
Form
 988 

 

2009 Influenza A
 (N

ovel H
1N

1) Flu 
A

dopt - a - School/H
ead Start  

Vaccine A
dm

inistration R
ecord &

  
A

ge C
lassification/Priority G

roup Screening Form
  

 
1. C

om
plete each of the follow

ing: 

 A
 copy of the vaccine inform

ation statem
ent for the vaccine w

as provided to m
e. I w

as given the opportunity to ask 
questions regarding the vaccine(s) and agree to its adm

inistration. 
    

 
 

 
 

 
 

 
            

      I decline to have m
y child vaccinated.                

                                                                                                                                                            ________________________________________________     ________        
              Signature of V

accine R
ecipient or H

is/H
er Parent or R

epresentative                                 D
ate 

 
_____________________________________________________    ______________ 
Signature of V

accine R
ecipient or H

is/H
er Parent or R

epresentative                             D
ate 

 
For C

linic/O
ffice U

se O
nly 

_________________________________________________________________________________________ 
 

 
 

 2. Priority G
roup C

lassification 
 H

igh R
isk M

edical C
ondition: C

hronic lung disease (including asthm
a); H

eart disease (excluding high blood pressure); K
idney disease; Liver 

disease; D
iabetes; B

lood disorders; B
rain, spinal cord or m

uscle illnesses that cause sw
allow

ing or lung problem
s; Problem

s w
ith im

m
une 

protection system
 caused by m

edications and/or H
IV. 

 Select O
N

E priority group only. 
N
O
TE: W

hen m
ore than one priority group classification applies, use the highest priority group. 

Exam
ple: If a person is in age group “19-64”, is “pregnant” and has a “high risk m

edical condition”, use (P
regnant W

om
an).  R

eason: 
P

regnancy is in a higher group than either their age group or their high risk m
edical condition. 

 C
heck one box only:  

 
  P

regnant W
om

an 
                                                                    

   H
ousehold contacts of infants < 6 m

onths 
 

 
  H

ealthcare &
 em

ergency m
edical service personnel                       

   A
ll children from

 6 m
onths through 18 years of age 

 
  A

ll young adults 19 through 24 years of age                                    
   P

ersons aged 25-64 years w
ith high risk conditions 

  C
linic C

ode: ________________________________________ 
 

  C
linic N

am
e: ________________________________________    

  D
ate Vaccinated and VIS issued: _______/_______/________ 

      Prior to the adm
inistration of the vaccine(s) checked above, a copy of the vaccine inform

ation statem
ent for each vaccine w

as provided to the client or representative of 
the child to w

hom
 the vaccine w

as adm
inistered.  The client or his/her representative w

as given the opportunity to ask questions regarding the vaccine.    
             

 ____________________________________/____________/_________ 
                       

Signature of V
accine A

dm
inistrator/Title 

/      D
ate         /     Tim

e 
 

M
ississippi S

tate D
epartm

ent of H
ealth 

S
chool N

am
e 

  N
am

e: Last                         First                      M
iddle Initial 

B
irthday 

S
ex 

R
ace 

P
hone # 

A
ddress:  S

treet 
  

C
ity 

C
ounty 

S
tate 

Zip C
ode 

M
edical Inform

ation.  P
rovide inform

ation as com
pletely as you can.  A

ll inform
ation w

ill be kept confidential. 
YES 

N
O

 
1.  D

oes your child have a severe allergy to eggs, or the antibiotics, polym
ixin, or neom

ycin? 
 

 

Influenza A
 (N

ovel H
1N

1) Flu  
M

anufacturer 
and Lot N

um
ber 

Injection                     Right                Arm
              

    Site                          
                 

       
                               Left               Thigh 
                                 

                 
 

 V
IS

 R
evision D

ate:  10  /  02  / 09           
 


