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For parents/gua rdians: The following questions will help us determine which vaccines your child may be given today. If you answer
“ves"to any question, it does not necessarify mean your child should not be vaccinated. It just means additionaf questions must be asked. I

a question is not clear, please ask your healthcare provider to explain it.

1, ts the child sick today?

YES

........................................................................................................

‘‘‘‘‘‘

.

.........................

..............................................................................

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

7.1s the child/teen pregnant or is there a chance she could become pregnant during
the next month?

..................................................................................................................

............................................................................................................

8. Has the child received Tdap vaccine in the past?
If so, when?:, :
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If so, whent;
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10. Vaccine preference: D Tdap (tetanus, diphtheria, and pertussis
[ ] Meningococcal (Meningitis)

] Both
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