Influenza Vaccination Declination Form (Individual) 

(CONFIDENTIAL)

Do not place in health care worker personnel file or disclose outside of the Employee Health Department/Unit

Below is a sample declination form to be signed by the health care worker and filed in the health care worker’s confidential Employee Medical Record.  For workplace confidentiality, declinations and other medical information should not be placed in worker’s personnel files or disclosed outside of the Employee Health Department.

I have been offered the influenza vaccination by <INSERT FACILITY’S NAME>.  I understand that because I work in a health care environment I may place others at risk – patients and co-workers – if I work while infected with the influenza virus.

I have received, and understand, information given to me about the risks and benefits of the vaccine. 

In declining an influenza vaccination for non-medical reasons, I am aware that:

· The vaccine does not cause influenza illness.

· I can be infected by the influenza virus – but not feel ill – and pass the virus to vulnerable patients who are at-risk of complications or death for influenza.  I can also pass the virus to my family, friends and co-workers.

· Influenza strains change every year and an immunization received in prior years does not usually provide immunity to this year’s strain of influenza.

· The vaccine takes about two weeks to reach maximum protection. Therefore, I will not be fully protected from catching the flu until that time.

	Reasons I do not wish to be vaccinated against influenza: 

(Circle all that apply.)

	1. I do not believe in vaccines for religious or philosophical reasons

	2. I am concerned about side effects and / or safety

	3. I believe the influenza vaccine gives a person the flu.

	4. I don’t believe the vaccine prevents the flu 

	5. It’s not important – “I never get the flu”

	6. It’s inconvenient

	7. I received influenza vaccine elsewhere (provide documentation)

	8. I don’t like needles

	9. 
I have a medical contraindication. Please check one

9a.
(  Allergy to eggs

9b.
(  Severe allergy to other vaccine component

9c.
(  Guillain-Barre Syndrome


	Other, please tell us:



(  Employee (  MD (  Contractor (  Volunteer
Health Care Worker Name  (Print) 
Type of Employee: Check one


/
/
/

Health Care Worker Signature
 Date Signed
Employee ID Number
Date of Birth

If I change my mind, I can receive a free influenza vaccination at Employee Health Services so long as the vaccine is available.






