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DEPARTMENT OF VETERANS AFFAIRS

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (VANCHCS)

OCCUPATIONAL HEALTH DEPARTMENT / MTZ 05

	150 MUIR RD/MTZ 05     
	10535 HOSPITAL WAY

	MARTINEZ, CA 94553 

	MATHER, CA 95655-1200

	925-372-2247 FAX
	916-843-9394 FAX


RETURN FAX TO OCCUPATIONAL HEALTH
Tetanus, Diptheria and Pertussis (Tdap) Immunization 
PLEASE PRINT CLEARLY
Last name:  __________________________________________ First name:  _________________________________

SS# (last 4):  _____________ Department / Service:__________________  Date:  ________
Site: Chico_____Fairfield____Mare Island____ Martinez____ Mather___McClellan___Oakland_____Redding_____

Work Status:  VA Employee_____    VA Volunteer ______    WOC ______    Student/Intern: ______    Other: ______

Tetanus, Diptheria and Pertussis (Tdap) Immunization was licensed in 2005 and protects against Tetanus, Diptheria and Whooping cough. Healthcare workers under age 65 and all adults under age 65 who have close contact with infants less than 12 months of age should receive a Tdap at least once in their adult life.
To receive the vaccination, please complete Part A (screening) and review the current Vaccination Information Statement (VIS), which you receive with your vaccination.
Part A:  SCREENING
	Allergies: Please List



	Potential contraindications
	YES
	NO

	Have you ever had a paralyzing disease called Guillain-Barre Syndrome (GBS)?
	
	

	Have you ever had a bad reaction to the Tetanus vaccine?
	
	

	Have you ever had a severe neurologic disorder (epilepsy, coma, stroke, encephalitis)?
	
	

	Have you ever had a severe reaction following a Tetanus shot (swelling, severe pain)
	
	

	Are you allergic to latex?
	
	


If you DECLINE this vaccination, please complete Part B (declination) of this form.
Part B.   DECLINATION

	I understand I may be at risk of acquiring Pertussis infection. In addition, I may spread Pertussis to my patients, other healthcare workers, children and infants, and my family. This can result in serious infection particularly for under the age of 12 months (see VIS).  I’ve been given the opportunity to be vaccinated with the Tdap vaccine, but at this time DECLINE for the below noted reason.

1.  Received vaccination elsewhere:  

Td

Approximate Date  ______ Location:___________________


Tdap

Approximate Date  ______ Location:___________________

2. Medically contraindicated
1. Allergic   ___ 2. Side Effects ___ 3. Other___



EMPLOYEE SIGNATURE:   _______________________________________________________

_________________________________________________________________________________________________

FOR OFFICE USE ONLY

_______Boostrix® Tdap LN _____________ Exp________    0.5 ml IM
 R        L        Deltoid
 
VIS Date 11/18/08
Administered by (Name/Title):  ________________________________________________















Tdap 7/28/10

