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Td/Tdap Administration Record (VAR) Informed Consent
PATIENT: PLEASE FILL OUT SECTIONS A, B, C

SECTION A: The following questions will help us determine if you are eligible to be vaccinated today. If you answer yes to any question below, this does not mean you are not eligible for vaccination, but just warrants additional questions by the vaccinator. 










Yes
No
Don’t Know

1. Have you ever had a Td or Tdap shot before?


☐
☐
☐
a. If yes, when and which one?  ________________________________________
2. Have you ever had a DTP or DTaP (usually received 

☐
☐
☐
during childhood)?

a. If yes, when and which one?  ________________________________________

3. Are you over the age of 18?





☐
☐
4. Have you ever had a past serious reaction to a vaccine?

☐
☐
☐
a. If so, what type? ______________________________________________________________
5. Are you sick or have a fever today?




☐
☐
☐
6. Do you have any latex or phenol allergies?



☐
☐
☐
7. Do you have any serious cardiovascular or lung conditions that if in the event of a reaction may pose a significant risk?





☐
☐
☐
1. Do you or any of your immediate family members have 

2. any immunodeficiency conditions?

3. Have you received any vaccinations in the past 4 weeks?

☐
☐
☐
a. If so, what vaccination? ______________________________________________________________
10. Do you have a serious neurological condition or have been
☐
☐
☐
       told that you have Guillain-Barre syndrome?
11. Do you have a history of an Arthus reaction?  


☐
☐
☐
12. For Women: Are you pregnant/is there a chance you may be?
☐
☐
☐
13. For Women: Are you breastfeeding?   



☐
☐
☐

SECTION C:  Please read this further important information on Tetanus, Diphtheria, and Pertussis and the vaccines. Please read in entirety the U.S. Department of Health and Human Services Vaccination Information Sheet. This will fully educate you on the disease process of tetanus, diphtheria, and whooping cough and any contraindications and important information about the vaccine.
**Please note the vaccination cannot cause you to become ill with the tetanus, diphtheria, or whooping cough. It will create a reaction from your body’s immune system and start the process of building protecting antibodies. It takes two weeks to develop full immunity after receiving the vaccination.

Tetanus, otherwise known as lockjaw, leads to muscle pain, tightening, and stiffness throughout the body. Additionally, tetanus can lead to stiffening of the head and neck muscles which prevents an individual from swallowing, opening his/her mouth, and breathing. One out of five people who have tetanus die from the infection. Diphtheria may cause the production of a coating at the back of the throat, breathing trouble, paralysis, heart failure, and death. Lastly, pertussis, also known as whooping cough, can produce serious coughing attacks which can lead to vomiting, decrease in body weight, inability to control bladder as well as breathing and sleeping problems. Pertussis hospitalizes 5 in 100 adults who are infected and can lead to pneumonia and death. All three of these illnesses are caused by a certain type of bacteria. Furthermore, diphtheria and pertussis can spread by coughing or sneezing while tetanus is spread by cuts, wounds, and scratches. The Tdap vaccine protects against all three diseases. This vaccine has decreased the prevalence of diphtheria and tetanus by 99% and pertussis by 80% within the United States. The Tdap vaccine is typically given once during an individual’s lifetime and the Td (tetanus and diphtheria only) is given every 10 years as a booster. However, a pregnant woman should receive the Tdap during each pregnancy. 
Do Not Receive This Vaccination If:
1. You have a history of Allergy to phenol, latex, or previous doses of Tdap, Td, DTP, or DTaP vaccine
2. You have a history of severe immunodeficiency states or disease.

3. If you ever had Guillain-Barré Syndrome (also called GBS).  Some people with a history of GBS should not get this vaccine. This should be discussed with your doctor.

4. You are current undergoing immunosuppressive or antiviral therapy.
5. You have moderate to severe acute illness (fever, vomiting, diarrhea, or are taking antibiotics).
6. History of Arthus reaction

You may experience some of these adverse reactions:

1. Soreness, redness, and swelling at injection site that may last 1-2 days

2. Headache, tiredness, nausea, vomiting, diarrhea, stomach ache, mild fever (at least 100.4°F), chills, body aches, sore joints, rash, and swollen lymph glands may also occur.
3. Immediate allergic reactions may rarely occur. If you experience any symptoms of swelling, hives, shortness of breath, etc., call 911 as soon as possible. This could be an indication of an allergic reaction. Please note, an allergic reaction is very rare, but you should know the symptoms in case of recognition.
After Receiving Your Vaccination: 
1. If the site becomes painful/bothersome, you may take an approved pain reliever by your doctor such as acetaminophen, ibuprofen, etc.

2. If you notice any severe redness or swelling at the injection site, call your physician and let them know.

3. If you experience any symptoms of swelling, hives, shortness of breath, etc., call 911 as soon as possible. This could be an indication of an allergic reaction. Please note, an allergic reaction is very rare, but you should know the symptoms in case of recognition.

I have read the above information and have had an opportunity to ask questions. I have read the Vaccine Information Statement by the CDC, understand the risks and benefits of the vaccine, and consent to vaccination. I agree to hold Ohio Northern University and employees harmless should an unforeseen or untoward reaction occur. It is my intention by this instrument to exempt and relieve Ohio Northern University and its employees from liability for personal or bodily injury, or wrongful death cause from the administration of the vaccine. I hereby consent to receive this vaccination.

FOR MEDICARE RECIPIENTS: I authorize the release of any medical or other information necessary to process this claim. I also request payment of government benefits either to myself or to the party who accepts assignment. 

	SIGNATURE AUTHORIZING VACCINATION; authorizing vaccination of person to receive vaccine or person authorized to make request (parent or legal guardian) for vaccination. Signature also indicates receipt of the current VIS statement and acknowledges receipt of vaccination and prescription on date signed.

X
	Date:

	
	


Tdap/Td Vaccine Administration Record

SECTION C:
	LAST name
	FIRST name
	MIDDLE

	Address
	Phone
	DOB
	RX bin

	
	
	
	RX pcn

	City
	State
	ZIP
	RX Group

	
	
	
	ID

	Doctor's Name
	Address
	Weight (for dosing)

	Allergies
	M/F


DO NOT WRITE BELOW THIS LINE (CLINIC OR OFFICE USE ONLY)

	Pharmacy
	HealthWise Pharmacy           Mobile Clinic
511 W. Lincoln Ave.

Ada, OH 45810

	Date Vaccine Administered
	

	Vaccine Name & Mfg.
	Tenivac™ (Td)/ Sanofi Pasteur, Inc,        Adacel™ (Tdap)/ Sanofi Pasteur, Ltd

Boostrix™ (Tdap)/ GlaxoSmithKline

	Vaccine Lot #/ Exp.
	

	Site of Inj/Needle Gauge/Length
	L Arm   R Arm 25G 1”   25G 1 ½”   25G 5/8”

	Indication:
	 

	Signature/ Title of Administrator
	


Other Medications Administered? _________________________________________________________
