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Shingrix Patient History Screening Form
	
	Yes
	No
	Unsure

	Are you sick today?


	
	
	

	Have you ever had a serious reaction to a vaccine in the past?


	
	
	

	Do you have cancer, leukemia, HIV/AIDS, lymphoma, blood disorder, organ transplant, active tuberculosis or any other immune system problem?


	
	
	

	For women: Are you pregnant or breastfeeding?

	
	
	

	Have you had a pneumonia shot in the past?

	
	
	

	If yes, which one(s)?




	Last name:


	First:
	Middle Initial:

	Address:


	City
	State
	Zip

	Date of

Birth:
	Age:


	Phone:
	· Male
	· Female

	Primary Care 

Physician:
	Drug 

Allergies:                                                                                               


Consent for Administration of Vaccine

I have read, or have had read to me, the information regarding the vaccine/vaccines marked above.  I have completed the immunization patient history form.  I have had the opportunity to ask questions that were answered to my satisfaction.  I understand the benefits and risks of the vaccine/vaccines.  I consent to, or give consent for, the administration of the vaccine/vaccines marked above.  I understand that if my insurance does not pay, I am responsible for payment.  Please view Richmond Apothecaries privacy statement at www.bremorx.com. 
________________________________________________________  _________________
Signature 









Date 
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Vaccinating Pharmacist:  A. Foster _____      J. Helmke _____    T. Kaefer _____    K. Francis _____

 M. Curtis _____ A. Davis _____ S. Hendrick _____ D. Fonner _____ K. Kittinger _____ Other: ___________
Pneumovax 23 (IM): lot/exp:


LA                 RA


Prevnar 13 (IM): lot/exp:


LA                 RA


Medicare ID# __ __ __ - __ __ - __ __ __ __ - __









