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	Healthcare Worker Consent Form
Specify Vaccine


	Details

	Name
	
	Payroll No.
	

	Date of Birth
	
	Department
	

	Contact No.
	
	Facility
	


I have read and understand that:
· It is my decision to be vaccinated with the specify vaccine
· The vaccine is administered according to recommendations of the National Health and Medical Research Council

Specific points about the vaccine are:
· Include a few points about the vaccine here, eg;

· The type of vaccine (live, killed, acellular, etc)
· Whether prior disease or vaccination for this disease is an issue
Contra-indications of administration

· Include a dot point summary of contraindications as per the current edition of the Australian Immunisation Handbook
Adverse Vaccine Reactions

· Include a dot point summary of adverse reactions/side effects as per the current edition of the Australian Immunisation Handbook
You must now complete the following questions to the best of your knowledge, to allow us to go ahead with the vaccination.

	
	YES
	NO

	1
	Do you have a fever? (>38.5)
	
	

	2
	Have you had a significant reaction to a previous dose of specify vaccine?
	
	

	3
	Do you have an allergy to vaccine components?
	
	

	4
	Have you experienced any significant problems after any vaccination?
	
	

	5
	Are you pregnant or planning pregnancy?
Pregnancy should be avoided for 28 days following any live vaccination.
	
	

	6
	(Required for live vaccines) Have you received another live vaccine within the last month?

e.g. BCG, chickenpox, or yellow fever
	
	

	7
	(Required for live vaccines) Have you received an injection of immunoglobulin or blood transfusion within the last 3 months?
	
	

	8
	(Required for live vaccines) Are you suffering from a malignant condition or disease that lowers immunity? (e.g. cancer, TB)
	
	

	9
	(Required for live vaccines) Are you receiving immunosuppressive drugs or X-ray therapy or high dose steroids?
	
	

	10
	When did you last have a tetanus containing vaccine?(remove if not required)
	Date:


If you answered “YES” to any of the above questions, please see the immuniser.
Staff member’s signature_____________________________________Date ____/____/_______
Dose given by _____________________________________________ Batch No. ___________
Date of vaccination _____/____/_____                                                    Expiry Date ___/___/____
Information entered into Staff Protect:    YES   NO

