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Vaccination Consent Form for children aged 2-12
2-12 Fluenz Tetra (LAIV) nasal flu vaccine

If you wish to give consent, please fill in Parts 1, 2 and 4. If you do not wish to give consent,
please fill in parts 1 & 3. Please note only a parent or legal guardian can consent or refuse
consent for a child. Read more about consent on the HSE website https://bit.ly/ConsentU16.

Privacy Statement: In order to administer vaccine(s) safely, and to record all of the necessary data for monitoring and managing
vaccine(s), the HSE will be processing your child’s personal data. All data processed by the HSE will be in accordance with the
various data protection legislation including the Data Protection Acts 1988-2018, the Regulation (EU) 2016/679 (General Data
Protection Regulation, GDPR), and the Health Identifiers Act 2014. The processing of your child’s data will be lawful and fair. It will
only be processed for specific purposes including, to manage the vaccinations, to report and monitor vaccination programmes, to
validate clients and provide health care. Data sharing between HSE departments may also occur.

PA RT 1 Personal Details Complete this part for all children (please use block capitals)

Child’s Forename: Child’s Middle Name:
HUOHOHOHULOULDHOHOOE JoOooUbUoHoUobHoUn
Child’s Surname (Family Name): Otherwise known as:

LUOLOUOUDLUbLbObout gobdbbdobdoidbobdon
Child’s Personal Public Services Number (PPSN): HEREE R RN

(PPSN will be required to manage your immunisation record only)

Child’s Date of Birth: ] H H H H H H | \ Gender: Male D Female D

Mother's surname at birth: | || J[ |[ [[ [ [ JL LI IO TE T
child's Address:  [|[ ][] DU HUOOHUDDHODDOUOD DU
OO OOOODOUODOU0DOOUODOHODOO0OOOO0 0
Eircode: [ ][] ]I OONN county: IO HHLHHOOHOOOOON
Child’s Address when they last had a vaccine: D D D D D D D D D D D D D D D D D D
LUHODLOOIODLOUDDOUODOOUDLDOU0ODOOUDDOOO D
Parent/Legal Guardian Forename and Surname: D D D D D D D D D D D D D D D D D D D D
Parent/Legal Guardian Daytime Phone Number: D D D D D D D D D D D D D D D D D D D D
Parent/Legal Guardian Mobile Phone Number: D D D D D D D D D D D D D D D D D D D D

Do you consent to receive texts about vaccine appointments? Yes D No D
Parent/Legal Guardian Email Address: | || |[ [ I[ JL 10 LI TC T TO T T TE T T]
Do you consent to receive emails about vaccine appointments? Yes D No D

sehool: | |[ [ JLIL]LILILILHHHOOUHHHOODHHHHOOOHHUL DN
cess: [ ][I HOOUHHHOOOUL vear: | || ][ ][]

Student’s ethnic or cultural background:
A. White (Irish, Irish traveller, Roma, Ukrainian, any other White background) D

B. Black or Black Irish (African, any other Black background) D

C. Asian or Asian Irish (Chinese, any other Asian background) D

D. other, including mixed background (Arabic, any other write in description) D
E. prefer not to say D

Description

Student’s Nationality:
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Choose Part 2 (YES) OR Part 3 (NO)

PART 2 Please tick each box and sign to say YES

+ | have read and understand the vaccine information including the known side effects
« lunderstand that | am giving consent for the administration of Nasal Flu vaccine

+ | confirm that | am authorised to give consent on behalf of the above named child

+ YES, | consent to the above named child to receive the flu vaccine.

I | .

Signature: Date: ’D |D | ’M HM | ’Y HY ”YHY‘

Name Prease pring: || ][I 1LILILIILI LI DO DO HH OO HHO O HHEH

(Please tick): Parent D Legal Guardian D

Please answer the questions in Part 4 about your child

OR

PART 3 Please tick each box and sign to say NO

* | have read and understand the accompanying vaccine information, including known side effects. D
+ | confirm by signing this form that | am authorised to refuse consent on behalf of the above named child. D
*  NO, | do not consent to the vaccination of the above named child with flu vaccine. D

Signature: Date: ’D” DHMHMH Y” Y” YH Y‘

Name Prease pring: ||| 1LILILILILI LI DO DO HH OO HH OO HHEN

(Please tick): Parent D Legal Guardian D

Reason for Refusal:

PART 4 Screening questions about your child

If you signed Yes in Part 2 please answer the following questions for your child. A member from the
vaccination team will contact you if they need to talk about any of the information you have given.

1. Has your child already had a flu vaccine since September 2023 or does your child
have an appointment to receive the flu vaccine from their GP or Pharmacist? Yes D No D

2. Has your child ever had a severe allergic reaction to anything including medication
or vaccines? Yes D No D

If yes, please provide details

3. Has your child needed an Intensive Care Unit (ICU) admission
following an allergic reaction to eggs? Yes D No D
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4. Has your child been diagnosed with asthma? Yes D No D
5. If yes does your child take regular steroids for their asthma and/or has

your child ever been admitted to ICU/Critical Care for Asthma? Yes | | No| |
6. Does your child take aspirin/salicylates medication? Yes D No D
7. Does your child have a severely weakened immune system due to disease or treatment?

e.g., leukaemia/lymphoma or high dose steroids or severe neutropenia Yes D No D
8. Does your child live with anyone currently having treatment that severely affects

their immmune system? e.g., someone who has had a bone marrow transplant? Yes D No D
9. Does your child take medication called combination checkpoint inhibitors

e.g., ipilumumab plus nivolumab? Yes D No D
10. Is your child known to have a condition causing a Cerebrospinal Fluid (CSF) leak

and/or has your child had a recent cochlear implant? Yes D No D
11. Did your child receive the flu vaccine last year? Yes D No D
12. Has your child ever received the flu vaccine before? Yes D No D
18. Does your child have severe neutropenia (low levels of a type of white blood cell)

i.e. absolute neutrophil count <0.5 x 10 /L.? This does not apply to those with
primary autoimmune neutropenia. Yes D No D

Some children aged under 9 years who have never had a flu vaccine before will need to have a second
dose of flu vaccine if they are at high risk of complications from infection with flu. If your child has never
had a flu vaccine before and is aged under 9 years, they may need a second dose of flu vaccine if they
have any of the following conditions:

Chronic heart disease

Chronic liver disease

Chronic neurological disease

Chronic renal failure

Chronic respiratory disease (including cystic fibrosis, moderate or severe asthma)
Diabetes mellitus

Any condition that might mean they cannot breathe well (e.g., a spinal cord injury, seizure disorder, or other
neuromuscular disorder)

Down syndrome

Cancer

Immunosuppression due to disease or treatment including asplenia or hyposplenism

Moderate to severe neurodevelopmental disorders such as cerebral palsy and intellectual disability

Does your child have one or more of the conditions listed above? Yes D No D

Before your child is vaccinated you should let your vaccinator know if your child:

has had influenza antiviral medications in the 48 hours before their vaccine is due, they should not get the
vaccine.

has an acute exacerbation of asthma, including increased wheezing and/or needed additional inhalers in
the previous 72 hours they should not receive the nasal flu vaccine.

has gotten a dose of the flu vaccine from their GP or Pharmacist since the consent form was completed,
they should not get the vaccine.

is unwell with a sudden fever (as vaccination should be delayed until recovery).

You can contact the vaccinator by phoning them.

Please note that this vaccine is not suitable for people who are pregnant.
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Fluenz Tetra (LAIV) nasal flu vaccine

. Prescribed by signature | Vaccinator’s signature | Vaccination Site
Date Given Batch Number | = 4 MCRN/PIN and PIN/MCRN | (Circle as appropriate)
LLILLILLT T Right | Left
DD MM Y YYY Nostril | Nostril
Time Vaccinated: AM/PM Vaccination Location: School | | Clinic | |
Clinic Name:
Completed by: MCRN/PIN: LTIHTHTTT]
(if applicable) DD MM Y Y YY
If vaccine not administered please state why? DNA or Absent D Refused on the Day D

Vaccine Contraindicated | |  Deferred | | Other | |

For official use only

Notes/Comments:




