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INFLUENZA + H1N1 IMMUNISATION EMPLOYEE CONSENT FORM 

 

NAME:        DOB:  

 

WORKPLACE:                     

PHONE:   

 

BACKGROUND: You are consenting to vaccination for the prevention of the influenza virus (inc 

H1N1). The influenza virus can cause major epidemics of respiratory disease. Illness from the virus 

can vary in severity and secondary complications can be significant. Symptoms include the sudden 

onset of fever, myalgia (pain in the muscles), sore throat, non-productive cough, headaches and 

tiredness which may persist for several weeks and often result in restriction of activity. 

• The influenza vaccine is generally well tolerated 

• Redness, swelling and discomfort at the injection site are the most common unwanted effects 

• Fever, muscle pain and malaise occasionally occurs within a few hours of vaccination and can 

last 1-2 days 

• Immediate adverse events can occur but these are rare. These are most likely due to an 

allergy to eggs and can include: hives, swelling of the face, lips or tongue; breathing difficulties 

such as wheezing, or systemic anaphylaxis 

• Gillian-Barre Syndrome is rarely associated with influenza vaccination (1 in 2 million) although 

a direct relationship has not been established 

• Please refer to consumer product information for complete details 

 

Before consenting to the Influenza vaccine please answer the questions below.  

You can discuss any questions with the Doctor prior to the vaccination to ensure it is appropriate for you.  

 

  YES NO 

1 Have you previously been vaccinated against any form of flu? (Inc ‘swine’)   

2 Have had any severe reaction or problem following a vaccine?   

3 Have any severe allergies (to anything)?    

4 Do you feel unwell or has a fever today?   

5 Are you allergic to eggs or chicken feathers?   

6 Has a past history of Guillian-Barre Syndrome?   

7 Have a bleeding disorder   

8 Taking any warfarin, cortisone, steroid, immunosuppressive medication?   

9 
WOMEN ONLY: Are you pregnant or breastfeeding? 

  

 

I have read and understand the above information. I consent to receiving the Influenza vaccine. 

  

STAFF SIGNATURE………………………………………..DATE………………………………………. 

 

Vaccine given by: Signature: 

Date Given: Batch: 

 


