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2011-12 Flu Mist Influenza Consent for 2-18 years old/
Autorizacion para la vacuna intranasal contra la influenza 2-18 afos de edad

Name/Nombre: Date/Fecha:

Birthdate/Fecha de Nacimiento: Age/Edad:

Address/ Direccion:

City/Ciudad, Zip/ Cdédigo Postal: Phone Number/numero de teléfono:

I am 18 or under/ Tengo 18 afios 0 menos [ ]ves/si [_]No
I am on Medicaid, have no health insurance, or my health insurance does not cover flu immunizations. $12 suggested donation.

Tengo Medicaid, no tengo seguro medico, o mi sequro médico no cubre la vacuna contra la influenza. Donacién sugerida: $12.

[ ]Yes/si [_]No

Are you ill today? ¢Estd enfermo hoy? [ ]Yes/si [ _]No

Do you have a stuffy nose or a nasal condition that makes breathing difficult? [ ]ves/si [_]No
éTiene la nariz congestionada o una condicon nasal que hace respirar dificil?

Are you pregnant? (Estd embarazada? [ ]ves/si [_]No

Have you had any episodes of wheezing in the past year? [ ]ves/si [_]No
¢Ha tenido dificultades con respirar en el ultimo afo?

Do you have a weakened immune system or any underlying medical conditions such as asthma, diabetes, heart disease, lung
disease, blood disorders, kidney or liver disease or nerve disorders such as cerebral palsy, or on long term aspirin therapy?

¢ Tiene un sistema de inmunidad débil o una condicion médica como asma, diabetes, enfermedad cardiovascular, enfermedad
pulmonar, desorden de sangre, enfermedad de los rifiones o del higado, desorden de los nervios como pardlisis cerebral, o estd
recibiendo tratamiento con aspirina? [ ]ves/si [_]No

Do you have close contact with someone who has a weekened immune system? [ ] Yes/Si [ ] No
¢ Tiene contacto cercano con una persona que tiene el sistema inmunoldgico debilitado?

If you are 2-18 years old and answered “no” to all the questions above you are eligible for flu nasal mist.

Y

Si usted tiene entre 2-18 aiios y contesto “no” a todas las preguntas arriba, puede recibir la vacuna intranasal contra la influenza.

Do you have an allergy to eggs or to a component of the influenza vaccine? [ ]ves/si [ ] No
éTiene usted alergias a huevos o a un componente de la vacuna contra la influenza?

Do you have a history of Guillain-Barre Syndrome (French polio)? [ ]Yes/si [_]No
éTiene usted una historia del sindrome de Guillain-Barre (polio francés)?
| have read the information and have had the chance to ask questions. | understand the benefits and risks of the 2011-12 Seasonal Influenza
Vaccine and ask that the vaccine be given to me, or the person named above. | accept responsibility for seeking medical attention for any problems
with this vaccination. He leido la informacidn y he tenido la oportunidad de hacer preguntas. Entiendo los beneficios y riesgos de la vacuna contra la
influenza temporal del 2011-12 y pido que me vacune a mi o a la persona cuyo nombre aparece arriba. Acepto la responsabilidad de buscar atencion
médica por cualquier problema que tenga con esta vacuna.

Patient or Parent Signature/Firma de Paciente o Padre:
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