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1. LAST Name:

Middle Initial:First Name:

Address:

City:

Phone Number:

Date of Birth: Gender:           M             F

State: Zip:

County Code (See Back):

- -

/ /

2.

3.

Ethnicity:   Hispanic or Latino:          Yes             No

Race (Color in all that apply):

Are you pregnant?            Yes            No            Unknown

American Indian/Alaskan Native               Asian                     Black/African-American

Native Hawaiian/Pacific Islander              White                     Unknown

Other (Specify) __________________________________________________

5.

Which dose of the H1N1 Vaccine are you receiving?            Dose 1                    Dose 2                   Don’t know4.

Do you live with or care for children younger than 6 months old?             Yes            No6.

Are you a health care or emergency medical service worker with direct patient contact?           Yes            No7.
Do you have an underlying risk factor such as asthma or other chronic health condition
or a compromised immune system?              Yes            No

8.

Patient - Please Complete Sections 1 Through 8, Sign and Date
(Print clearly in capital letters using blue or black ink and neatly color in circles)

CONSENT AND REQUEST TO RECEIVE H1N1 VACCINATION. I have read the information above and confirm that it is correct. I have been 
given a copy and have read, or I have had explained to me, the information in the “Vaccine Information Sheet” for the H1N1 vaccine. I have 
had the chance to ask questions and they were answered to my approval. I understand the benefits and risks of the H1N1 vaccine and I have 
given my permission to have this vaccine given to me or the person for whom I have the power to make this request. I have been given, or 
have been offered, a copy of the Notice of Privacy Practices.
Signature of the person receiving and/or consenting to the vaccination:

___________________________________________________________    ____________________________Date:_________________
                                                                                                                          Relation to person
                                                                                                                                                            receiving the vaccination

Client Screened for Contraindications:  Screener’s Initials _____________

Client given VIS on ______________and understands VIS dated_____________________

Manufacturer:                                                                                                                           Lot #:

Dosage (If applicable):        0.25mL (6-35 months)               0.50mL (3 years and older)                Other___________________________

Route of Administration:         Intranasal         IM Injection:        LA             RA             LL              RL               Other__________________

Signature of Vaccinator: _________________________________________________  
Date:

Provider #: 
Clinic Site:

M M      D D      Y  Y  Y Y

CSL                          Medimmune               Sanofi Pasteur

GSK                         Novartis

DHMH ORIGINAL

2009-2010 H1N1 INFLUENZA VACCINATION CONSENT AND ADMINISTRATION RECORD
STATE OF MARYLAND
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Allegany County - 01

Anne Arundel County - 02

Baltimore County - 03

Calvert County - 04

Caroline County - 05

Carroll County - 06

Cecil County - 07

Charles County - 08

Dorchester County - 09

Frederick County - 10

Garrett County - 11

Harford County - 12

Howard County - 13

Kent County - 14

Montgomery County - 15

Prince George’s County - 16

Queen Anne’s County - 17

St. Mary’s County - 18

Somerset County - 19

Talbot County - 20

Washington County - 21

Wicomico County - 22

Worcester County - 23
 

Baltimore City - 30

County Codes:
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1. APELLIDO:

Iniciales del
segundo nombre:Nombre:

Dirección:

Ciudad:

Número
de teléfono:

Fecha de 
nacimiento: Sexo:              M             F

Estado:
Código
postal:

Código del condado
(consulte el reverso de este registro):

- -

/ /

2.

3.

Origen étnico: Hispano o latino:        Sí              No

Raza (pinte todo lo que corresponda):

¿Está embarazada?          Sí              No            Desconocido

Amerindio/nativo de Alaska                      Asiático                  Negro/afroamericano

Hawaiano nativo/isleño del Pacífico         Blanco                   Desconocido

Otros (especificar) __________________________________________________

5.

¿Qué dosis recibirá de la vacuna contra el H1N1?              Dosis 1                    Dosis 2                   No sabe4.

¿Vive con niños menores de 6 meses o los cuida?             Sí               No6.
¿Es usted trabajador/a del servicio médico de emergencias o de atención de la salud con contacto directo 
con el paciente?        Sí              No

7.

¿Tiene algún factor de riesgo subyacente como asma u otra afección médica crónica o el 
sistema inmunológico deprimido?                Sí               No

8.

Paciente - Complete las secciones 1 a 8, firme y feche
(Escriba con claridad en letra de imprenta y en mayúscula, con tinta azul o negra y pinte los círculos con nitidez)

CONSENTIMIENTO Y SOLICITUD PARA RECIBIR LA VACUNA CONTRA LA GRIPE H1N1. He leído la información anterior y certifico que 
es correcta. He recibido una copia y he leído, o me han explicado, la información contenida en la Hoja Informativa sobre la Vacuna contra la 
gripe H1N1. He tenido la oportunidad de hacer preguntas que se respondieron satisfactoriamente. Comprendo los riesgos y beneficios de la 
vacuna contra la gripe H1N1 y he autorizado a que se me administre la vacuna a mí o a la persona para quien estoy autorizado a hacer esta 
solicitud. He recibido, o me han ofrecido, una copia del Aviso sobre prácticas de privacidad.

Firma de la persona que recibe o que da su consentimiento para recibir la vacuna:

__________________________________________________________    ____________________________Fecha:_________________
                                                                                                                        Relación con la persona que recibe 
 la vacuna

Client Screened for Contraindications:  Screener’s Initials _____________

Client given VIS on ______________and understands VIS dated_____________________

Manufacturer:                                                                                                                           Lot #:

Dosage (If applicable):        0.25mL (6-35 months)               0.50mL (3 years and older)                Other___________________________

Route of Administration:         Intranasal         IM Injection:        LA             RA             LL              RL               Other__________________

Signature of Vaccinator: _________________________________________________  
Date:

Provider #: 
Clinic Site:

M M      D D      A  A  A  A

CSL                          Medimmune               Sanofi Pasteur

GSK                         Novartis

DHMH ORIGINAL

REGISTRO DE ADMINISTRACIÓN DE LA VACUNA CONTRA LA GRIPE H1N1 DE 2009-2010
STATE OF MARYLAND
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Allegany County - 01

Anne Arundel County - 02

Baltimore County - 03

Calvert County - 04

Caroline County - 05

Carroll County - 06

Cecil County - 07

Charles County - 08

Dorchester County - 09

Frederick County - 10

Garrett County - 11

Harford County - 12

Howard County - 13

Kent County - 14

Montgomery County - 15

Prince George’s County - 16

Queen Anne’s County - 17

St. Mary’s County - 18

Somerset County - 19

Talbot County - 20

Washington County - 21

Wicomico County - 22

Worcester County - 23
 

Baltimore City - 30

Códigos de los condados:
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