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Clients ages under 19 years old, please select VFC eligibility: 

 Uninsured Medicaid/Medi-Cal/CHDP American Indian / Alaskan Native Not VFC eligible
SCREENING QUESTIONS (CLINICAL STAFF TO REVIEW PRIOR TO VACCINATION) 

For parents/guardians: The following questions will help us determine which vaccines the patient may be given. If you answer 
“yes” to any question, it does not necessarily mean the patient should not be vaccinated. It just means additional questions must be 
asked. If a question is not clear, please ask your healthcare provider to explain it. {c}= contraindication, {p} = precaution 
1 Does the patient have a fever or feel sick today? {p} Yes No Don’t Know 

2 Does the patient have allergies to medications, food, a vaccine component, or latex? {c} Yes No Don’t Know 

3 Has the patient had a serious reaction to a vaccine in the past? {c} Yes No Don’t Know 

4 
Does the patient have a long-term health problem with lung, heart, kidney, or metabolic disease 
(e.g., diabetes), asthma, a blood disorder, no spleen, complement component deficiency, a 
cochlear implant, or a spinal fluid leak? Is he/she on long-term aspirin therapy? {c} 

Yes No Don’t Know 

5 
If the patient to be vaccinated is 2 through 4 years of age, has a healthcare provider told you that 
the patient had wheezing or asthma in the past 12 months? {c} Yes No Don’t Know 

6 If the patient is a baby, have you ever been told he or she has had intussusception? {c} Yes No Don’t Know 

7 
Has the patient, a sibling, or a parent had a seizure; has the patient had brain or other nervous 
system problems? {c} Yes No Don’t Know 

8 Does the patient have cancer, leukemia, HIV/AIDS, or any other immune system problem? {c} Yes No Don’t Know 

9 Does the patient have a parent, brother, or sister with an immune system problem? {c} Yes No Don’t Know 

10 
In the past 3 months, has the patient taken medications that affect the immune system such as 
prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid arthritis, 
Crohn’s disease, or psoriasis; or had radiation treatments? {c} 

Yes No Don’t Know 

11 
In the past year, has the patient received a transfusion of blood or blood products, or been given 
immune (gamma) globulin or an antiviral drug? {c} Yes No Don’t Know 

12 
Is the patient pregnant or is there a chance she could become pregnant during the next 
month?  {c} Yes No Don’t Know 

13 Has the patient received vaccinations in the past 4 weeks? {c} Yes No Don’t Know 

Patient Last Name Patient First Name MI 

Sex Patient's Date of Birth Age 
M F / / 

Years Months

 

Home Address (House Number and Street Name) Apt Number 

City Zip Code 

Area Code Phone Number Mother's First Name 
- - 

Race/Ethnicity (Choose One) Asian Black/African American Hispanic/Latino White 
 Native Hawaiian/Pacific Islander American Indian/Alaskan Native Multi-Race Other 

Email (Optional) 
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I have been offered a copy of the Vaccine Information Statement(s) (VIS). I have read, had explained to me, and understand the information in 
the VIS(s) or EUA (Digital copies can be found at: https://www.cdc.gov/vaccines/hcp/vis/index.html). I consent to inclusion of this 
immunization data in the California Immunization Registry for myself or on behalf of the named patient. I may refuse to allow the information 
to be further shared and can request the CAIR2 record be locked by visiting: 
https://cairforms.cdph.ca.gov/SharingRequestForm/SharingRequestForm?SharingType=1&Language=En. 

I understand in California, minors who are 12 years old or older do not need their parent’s consent to receive the Human Papillomavirus (HPV) 
or Hepatitis B vaccines. They still must have parental consent to receive all other vaccinations. 

I consent to the vaccination provided for myself and/or my child(ren) by the LA County DPH Mobile Vaccination Team (MVT). I understand that 
by providing my voluntary consent, the minor patient can receive the vaccine(s) with or without a parent or guardian being physically present 
at the vaccination appointment. I consent to and authorize all medically necessary treatment in the rare event that the minor patient has a 
reaction to the vaccine, including but not limited to redness, swelling, tiredness, chills, fever, and other reactions. 

Print Patient’s Name (First, Last) 

Print Parent’s/Guardians Name (First, Last) 

Signature of Patient or Parent/Guardian of Minor                   Date 


