INFLUENZA VACCINATION MEDICAL QUESTIONNAIRE
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*Please answer ALL the questions.
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12 Have your family, or anyone around you contracted measles, rubella, | [J Yes \\% No U 72u»
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13 (Women only) Are you currently pregnant? O Yes (I No Wz
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14 If there are any other things you want to tell the doctor, please write
here.
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| have heard and understood the doctor’s explanation about the vaccination, its effects and purpose, and the possibility of serious side

effects.
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