Midtown Internal Medicine, PLLC

274 Madison Avenue, Suite 1003
New York, NY 10016
Phone (212)980-0011       Fax (212)980-0019
Screening Questionnaire for Adult Immunization

Name: _____________________________________

Vaccines today:  1.) _________________  2.) _______________  3.) _______________

4.) _______________
Your responses to these questions will help us determine your readiness for vaccination today.   We will review each question and your response before administering your vaccination.

	Please respond to (check) each question:
	Yes
	No
	Details

	Are you sick today?
	
	
	

	Do you have allergies to medications (neomycin), foods (especially, eggs) or any vaccine?
	
	
	

	Have you ever had a serious reaction after receiving a vaccination?
	
	
	

	Do you have cancer, leukemia, AIDS, or any other immune system problem? Do you have bleeding problems or low platelets?
	
	
	

	Are you receiving cortisone, prednisone, other steroids, biologic agents (Enbrel, etc.), chemotherapy or radiation therapy?
	
	
	

	During the past year, have you received a transfusion of blood or blood products, or been given a medicine called immune (gamma) globulin?
	
	
	

	Are you pregnant or is there a chance you could become pregnant during the next month?
	
	
	

	Do you take Coumadin (warfarin)?
	
	
	

	Have you received any vaccinations in the past 4 weeks?
	
	
	


Patient signature: _____________________________________________
Patient’s representative/relationship to patient: ___________________________
Representative’s signature: ______________________________
Date: _________________

We will update your immunization record card at the time you receive your vaccination.
