ERIE COUNTY DEPARTMENT OF HEALTH           
2015 Hep A Screening and Consent Form
Please Complete All Information Below:
Patient Information

First Name 



MI

 Last Name






Address Apt#









City





 State 


 Zip

 County




Date of Birth (MM/DD/YYYY) 
/
  /


Phone Number :





Mother's First Name:



Mother's Maiden(Last) Name:



 




Emergency Contact

First Name:




Last Name:






Phone Number:
Relationship to Patient: Parent or Guardian 
Primary Care Physician

First and Last Name:







City:




State:


Zip:




Phone Number:







Questions for the person receiving Medical Countermeasure (circle the appropriate answer) 













Yes No Unknown

1. Has your child previously received 2 doses of Hepatitis A Vaccine? 
Y  N  U

2. Has your child ever had a severe life threatening allergic reaction after receiving a previous dose of Hepatitis A vaccine?  Y  N  U

3. Does your child have ANY severe life threatening allergies including a known allergy to latex? Y
 N   U

4. Is your child between 12 months and 18 years of age? Y
  N   U

5. Is your child currently experiencing a moderate to severe illness? Y   N   U

6. Have you received and read, or had read to you, the Vaccine Information Sheet dated 10/25/2011? Y N U

7. Do you give consent for your child to receive Immune Globulin and/or the Hepatitis A vaccine? Y  N  U

PARENT GUARDIAN CONSENT 

Print Name:___________________________________Phone:



Parent/Guardian Signature:









