REGISTRATION AND CONSENT FORM - IMMUNIZATIONS
CHILDREN’S NATIONAL MEDICAL CENTER

Dear Parent or Guardian:
PLEASE READ AND COMPLETE CAREFULLY
PLEASE RETURN TO THE SCHOOL NURSE/CHILD CARE PROVIDER

PRINT Name of Child to receive VACCINE(S)

Last First Middle Date of Birth
Street Address Apt#

City State Zip Code
Washington, DC

Parent or Guardian: Please PRINT your name Daytime phone or pager Number, in case of emergency.

Alternate Authorized Representative/Proxy
I am the parent or legal guardian of the child listed above. | am unable to physically
accompany my child (listed above) during the vaccine service. Therefore, | grant permission to
(insert name) to serve as the Alternate Authorized Representative (AAR) to approve
qualification for vaccines as indicated by the current immunization record from the DC Immunization Registry or
the attached immunization record. | certify that the AAR is at least 18 years of age. Please note that the AAR
may be a principal/executive director, teacher, teacher assistant, health aide, or family member.

"I have been given a copy and have read or had explained to me the information in the appropriate CDC Vaccine Information Materials
(VIMs) about the vaccine(s) indicated below. | have had a chance to ask questions that were answered to my satisfaction. | believe that |
understand the benefits and risks of the indicated vaccines and ask that the vaccine(s) checked below be given to me or the
person named above for whom | am authorized to make this request. | understand that some vaccines may require more than one dose
and that my child will receive the required shots at the recommended time to complete the series. | understand that this information may be
stored in the DC Immunization Program's Central Immunization Registry."

This immunization screening is a service for your child to be immunized at his/her school/child care center. Your
child’s immunization record will be reviewed by a trained staff person to determine the vaccines need. If you
consent to your child being vaccinated according to the DC Immunization Program’s Central Immunization
Registry or by a copy of your child’s immunization record that you have provided, please sign below. Thank you.

_ DTP/DTaP/Td/Tdap #1 _ Hib VACCINE #2 _ PNEUMO CONJ 7 #2
__ DTP/DTaP/Td/Tdap #2 __Hib VACCINE #3 _ HEPATITIS B #1VACCINE _ PNEUMO CONJ 7 #3
_ DTP/DTaP/Td /Tdap#3 __Hib VACCINE #4 _ HEPATITIS B #2VACCINE _ PNEUMO CONJ 7 #4
__ DTP/DTaP #4 _ HEPATITIS B #3VACCINE _Meningococcal
__ DTP/DTaP #5 _ Flu VACCINE #1

__ Flu VACCINE #2 _ VARICELLA (Chickenpox) _OTHER
_ HPV VACCINE #1 _ POLIO VACCINE #1 VACCINE #1 _OTHER
"~ HPV VACCINE #2 ~ POLIO VACCINE #2 _ VARICELLA (Chickenpox)
_ HPV VACCINE #3 __ POLIO VACCINE #3 VACCINE #2 Please mark here if:

__ POLIO VACCINE #4 (Vaccine not required if already had NHad CHICKENPOX disease
_ Td/Tdap Booster the disease) When:

_ MMR #1 VACCINE
_ Hib VACCINE #1 _ MMR #2 VACCINE _ PNEUMO CONJ 7 #1 _

[1 NO RECORD ON FILE. Use student's immunization records, if provided or administer age-appropriate
vaccine(s) based on immunization schedule.

[J My child has received these Shots. (Records attached)
[l Yes, I would like for my child to receive the Influenza Vaccine (Flu Shot)

SIGNATURE of Parent or Guardian /Print
If you have questions/concerns, please call Dr Bear’s Express at 202-207-8990

Last Revised 12/13/07

National Medical Center,



Children’s National Medical Center
MEDICAL SCREENING QUESTIONNAIRE

Child’s Name Date of Birth
Last First Middle Name
School/Day Care Center
Does the child have health insurance? Yes No
HealthRight Amerigroup, DC Chartered Health Plan HSCSN
Does the child have a primary care provider or doctor? No___; Yes__ Doctor's name:
Doctor’s Telephone No. Doctor’s Address:

| YES |NO

Is the person getting the vaccine

Sick with fever?

Sick with vomiting?

Sick with diarrhea?

Allergic to eggs, gelatin or yeast?

Allergic to neomycin or streptomycin (antibiotics)?

Had an allergic reaction or illness of the brain that required medical attention or a hospital
stat after receiving any vaccines?

Had any vaccines within the last month? If so, which ones ?

Ever had a reaction to vaccines in the past, i.e., allergic reaction, high fever (> 105°F),
collapse, shock, seizures?

Ever had the disease chickenpox? If yes, when ?

Has the person to be vaccinated or anyone in the household had any of the following conditions which would
make him/her less able to fight infections

Cancer or leukemia?

Special cancer treatment such as X-rays or drugs?

Drugs such as prednisone or other steroids?

An inborn or inherited disease?

Other

If receiving MMR and/or Varicella and a female of childbearing age, please fill out the following:
VARICELLA AND/OR RUBELLA QUESTIONNAIRE

YES | NO

. Are you pregnant?

. Might you possibly be pregnant?

. Have you missed a menstrual period?

. Date of last menstrual period

g | W[N] -

. Do you understand that you should not become pregnant within three (3) months after
receiving this vaccine?

6. Are you using birth control?

7. If you are using birth control, what method?

Live virus vaccines (e.g., MMR, varicella, LAIV) are contraindicated prior to and during pregnancy because of the theoretical risk of virus
transmission to the fetus. Sexually active young women who receive MMR or varicella vaccination should be instructed to practice careful
contraception for one month following receipt of either vaccine. Inactivated vaccines may be given to a pregnant woman whenever indicated. (CDC)

| understand that receiving these immunizations does not preclude the need for complete physical examinations by my
doctor or the doctor of the person named above for whom | am authorized to make this request.
Initial
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