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Is your child sick today?   

Has the child had a health problem with lung, heart, kidney or metabolic disease (e.g., diabetes), asthma, or a blood disorder? Is he/she on long-term aspirin therapy?   

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

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?   

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

Has the child, a sibling, or a parent had a seizure; has the child had brain or other nervous system problems? (Guillain Barre Syndrome)   

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

Does the child or a family member have cancer, leukemia, HIV/AIDS, or any other immune system problems?   

In the past 3 months, has the child taken medications that affect the immune system such as prednisone, other steroids, or anticancer drugs; drugs for the treatment of 

rheumatoid arthritis, Crohn’s disease, or psoriasis; or had radiation treatments? 
  

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?   

For Teen females: Is your teen pregnant?    

Has the child received vaccinations in the past 4 weeks?   

Year Day Month 

                  

The Delaware General Health District  may keep this record in my child’s medical file. DGHD will record what vaccine was given, the date the vaccine was given, the name of the company that made the vaccine, the vaccine lot number, the signature and title of the 

person who gave the vaccine, and the address where the vaccine was given. I understand that this information will be released to a state-wide Immunization Registry for the purpose of immunization tracking recall and recording, unless I request otherwise. I have 

read or have had explained to me the information sheet about the vaccine. I have had a chance to ask questions, and they were answered to my satisfaction. I believe I understand the benefits and risks of the vaccine and ask that the vaccine be given to the person 

named above for whom I am authorized to make this request. My medical information will not be shared without an authorization to release information. A copy of the Health Districts Notice of Privacy Practices (HIPAA) will be provided  and is also located on our 

website at delawarehealth.org. I authorize my insurance company to assign the amount payable directly to DGHD.  

I understand that I am financially responsible for all the charges that are not covered under my insurance plan. I acknowledge that any co-payment is due and payable on the date services are received. 

Parent/Guardian DOB: 

Relationship to Patient: 
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Will the child be returning to 

DGHD for vaccines? 


