return form
to the school.

[J My child has had (in the pastfour months) or will be having the
vaccine at our GP surgery.
1 Do not feel that the vaccine is necessary.

[J Due to a previous allergic reaction to the vaccine.
(] Due to the contents of the vaccine.
[ Other (please state) use separate sheet if necessary

Full Name of Person with Parental Responsibility:

Signature of Person with Parental Responsibility:

Date:

Office Use — Details checked and initialled by team member: = No action required ......

Follow up by Nurse required ......

Thank you for completing this form. Please detach and return to
the school within one week of receipt

Academic Year 2017/18



http://www.nhs.uk/
mailto:sc-tr.fluvacc@nhs.net

Medication — extra information Dose Times

FOR OFFICE USE ONLY

Pre session eligibility assessment for Nasal Flu Vaccination

If child not eligible for flu vaccination based on answers owerleaf please document in communication record below:

Eligibility assessment on day of vaccination (Please tick as appropriate) YES NO

Has the parent/child reported the child being wheezy ower the past three days?

If the child has asthma, has the parent/child reported any reason why vaccination should be
postponed? e.g: Use of oral steroids or, an increase in inhaled steroids in the past 14 days?

Is the child unwell (with fever) today or has an audible wheeze?

Does the child have any contraindications today for the Nasal Flu Vaccination

Letter received from parent

Date of Batch No & expiry date Nurse checking & supplying vaccine Administered by
vaccination (print & sign) (Initial)
Information given as per PGD (Please tick) Where administered?
(if not school)

NAME:

DOB: NHS No:

IMMUNISATION COMMUNICATION RECORD

Date/Time Name, Title & Sighature




