
NAME of person to be immunised       ……………………………………………………….            

DOB
       .       .         
Immunisation Provider please circle yes or no

1.
Are you unwell today?





Yes

No

If unwell please describe

………………………………………..…………………………………

2.
Are you taking corticosteroid medicine?



Yes

No

3.
Have you ever had a severe reaction to a vaccine?


Yes

No

4.
Have you any severe allergies?




Yes

No

If yes please describe

…………………………………………………………………………….

5.
Have you a past history of Guillain-Barre syndrome?

Yes

No

6.
Do you have a disease that lowers immunity?


Yes

No


[leukaemia, cancer, HIV/AIDS]

7.
Are you having treatment causing lowered immunity?

Yes

No


[radiotherapy or chemotherapy]

8.
Do you live with another with a disease that lowers

Yes

No


immunity or is not immunised?

9.
In the last 3 months has your child/ren had a vaccine

Yes

No

containing live viruses? [measles, mumps, rubella, 

poliomyelitis vaccines or an injection of immunoglobin or a blood transfusion]

10.
If female, are you pregnant?




Yes

No

11.
Do you have a condition of the brain or spinal cord?

Yes

No

[are investigations completed?]
ALERT The above conditions do not necessarily exclude the person from being vaccinated, but they should be considered by the immunisation provider before the vaccination is given. If the immunisation provider considers that there is a risk, the vaccine is not given and/or referred to the GP, a primary care facility or other facility close to an emergency department.  Retain this documentation and file in client health record.  

         Refer to and read the AIH 9th Edition pages 15 – 21  for details before conducting this assessment.

Ref: The Australian Immunisation Handbook, 9th Edition NHMRC, 2008


Name of person to be immunised
………………………………….……..………           
DOB           .      .

Client please read and circle yes or no before receiving vaccine[s]

I have read and understood the information sheet

“Comparison of Effects of Vaccines and Diseases”. 


yes

no

[Immunisation Provider to refer to 9th Edition AIH inside back cover]

I have read the advice sheet about common reactions


yes

no
to immunisation and what to do about the reactions.

I have had an opportunity to discuss with the



yes

no
immunisation provider [doctor or nurse] my concerns

and questions about immunisation and the vaccines

that I need.

I give consent for the immunisation records to be accessed from previous immunisation providers and to receive vaccines as recommended by the current National Health and Medical Research Council [Australia] NHMRC “Australian Standard Vaccination Schedule” 2009.  I also understand I can withdraw my consent at any time.

Signature
……………………………………………

Date
       .      .

Witness

……………………………………………

Date
       .       .

[Immunisation provider]

Please file in the client health record

	NAME  of Child                                   ….…………………………………………………………

DOB                  .      .

NAME of Parent/Guardian                          …………………………………………………….

CLINIC                             ..…………………………………………………………………….




Parent/Guardian please read and circle yes or no before your child receives vaccines

I have read and understood the information sheet

“Comparison of Effects of Vaccines and Diseases”. 

yes

no

[Immunisation Provider to refer to AIH pages 303 – 16]

I have read the advice sheet about common reactions

yes

no
to immunisation and what to do about the reactions.

[Immunisation Provider to give parent/guardian the “Advice to Parents” information sheet]
I have had an opportunity to discuss with the


yes

no
immunisation provider [doctor or nurse] my concerns

and questions about immunisation and the vaccines

that my child needs.

I give consent for the immunisation records to be accessed from my child’s previous immunisation providers and to receive vaccines as recommended by the current National Health and Medical Research Council [Australia] NHMRC “Australian Standard Vaccination Schedule”.  I also understand I can withdraw my consent for my child at any time.

Signature of Parent/Guardian  …..…………………………
Date
    .     .

Witness

……………………………………………
Date
    .      .

[Immunisation provider]
Please file in the client health record






PRE-VACCINATION ASSESSMENT TOOL 2009











                     …………………………………………………………………                                                      Date           .      .


                 Signature of Immunisation Provider





                                   Vaccine given at           ……………..…………………………………………………………..…….…     











ADULT CONSENT FOR IMMUNISATION











CHILD CONSENT FOR IMMUNISATION
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