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Screening Checklist  
for Contraindications  
to Vaccines for Children and Teens

For parents/guardians: The following questions will help us determine which vaccines your child may  
be given today. If you answer “yes” to any question, it does not necessarily mean your child should not be 
vaccinated. It just means additional questions must be asked. If a question is not clear, please ask your 
healthcare provider to explain it.

 1. Is the child sick today? 

 2. Does the child have allergies to medications, food, a vaccine component, or latex?  

 3. Has the child had a serious reaction to a vaccine in the past? 

 4.  Does the child have a long-term health problem with lung, heart, kidney or metabolic disease  
 

 long-term aspirin therapy?

 5.  If the child to be vaccinated is 2 through 4 years of age, has a healthcare provider told you  
that the child had wheezing or asthma in the past 12 months?

 6. If your child is a baby, have you ever been told he or she has had intussusception? 

 7.  Has the child, a sibling, or a parent had a seizure; has the child had brain or other   
nervous system problems?

 8. 

 9. Does the child have a parent, brother, or sister with an immune system problem? 

 10.   
as prednisone, other steroids, or anticancer drugs; drugs for the treatment of rheumatoid  
arthritis, Crohn’s disease, or psoriasis; or had radiation treatments?

 11.  In the past year, has the child received a transfusion of blood or blood products, or been  
given immune (gamma) globulin or an antiviral drug?

 12.   
next month?

 13. Has the child received vaccinations in the past 4 weeks? 

form completed by                                                                                                 date

form reviewed by                                                                                                    date

Did you bring your immunization record card with you?          yes  no  

It is important to have a personal record of your child’s vaccinations. If you don’t have one, ask the child’s 
healthcare provider to give you one with all your child’s vaccinations on it. Keep it in a safe place and bring  
it with you every time you seek medical care for your child. Your child will need this document to enter day 
care or school, for employment, or for international travel.  

patient name                                                                      

date of birth        /        /       
month      day          year

yes no don’t 
know
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 1. Is the child sick today? [all vaccines] 

events. However, as a precaution with moderate or severe acute illness, all vaccines should  
-

vaccination if a person is taking antibiotics.

 2.  Does the child have allergies to medications, food, a vaccine component, or latex? 
[all vaccines]

containing gelatin. A local reaction to a prior vaccine dose or vaccine component, including 

www.cdc.gov/

vaccine components, see www.cdc.gov/vaccines/pubs/pinkbook/downloads/appendices/B/
. 

 

-
-

age severe allergic conditions.5

 3. Has the child had a serious reaction to a vaccine in the past? [all vaccines]

 

vaccine. There are other adverse events that might have occurred following vaccination that 
constitute contraindications or precautions to future doses. Under normal circumstances, 

 4.  Does the child have a long-term health problem with lung, heart, kidney, or metabolic 
disease (e.g., diabetes), asthma, a blood disorder, no spleen, complement com-

? Is he/she on long-term 
aspirin therapy? [MMR, MMRV, LAIV, VAR]

 5.  If the child to be vaccinated is 2 through 4 years of age, has a healthcare provider 
told you that the child had wheezing or asthma in the past 12 months? [LAIV]

 6.  If your child is a baby, have you ever been told that he or she has had intussusception? 
[Rotavirus]

 7.  Has the child, a sibling, or a parent had a seizure; has the child had brain or other 
nervous system problem? [DTaP, Td, Tdap, IIV, LAIV, MMRV]

 

-
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 8.  Does the child have cancer, leukemia, HIV/AIDS, or any other immune system 
problem? [LAIV, MMR, MMRV, RV, VAR]

-

 

 

-
 Notes 

 9.  Does the child have a parent, brother, or sister with an immune system problem? 
[MMR, MMRV, VAR]

-

-
tem such as prednisone, other steroids, or anticancer drugs; drugs for the treat-
ment of rheumatoid arthritis, Crohn’s disease, or psoriasis; or had radiation treat-
ments? [LAIV, MMR, MMRV, VAR]

-

-

needs/immunocompromised-travelers. The use of live vaccines should be avoided in persons 

-
enced in Notes -

 11.  In the past year, has the child received a transfusion of blood or blood products,  
or been given immune (gamma) globulin or an antiviral drug? [MMR, MMRV, VAR]

Notes 
-

ulin or blood product administration and live virus vaccines.

 12.  Is the child/teen pregnant or is there a chance she could become pregnant during 
the next month? [HPV, IPV, LAIV, MMR, MMRV, VAR]

 

-

 13.  Has the child received vaccinations in the past 4 weeks? [LAIV, MMR, MMRV, 
VAR, yellow fever]

note: For supporting documentation on the answers given below, go to the 
 

www.cdc.gov/vaccines/hcp/acip-recs/index.html

note: For summary information on contraindications and precautions to vaccines, 
www.cdc.gov/

vaccines/hcp/acip-recs/general-recs/contraindications.html

for Contraindications to Vaccines (Children and Teens)
Are you interested in knowing why we included a certain question on the screening checklist? If so, read 

Notes below.

vaccine abbreviations
=
= Human papillomavirus vaccine

=
=

= Measles, mumps, and rubella vaccine
=

=
=

Td/Tdap =

=



                                                                                                 

Original to file; Copy to client 
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INITIATION OF SERVICES 
 
PART I.            CLIENT – PROVIDER RELATIONSHIP CONSENT 

    Client Name: ______________________________________________         
Name of Agency: Florida Department of Health in St. Johns County          
Agency Address: 200 San Sebastian View, St. Augustine, FL. 32084        
 

I consent to entering into a client-provider relationship. I authorize Department of Health staff and their representative to render routine health care. I 
understand routine health care is confidential and voluntary and may involve medical office visits including obtaining medical history, examination, 
administration of medication, laboratory test and/or minor procedures. I may discontinue this relationship at any time. 
 

PART II.   DISCLOSURE OF INFORMATION CONSENT (treatment, payment or healthcare operations purposes only) 
I consent to the use and disclosure of my medical information; including medical, dental, HIV/AIDS, STD, TB, substance abuse prevention, 
psychiatric/psychological, and case management; for treatment, payment and healthcare operations. 
 

PART III.    COMMUNICATIONS 
I understand the Florida Department of Health (DOH) uses a patient portal to communicate with me about my healthcare. In order to receive electronic 
communications about my health care. I need to provide my email address to the department and then I will be contacted by email to create a portal 
account. 
I understand that I must agree to the terms and conditions of use associated with the portal when I create my account. I understand that the portal is 
password protected and that I am responsible for maintaining the confidentiality of my user name and password and for all activities that are conducted 
through my portal account. I understand that I will receive emails letting me know that DOH has sent information to the portal. 
 

____Initial here to authorize and give my express consent to the DOH to make your health care information available to you through the portal. 
Email Address: __________________________________________.I understand that I have a right to stop participation in the portal at any time by either 
removing my email address or closing my portal account. 
____Initial here to remove your email address from the DOH system and stop receiving information through the portal. 
 

PART IV.     MEDICARE PATIENT CERTIFICATION, AUTHORIZATION TO RELEASE, AND PAYMENT REQUEST (Only applies to Medicare Clients) 
 

As Client/Representative signed below. I certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is 
correct. I authorize the above agency to release my medical information to the Social Security Administration or its intermediaries/carriers for this or a 
related Medicare claim. I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for physician’s services to the 
above named agency and authorize it to submit a claim to Medicare for payment. 
 

PART V.     ASSIGNMENT OF BENEFITS (Only applies to Third Party Payers) 
 

As client/Representative signed below. I assign to the above named agency all benefits provided under any health care plan or medical expense policy. The 
amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule. All payments under this paragraph are to be made to 
above agency. I am personally responsible for charges not covered by this assignment. 
 

PART VI.   COLLECTION, USE OR RELEASE OF SOCIAL SECURITY NUMBER (This notice is provided pursuant to section 119.071(5) (a). Florida Statutes.) 
 

For health care programs the Florida Department of Health may collect your social security number for identification and billing purposes, as authorized by 
subsections 119.071 (5)(a)2.a. and 119.071(5)(a)6., Florida Statutes. By signing below, I consent to the collection, use or disclosure of my social security 
number for identification and billing purposes only. It will not be used for any other purpose. I understand that the collection of social security numbers by 
the Florida Department of Health is imperative for the performance of duties and responsibilities as prescribed by law. 
 

PART VII.   MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT OF THE NOTICE OF PRIVACY RIGHTS 
 

 
 
____________________________________________________                        _________________________________________________________                                                       ____________________________________ 
Client/Representative Signature                                   Self or Representative’s Relationship to Client                                       Date 
 
___________________________________               _______________________________  
Witness (optional)                                                             Date 
 

PART VIII.      WITHDRAWAL OF CONSENT 
 

1.__________________________________     WITHDRAW THIS CONSENT, effective __________________________ 
       Client/Representative Signature                                                                                                 Date    
 
____________________________________      _______________________________                                                 Client Name: _______________________    
 Witness (optional)                                                     Date                                                                                                           ID#:_______________________________ 
                                                                                                                                                                                                           DOB: _____________________________ 
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