
	Intra Nasal Flu Immunisation Consent Form
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	Wirral School & Year: Christ Church Primary Moreton – YEAR 
Child's full name:
Home address and postcode:
NHS number:             

Date of Birth:          

Gender:                                                                                          




	Has your child already had a FLU vaccine since Sept this year?
	Yes [  ]
	No [  ]

	Has your child been diagnosed with asthma?
	Yes [  ]
	No [  ]

	Has your child taken steroid tablets in the last 2 weeks?
	Yes [  ]
	No [  ]

	Asthma medication/inhaler


dose


How often

	Does your child have an illness or require treatment that severely affects their immune system?  (e.g. treatment for leukaemia)
	Yes [  ]
	No [  ]

	Is anyone in your family currently having treatment that severely affects their immune system?  (e.g. they need to be kept in isolation)
	Yes [  ]
	No [  ]

	Does your child have a severe egg allergy? (needing hospital intensive care admission)
	Yes [  ]
	No [  ]

	Is your child receiving salicylate therapy? (e.g. Aspirin)
	Yes [  ]
	No [  ]

	If Yes, please give details


	Please inform the Immunisations Team if your child’s asthma deteriorates and you have to increase their medication after you have returned this form. Telephone no. 0151 514 2510 

	I WANT my son/daughter to receive their Intra-nasal flu vaccine
	I DO NOT WANT my son/daughter to receive the Intra-nasal flu vaccine
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	NAME OF PARENT/GUARDIAN (please print):
SIGNATURE (parent/guardian) 

DATE:
CONTACT PHONE NUMBER:
	NAME (please print):
SIGNATURE (parent/guardian) 

DATE:

CONTACT PHONE NUMBER:


	Intra Nasal Flu Immunisation Consent Form

	FOR OFFICE USE ONLY 

Surname: 


                          First name:   

Date of Birth:



             NHS number: 
Pre session eligibility assessment for live attenuated influenza vaccine 
Child eligible for LAIV                                                                                                             Yes [  ]             No [  ]                    

	If NO, please give details                                                                                                                     



	Assessment completed by (name, designation and signature):



	Eligibility assessment on day of vaccination

	Has the parent/child reported the child being wheezy over the past three days?
	Yes [  ]
	No [  ]

	If the child has asthma has the parent/child reported
	
	

	· use of oral steroids in the past 14 days?
	Yes [  ]
	No [  ]

	· an increase in inhaled steroids since consent form completed?
	Yes [  ]
	No [  ]

	Child assessed as eligible for LAIV
	Yes [  ]
	No [  ]

	LAIV supplied for administration
	Yes [  ]
	No [  ]

	Reason if NOT eligible:

	
	Not well enough
	[   ]
	
	Catch up info given
	[   ]
	

	
	Refused
	[   ]
	
	
	
	

	
	Absent
	[   ]
	
	
	
	

	
	Unable to triage
	[   ]
	
	
	
	

	Assessment completed by (name, designation and signature):



	Additional comments


	Vaccine details

Date:                              Time:                               Batch number:                      Expiry Date:

	Administered by: (name, designation and signature):                                        
Information re vaccine/side effects given to child. Please tick [   ]

Advice slip given [   ]

	



